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elevated by a new growth and which, of
course, requires enucleation.

INTRODUCTION

A detached retina is an ocular find
ing of serious import; it can represent
the final phase of many pathological
processes, any combination of which may
be present in the observed eye' l Prior
to the published work of Gonin, only
thirty years ago, people afflicted with
this ocular catastrophe were, almost
without exception, doomed to blindness
in the involved eye. 'Since his time,
there have been dramatic advances in
treatment which have salvaged many of
these eyes otherwise lost. Nevertheless,
retinal detachment still remains as one

'of our most serious ocular problems; in
spi te of volumes of work and research
we are stili forced to speak to our pa
tients in terms of "about 5CY/o mechanical
cure" • Depending upon the type of de
tachment' any single case may have a
prognosis varying

2
from 100% mechanical

cure, down to 0%. ,3 There are many
factors which affect this prognosis;
these will be mentioned later. The pur
pose of this paper is to present the
results of our treatment of retinal de
tachments and to review with the staff
the newer concepts of pathogenesis,
diagnosis, and treatment, with special
emphasis on present day surgical tech
nique. To this end we have analyzed all
the cases of re tinal de tacrJlnent operated
upon at the University of Minnesota Hos
pitals in the last ten years and at the
Veterans Hospital in the last five years.
We wish also to show a movie of a typi
cal surgical procedure employed in the
treatment of these cases.

Retinal detachments are usually
divided into three groups:

1. those detachments as seen in acute
exudative chorioretinitis or in toxemia
of pregnancy--these are characterized by
haVing no retinal break and usually heal
without operation.

2. those detachments secondary to
choroidal tumor in which the retina is

3. the serous 04 idiopathic type of
retinal detachment. In this group the
retina develops a break in its continu
ity which allows an aqueous-like fluid
to seep through behind it, peeling it
free from its choroidal attac~Jnentsj

such as wall paper might be loosened by
a water bubble behind it. It ista
this third group that we will confine
our attention.

ANATOMICAL AND PHlSIOLOGICAL
CONS IDERATIONS

Embryologically the retina is formed
by an invagination of the optic vesicle
to form a dou£le layered cup in the
lOmm. embryo.) As the eye develops,
these two layers become differentiated
into the components which go to form the
adult retina. The outer layer remains
one cell thick and becomes the layer of
pigment epi theliu."!l; the inner layer
undergoes a complicated process of dif
ferentiation to form ~he remaining nine
layers of the retina. These two layers
are firmly attached to each other only
at their periphery and at the optic disk;
elsewhere the attachments are quite
filmy so that a cleavage plane exists
here. It is in this potential space
between the pigment epithelium layer and
the iayer of the rods and, cones that a
retinal separation occurs in cases of
serous retinal detachment. The term
retinal detachment is then a misnomer;
a better name would be retinal splitting
or separation; usage, however, demands
that the old expression be maintained. 7

In order that a serous retinal detach
ment may occur, there probably must be

8
a

break in the continuity of the retina.
We treat cases in which no such break
can be found, but it is probable that we
are unable to see the defect. It might
lie behind a retinal fold or anterior to
our limits of observation via the oph
thalmoscope. Probably, again, a break
in the retina is not enough to cause a
detachment of the retina; there must
also be present'some changes in the
vitreous conducive to detachment. These
changes as usually seen are:
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a. degeneration of the vitreous with
resultant strands and floaters--the 30

called !'fluid vitreous"--which can enter
a retinal tear and dissect up the retina
from its bed.

b. a retraction of ~~e vitreous body
from the retina with replacement by an
aq ueous type of fluid which again can
cause detachment.

c. a condensation in an otherwise
normal looking vitreous of bands or
strands which are attached at their ex
tremities to the retina and which in
their healing and shrinkage will pull
on the retina' causing a tear and subse-
quen t de tachment .'19 '

Following a detachment, the retina
will remain viable for many months be
cause its vessels separate with it; how
ever, the outermost layers, normally
depending upon the choroidal circulation
for their blood supply,will eventually
tecome degenerative and cystic and, of
course, non functioning. Thus, alUlOugh
there are cases on record of successful
mechanical reattachment of the retina
after a period of one or even two years,
many people place the time limit for
satisfactor1 functional result at about
six months. 0 ,

The basic considerations in the treat
ment of retinal detachment are simple:
first; ,get the retina 'back into its
origin'3.1 position, and second, "glue" it
trlere. This first step is attempted by
strict bed rest with nmnobilization of
the head so that the detachment is de
pendent; in favorable caSes the retina
will settle down to its original posi
tion.If this does not happen an attempt
is made to encourage positioning of the
retina by draining 'the subretinal fluid
at the time of operation and even, in
some selected cases, by injecting air
or saline into the vitreous in the hope
that the increased intraocular pressure
will force the retina into place.

The gluing of the retina is then
attempted by provoking with diathermy
focal areas of chorioretinitis around
~te retinal tear and in the area of de
tacfilllsnt; when these, areas heal frie re-

sultant scar formation will include the
retina and so bind it firmly against the
choroid.

PATHOLOGICAL CONSIDERATIONS

As mentioned before retinal detach
ment represents the tragic conclus~en of
anyone of several pathological prO:'
cesses. It will be noted that these
findings which, caused or predisposed to
retinal detachment are themselves re
lated to the two basic etiological con
siderations mentioned earlie~--a break
in the retina, and changes in the
vitreous.

1. Age incidence: the maxnnum age
incide5:s:.e for this disease is between
50-60. ,,'Ihis,is the age group;in which
degenerative chCl.nges in the, eye are,most
marked; some feel teat there ia a defi
nite correlation between the two factors.
Vogt believes th~t cystic degeneration
of the retina is the most important
single factor in retinal st?paration., He
points out that this condition is f-oUlJd
most commonly in the aboye age group'and
that its anatomical location in the
superior temporal quadrant at the equa
tor coincides exactly with the 10c~ti8n

of most cases of retinal detachment. 12

Retinal detachment occurs in both eyes
in 20% of all cases, according ,to Ship
man, which further suggests the basic
pathology as being one of degenaration}3

2. Refractive error: 