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Present: 181

Program: Movie: "Autograph Hound"

~: 12:15 to 1:40 p.m.

Alumni Meeting -
As has been the custom for many years,

the Minnesota Medical Alumni Association
is having a banquet in connection with
the Minnesota State Medical Association's
annual meeting. Wives of alumni are alac
invited to the dinner which will be held
at the Kahler Hotel, Rochester, at
6:00 p.m., April 22nd. The principal
speaker will be Dr. Karl Buehler, Pro
fessor of Psychology at st. Thomas Col
lege, former head of a psychologic insti
tute in Vienna. His subject will be
"Hitler and Austria." As there is a
limit to the number which can be accommo
dated for dinner, it is suggested that
tickets be obtained at the time of re
gistration.

Annual Meeting - April 22, 23, 24 
Rochester, Minnesota.

March 15, 1940Date:-

Peptic Ulcer
George S. Bergh
Lyle J. Hay
Benedict Trach

Place: Recreation Room
Powell Hall

Discussion
Owen H. Wangeneteen
C. J. Watson

I

Gertrude Gunn
Record Librarian

II. MOVIE

4. BABY
~. & Mrs. Eliot Harrington

report the arrival of a baby daughter
March 23, 1940. Official report made by
Aunt Ethel. Congratulations.

Title: "Opening Day"
A Robert Benchley Short

Released by M-G-M.

III. ANNOUNCEMENTS

1. SPECIAL MEETING - April 12
Mr. A. TerLouw, Eastman Kodak

Company, will address the staff on "Medi
cal Photography." This subject should be
of special interest to all because of the
importance of this teaching method. The
talk will be illustrated.

2. CENTER FOR CONTINUATION STUDY

April 1 - 6 Venereal Disease
April 29 - May 1 Obstetrics

3. MINNESOTA STATE MEDICAL ASSOCIATION

5. MINNESOTA MEDICAL FOUNDATION
Membership in this worthwhile

organization is increasing at a rapid
rate. Foundation patrons pay $1,000 or
more. Life members - $100 to $1,000.
Annual members - $10 a year. Student
members - $1.00 a year. Purpose of the
Foundation is to solicit funds for
Medical Education and Research. Speci
fic uses in addition to research will
be student loans, scholarships, lecture
ships, professorships, and new units.
The Foundation publishes a bulletin, of
which two issues have now appeared.
Hardworking chairman of the membership
committee is Dr. J. C. Litzenberg, who
is celebrating his 70th birthday today.
Although no longer officially in charge
of Obstetrics and Gynecology, and as
such not actively connected in a toaching
way, his interest in the school is un
changed and he continues to serve with
the same effective loyalty as of old.

Subject for April - Cancer of the Diges
tive Tract.

6. MEDICAL ALUMNI DIRECTORY
The new issue has just appeared.

Lists graduates by class, location and
alphabetically. Get your copy now.
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IV. GASTROSCOPY

James B. Carey

Historical

Gastroscopy is a method of directly
visualizing the lumen of the stomach by
moans of an illuminated tube equipped with
lenses. The instrument of choice is the
flexible gastroscope devised by Rudolf
Schindler of Munich (now of Ch:1.cago) in
1932. Crude ilnplements of various kinds
had been in usc sinco the first one put
together by Kussmaul in 1868. This was a
clumsy, straight, open tube without illlmd
nation and of course was practically uso
less. It could be passed only in profes
sional sword swallowers. Nitze (lfr79) at
tempted to build an instrument on tho
principle of his cystoscope, but this ef
fort was likewise ilnpractical. In 1881
Mikulicz studied the problem, and had an
instrument constructed which embodied many
of the principles still used. His rigid
gastroscope had a 300 bend of the distal
1/3, and because of this he had to use
two different instruments, ono to see the
left and another for the right side of
the stomach. He made some pertinent ob
servations, but the practical difficulties
in tlw passage of his scope caused hiln to
abandon its use. Va.rious more or less
ingenious devices were developed from
time to tilne by clinicians in Germany,
Italy, England and France. In 1905 Jack
son extended the open-end oesophagoscope
by a telescopic arrangement. In 1911
Elsner constructed a rigid gastroscope
which was the model for all such instru
ments until 1932. The most successful of
these apparati were those of Elsner, Loen
ing and Steida, Korbsch and Schindler;
with them, pioneer observations were made
of gastritis and other gastric disorders.
Schindler's first Lehrbuch in 1923 was
based upon the examination of some 400
patients with his rigid gastroscope, and
the classification of gastritis establish
ed by him at that time is still used, as
being the simplest and best. He contin
ued to work, in'collaboration with the
Berlin instrument maker George Wolf, on
the problem of a flexible instrument, and
after overcoming many mechanical and opti
cal difficuities, tho first successful
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flexible gastroscope was used on July 6,
1932.

!..h£ Instrumen~

The instrument is composed of a
flexible and a rigid part. The propor
tions are such that the flexible part is
entirely in the stomach, and the rigid.
part extends thru the oesophagus and
pharynx; that is, no rigid part is in
the stomach itself. There is a solid
flexible rubber fingerlike tip, a section
containing the light and the objective
lens} a long flexible section containing
numerous concave and convex lenscs ar
ranged with short focal distances so
that up to 300 bending, the 1Inage is
w1distorted; in the rigid section are
lenses which convert the image to a
true, right sided and upright picture.
There is an ocular or eyepiece closing
at the upper end of the scope, together
with attachments for the finger switch,
for the light and for the inflation bulb.
The light is activated by a battery of
8-10 volt capacity, or, by means of a
reducing transformer the ordinary cur
rent may be used} as the instrument is
inadequately insulated. The flexible
~art of the tube is protected by a double
rubber sheath which serves also as the
air conduit, outlets being placed just
bohind the objective lens. The instru
ment is manufactured in Berlin, and is
distributed in this country by Carl
Zoiss, N. Y., whore the ordinary repairs
and replacements may be had. With the
care proper in the handling of any elec
trically equipped and delicately adjusted
instrumcnt, the flexible gastroscope may
be used indefinitely without breakdown.

Technic

The technic of introduction is simple,
much easier than the passage of either
the csophagoscope or the bronchoscope.
A:rry patient in whom the ordinary Ewa1.d
stomach tube may be safely passed will
receive the gastroscope without diffi
culty. The patient comes for examina
tion with an empty stomach, that is, not
haVing had food, drink, or medication
for 12 hours. He is given codein gr.l/2
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and atropin gr.l/IOO or 1/120 hypoder
matically, and after 1/2 to 3/4 hour the
pharynx is anesthetized by topical appli
cation of cocaine, pantocaine or similar
substance. The choice of the majority of
gastroscopists is either cocaine or panto
caine, my own preference being for the
latter. Tlw technic established by
Schindler seems to some needlessly compli
cated, but for various reasons, principal
ly because it gives consistently good re
sults, I have adhered to it. 'Ihe panto
caine solution (2%) with adrenalin 1-1000
(1 drop to the cc.) is applied to the
palate, fauces, pharynx, and pyriform
fossae tWice, and. 3-4 cc. are then in
jected thru a special perforated short
tube into the upper esophagus. Most of
the solution administered is spit out.
When the anesthesia has become effective
(10-15 minutes) an Ewald stomach tUbe is
passed, the patient is tipped upside down,
the stomach emptied of swallowed saliva
and secretion. The passage of the stomach
tUbe serves also to establish tho patency
of the esophagus. The patient is then
placed on a table on his left side, with
the head supported by an attendant, ex
tending beyond the end of the table. The
gastroscope is introduced, the light is
attached, the room is darkened and ob
servations are then made.

The Normal Stomach

The stomach is gently inflated and
presents a brilliantly lighted picture.
The mucosa is normally an orange red,
with high lights here and there. The py
lorus, angulus, muscular sphincter of the
antrum and other landmarks are easHy
identified. With tho wido vision (850 )

objective the pylorus may be seen in
about 95% of cases; with the 500 objec
tive, in possibly 80% of cases. The stom
ach is seen to be divided into two parts,
the large roomy body, and the narrow tube
like antral region. There are usually
no waVes seon in tho body of tho stomach
except an occasional local contracture
or a broad, shallow undulating wave. Tho
antrum recion is generally quite active,
circular contractures nr1sinc at tho
angulus region and travelinc toward the
pylorus. Some of those we-ves go to the
pylorus and thore is contracture of the
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ring synchronous with the wage; at other
times a wave will stop just proximal
to the pylorus and the pylorus will not
close. Variations in the normal actiVity
are seen. There is a structure called
the muscular sphincter of the antrum
seen as a rope-like cord along the anter
ior wall at the region of the angulus
which has not been described except by
gastroscopists. Cole has partially
identified the affair radiographically,
and it has been noted by the a.~tomist

Stieve. Rusations are not prominent in
the antrum; the lesser curvature and the
greater part of the anterior wall are
also smooth. What folds there are on
the anterior wall are thin, widely separ
ated and located toward the greater cur
vature and upper part of the stomach.
Coarser and. more numerous foldS are seen
at the greater curvature and on the
posterior wall. There is a collection
of secretion of greater or leas amount
at the most dependent part of the greater
curvature, called tho lake or pooL The
cardia is soon as a smooth rounded arch
or aperture while the scope is being
withdrawn. Bocause of the right angle
vision, the walls of the esophagus are
not Visible, altho in older peOI)le in
whom they may be Somewhat relaxed and
lJo.tulous they can be seen; also if for
any reason there is dilation of the eso
phagus, the lumen may be visualized quite
clearly.

\

Indications

In general, gastroscopy is applicable
to any case in which it is desirable to
study the gastric mucosa, as this is the
onl;y method by which the actual condition
of the lining of the stomach may bo deter
mined in the liVing human being. More
specifically, gastroscopy is indicated
in any patient whose gastric symptoms
have not been adequately explained by
other methods of examination. In certain
well selected patients, it may be a pri
mary procedure, in most cases, however,
preliminary radioscopic and radiographic
examination is wisoly done. Even when
specific lesions such as polypi, ulcers
or cancer ~~ve beon readily diagnosed by
tho usual methods, c. knowledge of the
condition· of the mucooa in general is im-
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portant. There are certain areas of the
posterior wall, and at times the lesser
curvature of the antrum, which cannot be
visualized. On the other hand, regions
in which it is difficult to demonstrate
lesions on the radiogram are accessible
to the gastroscope. It is an adjunctive,
supplenontary, and complementary mode of
examination to the other more usual
methods. It is particularly useful in
the diagnosis of gastritis, the observa
tion of healing of ulcer, as an aid in
the determination of malignancy of ques
tionable lesions, helpful in deciding
operability of cancer and in searching
for cause of obscure bleoding. It is in
dicated in certain cases of anemia or
weight loss for which no good reason has
been found.

Contra Indications

Gastroscopy should not be attempted
in the presence of:

Acute upper respiratory infections
Pharyngeal or laryngeal lesions
Mediastinal tumors encroaching on the

esophagus
Enlarged aorta or aneurysm
Esophageal tumors, strictures or varices
Coronary disease with sympto.ms
Cardiac decompensation
Fixed kyphotic spine
Tumors at the cardia of the stomach
Threatened perforation of gastric ulcer
Psychoses or anxiety states where the

cooperation of the patient cannot be
assured.

Gastroscopy has been done in the aged
(oldest 83), in the blind, the dumb, and
the deaf; on patients with only one arm
or one leg. It may safoly be done, if
deemed necessary, in tho presence of
gastric hemorrhage. It is an office pro
cedure. Patients may wish to remain
quiet for a while afterwards, but usually
they will get up, dress and leave imme
diately. They should not attempt to
swallow anything for about 2 hours. There
have been no fatalities reported from the
use of the flexible gastroscope equipped
with the finger rubber tip. Sore throat
or stiff neck or both mn.y be noticed for
about 24 hours. Most of the patients
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have not objected to having the examina
tion repeated; some have refused re-exam
ination for various reasons, usually
psychic.

Experience

Gastroscopy was first done with the
flexible gastroscope at the University
of Minnesota in 1936. Since then, here
and in private practice, I have done
about 825 examinations. Recently a
spec ial group has been examined by Dr.
R. nvisaker (about 200 by this time)
and Drs. N. L. Leven and George Berg have
done several hundred more. AItogether
our total experience is in the neighbor
hood of possibly 1500 examinations. I
recently went over the first 700 cases
and the distribution by diagnoses is
approximately as follows:

Negative •••••••••••••••••••••••••• 22.5%
Unsatisfactory••••••••••••••••••••• 0.75%
Primary Gastritis •••••••••••••••••• 44.0%

(H~~ertrophic 22.5%
(Atrophic 12.5%
(Superficial 9.0%

Carcinoma usually with gastritis ••• lO.O%
Ulcer Without generalized

gastritis ••••••••••••••••••••••• 7.0%
Postoperative with mixed gastritis. 7.0%
Duodenal ulcer occasional

gastritis •••••••• 3~5%
Pernicious anemia always atrophy•• 3.0%
Polypi usually atrophic satt)itiS. 2.0%
Syphilis llnnitus(plastica 1

nodular 1) 0.25%

These figures agree remarkably well with
those published by Schindler, and by
Schiff and Goodman.

Since these 700 cases were reviewed,
we have been making a special study of
achlorhydria (histamine proved) in which
the findings are generally of superficial
or atrophic gastritis; obViously the
above figuros would be unduly weighted
if these additional cases were included.
In this special group, which will soon
be analysed and reported, there were many
negative (normal) stomachs, and a scat
tering of cancer, pernicious anemia, etc.
I do not believe we have seen an hyper
trophic gastritis with true achlorhydria
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as yet.

We have seen an occasional ulcer
which was not otherwise discovered, have
been able to decide for or against malig
nancy in a few questionable cases, have
helped to determine operability of cancer
and have established the source of other
wise obscure hemorrhage or anemia. But by
far the most interesting material has beon
that of chronic gastritis.

and of the valleys between the folds, of
warty, nodular, cobblestone or pebbled
I1nture. There ~- be superficial hemor
rhage in patches, spots or streaks,
erosions and ulceration, but no exudate.
The folds or rugae appear thick and stiff
and are not easily effaced with air pres
sure. The values for acid in the super
ficial and atrophic cases tend toward
anacidity or achlorhydria, while those
in ~~ertrophic gastritis are quite
variable.

Symptomatology

Gastritis

Acute gastritis has not boon oxamined,
except as a caso or two of superficial gas
tritis might be so called. In the study
of chronic gastritis we have followod
the simple classification of Schindler:
chronic superficial gastritis; chronic
atrophic gastritis; chronic hypertrophic
gastritis. There have been some cases
difficult to fit into such grouping, but
such experience is not unusual in other
matters. Chronic superficial gastritis
is characterized by hyperemia, superficial
hemorrhage, edema, erosions, and exudate.

Chronic hypertrophic gastritis is dis
tinguished by a thick, dull mucosa with
irregularities of the surface of tho folds

The more extreme degrees of hyper
trophic gastritis with ulceration may
be diagnosed by roentgenologic methods,
but atrophic gastritis and edematous
superficial gastritis, giVing much the
sronc smooth radiographic mucosal pat
tern, Gre not accurately distinguishable
one from the other by radiography, and
the lesser degrees of all forms of gas
tritis are not recognizable except by
gastroscopy. If one takes tho history,
doas the physical examination and radio
graphic study himself, ho may be able
to DUke a presumptive diagnosis of gas
tritis in 0. given case. Examination of
sto~h washings obtained with certain

Chronic atrophic gastritis is identified specified care mny be made for cellular
by the presence of aroas of thin mucosa content, squamous, epithelial and leuco-
with blood vessels visible as fine network cytic. Squamous cells of course do not
or larger branching vessels. Blood vos- come fr~ the stomach, but any increase
sels arc not visible in the normal gastric in the number of epithelial or leucocytic
mucosa. The atrophy may be patchy, as cells may be expected in conditions of
grey, or greenish-grey areas or more of generalized inflammation. Such increases
diffuse distribution. The presumption is r~ve been found in gastritis and cancor,
that one is seeing actually the submucosa but not in ulcer unless complicated by
from which the mucosa has been denuded. obstruction, and in post-operative stom-
There may be areas of hyperplasia, some achs the site of gastritis or other un-
hemorrhage and occasionally edema, but fortu.ru::.te sequelae. At the best, this
no exudate. Some of these have been tran- method of evaluating inflnn'ltlation of the
sitional changes from superficial gaotri- gastric mucosa is laborious, and about
tis, in which case evidences of such a con- as disturbing to the patient as gastro-
dition are present. At times the condi- scopy.
tion has been inactive or with little or
no evidence of inflammation, and others
were actually inflammatory. In general
those with achlorhydria and microcytic
anemia show simply an atrophic condition Chronic superficial gastritis is like-
without evidences ef any particular inflam- ly to occur in the age group 20-40, the
matory actiVity. Atrophic gastritis is duration of symptoms is relatively short.
CGmmon with cancor, often with polypi. The onset may be concurrent with some

infection, particularly upper respiratory,
or acute gastro-enteritis, miscalled
"stomach flu." The history is episodic
until permanent changes have been estab-

1
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lished. The epigastric distress is of a
painful sort, coming 1mmcdiatel~ after
eating, aggravated by food, not' relieved
by alkaline substances, often relieved by
rest or lying down or by a liquid diet.
There may be anorexia, nausea and vomit
ing.

Chronic atrophic gastritis is suggested
by discomfort of a pressure type, aggra
vated by eating, especially large meals
of coarse foods. Meats are usually not
well tolerated, and sometimes 1n1lk in
creases the so-called "gas" distress.
There may be belching in the attempt to
relieve the pressure, consequently air
swallowing and eructation is easily estab
lished as a habit. There is loss of appe
tite, conscious restriction of diet and
some weight loss and anemia. With the
more acute exacerbations, soro tongue or
canker sores, substernal pain suggesting
esophageal inflammation and perhaps diar
rhea may all occur as a part of a general
ized gastro-enteritis. These patients re
semble, if some of them are not actually,
the so-called Plummer-Vinson syndrome.
There is a curious weakness and fatigue
which often accompanies this condition
and a great many anxiety and psychoneurotic
complaints may be built up around the
stomach trouble. These patients are in
an older age group, 40-60, and the story
is of longer duration, often suggesting
recurrent attacks of superficial gastritis.
Repeated gastroscopic examinations of
these patients have indicated that some
cases of superficial gastritis have pro
gressod to an atrophic condition, and
that subsequent periodic exacerbations of
acute inflo.mma.tory reaction are liable to
occur at times of stress and strain, or
with infections. Atrophic gastritis that
accompanies truly achylic microcytic
anemia seems to be s;ymptomless , although
some cases associated with glossitis and
diarrhea have inflammatory incidence.
The same situation often prevails with
respect to pernicious anemia.

Chronic hypertrophic gastritis character
istically gives the "ulcer" type of his
tory, that is to say, pain after meals re
lieved by food, although not certainly by
alkalies. The location of the pain is
likely to be diffuse in the epigastrium
and upper left abdomen, and does not radi-
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ate. The appetite may not be impaired,
and there is little nausea, but vomit
ing attacks, with apparent relief, do
occur. In fact, Vomiting seems to be
more common in gastritis than in uncom
plicated ulcer.

Physical examination of patients
With gastritis, by palpation of the
abdomen, is significant in two respects:
the distribution of tenderness is dif
fuse over the entire gastric area, i.e.,
the left upper quadrant, or localized
to a circumscribed region along the
left costal border, beginning near the
ensiform. This later location is par
ticularly notable in superficial and
atrophic gastritis. The pain point is
not narrowly restricted as in ulcer,
nor on the right side as it may be in
gall-bladder disease or duodenal ulcer.

Treatment

Only a few remarks may be made
about treatment inasmuoh as, so far,
unfortunately, nothing has been very
satisfaotory. Rest seems to be the
most important element in the mana.geJ!1ent
of superficial gastritis, together
with liqUid or very soft, semi-solid
diet, with ingestion of saline or
alkaline waters, or plain warm water
in the morning. Occasionally kaolin,
aluminum hydrOXide suspensions or cal
sium preparations givo relief.

Chronic atrophio gastritis must be
handled by diet, avoiding rough, coarse
substanoes, giving small amounts of
well oooked foods at frequent intervals.
Same of those without acid complain
less of pressure and gas if dilute HCl
is administered with the meals, but
others are unpleasantly aggravated by
it. Rest is important, or at least the
avoidance 'of fatigue. Recently there
have been reports by Goodman and Schiff
and Schindler of objective and subjec
tive improvement of atrophic gastritis
during the use of stomach extract and
iron (ventriculin). We have not thorough.
ly explored this therapeutic possibil
ity as yet. Anemia, if present, should
be corrected, usually by augmenting
the diet or by the addition of iron pre-



Ulcer

In our gastroscopic experience, gas
tritis and ulcer are two distinct entities.
There is occasionally edematous, hyper
emic change of the mucosa :1lllmediately
adjacent to the ulcer, and in a few cases
of duodenal ulcer, more generalized super
ficial gastritis has been seen. Atrophic
gastritis is never associated with gas
tric or duodenal ulcer. The concept that
ulcer arises in a gastritic mucosa has
not been substantiated by gastroscopic
observations. There is such a thing as
ulcerative gastritis, and there is gas
tric ulcer, but they are not associated
or related conditione. The ulcers of
ulcerative gastritis are acute lesions,
healing more ~uickly than chronic peptic
ulcer. There is an association, perhaps
a relationship, between cancer and gas-

I

J

;12

parations. Of course, vitamins have been Postoperative St'Jmach
suggested, A, B and C; their value is
doubtful as far as our experience is con- It is to be hoped that the surgical
eerned. Patients who have suffered for department will have gastroscopic exam-
many years with atrophic gastritis have inations done in cases operated upon,
usually restricted their diets, and con- both before and after the performance.
ceivab1y deficiencies might have arisen We have examined a few cases after oper-
on that account, but that aVitaminosis ations, usually in those haVing symp-
is primary or causative is problematical. toms, and have found various degrees
There is ample justification for advising and kinds of gastritis. These were
a balanced diet for these patients. The probably cases in which the operation
most efficacious management for chronic was ill-advised or poorly done. Fo11ow-
hypertrophic gastritis in our experience up gastroscopic study of properly devised
has been one similar to that for ulcer. operations carried out upon accurately
Such a program keeps these individuals diagnosed patients should be done. What
comfortable, and apparently protects we do know, is that a frequent cause of
against exacerbations. Dietary manage- symptoms, when they occur, is gastritis.
ment must be persloted in for long periods There mayor may not be stomal or jejunal
of time, in point of fact, these people ulcer also. Ulcer of the stoma or je-
are better off if they always use dis- junum mB¥ often be found by gastroscopy
cretion in the choice of food. The emo1- which could not be discovered by other
l1ent or absorbent substances such as methods. Because of tho distortion of
kaolin or aluminum hydrOXide seem to be folds and disturbance of motility in the
better tolerated than the alkalies, the stomach which has been subjected to re-
latter often aggravating the symptoms. section or anastomosis, radiographic
With P..roper rest and care, at least 801> methods often fail to reveal inf1amma.-
of chronic superficial gastritis should tion, ulcer or recurrences of malignancy.
clear up, if treatment is begun before per- When tho stoma. of a gastro-enterostomy is
manent atrophic changes become established. properly placed, is neither too large
The atrophic stage of gastritis, and the nor too small, and if it remains flexible,
hypertrophic forms, are difficult to treat so that the contraction waves of the
and refractive to most measures so far stomach may at least partially open and
suggested or tried. There have been some close it, the gastric mucosa romaine
reports that atrophic mucosae have become normal. We have seen such cases.
normal, as noted above, with the use of
ventriculin, and in pernicious anemia
with liver extract. The mucosa in such
cases may in fact appear improved as the
general nutrition and anemia of the pa
tient is bettered. The denuded areas of
mucosa may even be restored, but it is
unlikely that such regeneration is by
anything other than simple columnar epi-
thelium, functionally incompetent. All
work so far done on the histology and
cellular morphology of gastritis indicates
that replacement healing is by non-speci
fic, functionally inactive cells incapa
ble of secreting acid or any other sub
stance. I have so far never seen a pa
tient with well established atrophic or
hypertrophic gastritis, in whom the mu
cosa ever looked ~uite normal again,
under any manner of treatment.
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tritis. Most cases of cancer have had
atrophic gastritis at the time of examina
tionj whether precedent or not, one could
not say with certainty. Historically
the implication in some cases of cancer
is plain that some sort of gastric lesion,
ulcer or gastritis, antedated the occur
rence of the malignant growth. Carcinoma
has been seen to develop in atrophic
gastritis. Polypi have became malignant
under observation, and ulcers have been
suspected and proved to have undergone
malignant degeneration. Ulcerative,
hypertrophic antral gastritis, particular
ly where the ulcerated area has been
juxta-pyloric, must always be watched.

The only lesion associated with benign
ulcer has been submucosal hemorrhage,
some of which have become erosions and
eventually chronic ulcers. Schindler's
notion that chronic ulcer arises from an
hemorrhagic erosion is at least partially
vindicated by our obsorvations. Certainly
submucosal hemorrhage 1s the most common
lesion of the stomach, gastroscopically
and pathologically; that such might be the
basis for ulcer is not too unreasonable.

The crater of a malignant ulcer is
not smooth, but I:la.y be nodular, broken,
and it is filled with necrotic debris
and blood, clotted or fresh. A polyp
or papilloI:la. I:lB.y show its malignant
nature by an appearance of infiltration
at the base, and ulceration or erosion
of the surface.

The healing of an ulcer is iDportant
fron the standpoint of therapeutic
management, and, if refractive, of
possible cancerous involution. Often
the edenatous rill which contributes to
the formation of the characteristic
radiographic niche may disappear, the
crater nay fill in with granulation
or exudate, and consequently the gastric
outline on the radiogram be qUite
snooth, whereas the ulcer may actually
by direct visualization still be open.
SiEC alone, or change in size with
treatment, is not an invariable criteria
for or against the probability of an
ulcer being cancerous.

Other Gastric Lesions

Conclusions

other conditions affecting the
gastric mucosa are interesting fram the
standpoint of accuracy of diagnosis;
fibror~ta, papillomata, leiomyomata,
l;ymphosarconata, and syphilis nay all
be seen and recognized.

It may reveal the source of an
obscure hemorrhage, or the cause of
unexplained anemia or weight loss.

Its usc may be decisive in dis
tinguishing between benignity or
nalignity of suspectc4 gastric
lesions.

Its greatest field of usefulness is
in the study of gastritis.

The gastroscope is a safe, practi
cal and efficient instrument as an
adjunctive, supplenentary and con
plementary method for the study of
disorders of the gastric nucosa.

4.

2.

There is no good reason for tho employ
ment of gastroscopy in the case of obvious
Cancer of the stomach, easily recognized
as such on the radiogram and by other
methods of examination. Gastroscopy may
be indicated in some cascs to help in the
decision for or against sur~ical resec
tion, it being somettoes possible to deter- 1 •
mine the extent of carcinomatous infil
tration of the gastric wall more accurately
by observation of mucosal changes than by
other means. It is often possible to find
the cause of pyloric obstruction, indeter
minant by radiography because of obscurity
of the region by retained food particles
and fluid. The gastroscopic appearance
of a malignant ulcer is different from
that of a benign one, in respect to color
and conformation of the border, and char
acter of the substanco in the crater. The
edges of a cancerous ulcer are irregular,
stiff, raised, often underminedJ infiltra
tion extends beyond the' ulcer itself, so
that the surrounding mucosa is likowise
stiff, either decolorized or hemorrhagic.

Cancer
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8. Carey, J. B.
Symptomatology of chronic gastritis
Am.Jr, Digest Dis. 5: 353: 1938

•
•

5. It is helpful in the examination of
the anatomically distorted and
mechanically abnormal postoperative
atoIJaCh.

9.
6. 'lhe gastroscope should be used Duch

more frequently in follow-up study;
effect of therapeutic procedures,
medical or surgical may be accurately
evaluated, particularly if the condi- 10.
tion of the stomach antecedent to the
institution of treatment is known.

7. There are many important and interest
ing problems of gastric pathology and
physiology, in the solution of which 11.
the gastroscope should be a helpful
agent.

12.
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V. GOSSIP expectancy of women continued to increase
The other day I spoke to the a good investment would be a type of

teachers of the blind and deaf at the State hotel like the Curtis, Leamington, or
SChool at Faribault. Many of the teachers Hampshire Arms in Minneapolis, which at
are blind or deaf themselves. MY words present are largely inhabited by retired
often received three different interpre- women whose husbands have passed on to
tations. The blind laughed first, the the "great reward" leaving them suffi-
deaf laughed at the interpreter's inter- cient of this world's goods to enJpp
pretation of my remarks, and the others themselves. I was telling this to an old
laughed after the blind. Sometimes, all gentleman friend of ours who is past
laughed at different things. Often they eighty. He had noted that there were dif-
did not laugh at all. The young lady who ferential expectancy rates between men and
did the "explaining" stood next to me. I women. He thought he might go down to
discovered that many of the things I said the Curtis Hotel lobby some evening and
could be interpreted simply by making a look into the matter. On second thought
face, pointing significantly at the head, he decided not to go •••• We were haVing a
or rubbing the abdomen. At the luncheon meeting of the Minnesota Alumni Associa
over town I saw my good friend, Demon Re- tion in Olivia. First, those who gradu-
porter Swanberg, of the Faribault News. ated from Minnesota or attended school
He is one reporter who actually reports here stood up. Then those who came from
what you say better than you say it. the various towns nearby stood up. Fin-
Among his other accomplishments are lead- ally those who graduated from schools
ing connnunity singing and sponsoring a other than Minnesota stood up. Before
quartet which is called "The Old Rusty each sat down, he gave his school name.
Gate Hinge." ••••••The University Club in All had been disposed of except the center
St. Paul has an interesting mouse. He is table. The last person to be called was
tame and comes ou.t frequently for food. a ruddy-faced, red-haired Irishman well
He has discovered that he can produce havoc past the primo of life. Mr. McGinty, we
by scampering through the ladies' rest room learned, graduated from tho School of Ex-
during periods of occupancy. He leads a perience and Hard Knocks. When quizzed
secure life although many threats have about his school colors and college yell,
been made to break his neck ••••• I lost a he was thrown for a loss. Field Gecre-
button on my overcoat at Worthington and tary, E. B. Piorce, supplied them. The
the little tailor who fixed it had a fam- colors are black and blue and the college
iliar name. I asked him if he might pos- yell - "ouch" ••• These have been busy
sibly be related to one of our Minnesota days for those who would speak of social-
College coaches who was killed in an auto- ized medicine. One afternoon it was tho
mobile accident. He asked me if I knew Ramsey County Medical Society Auxiliary
this man who had been killed. I told him Public Relations Tea; another afternoon,
that I did. Then he asked me more about the League of Teachers Tea; another the St.
him. I explained at length the high regard Catherine's Collego Assembly. If this
in which he was held. When I finished, he keeps on, I must find out where Charlie
said, "That's very good to hear, because Craft got that suit he wore when Charlie
he was my son, and I have often wondered Rea was married•••• The special guests of
if all these things wore true. When his the scientific program of the Minnesota
mother went to the funeral with me, I said State Medical ASsociation include Russell
he was a nice boy, but his friends must be L. Cecil, New York; Paul B. Magnuson, Chi-
trJring to please us." He also mentioned cago; Harry E. Mock, Chicago; Anthony J.
that he had eight children, and all had beenLanza, New York; Bernard H. Nichols, Cleve
given educational advantages. When the' land; JOIUl O. Bower, Philadelphia; Fred L.
old ~ntleman was asked by one of his more Adair, Chicago; Norman Jolliffe, New York;
practical friends one day why he did this, Paul J. Schroeder, Chicago; Nathan B. Van-
he said it was because he was raising Etten, President, Americal Medical Associa-
children, not animals ••••••Edward Leo tion; Harold B. Stassen, Governor; Bernard
Tuohy of Duluth very ably presented his H. Ritter, Publisher, St. Paul Dispatch
thesis on "Geriatrics" at a recent meeting and Pioneer Press, who will speak on "How
of the Hennepin County Medical Society. the Peace of the World Was Lost." •••
The suggestion was made that if the life
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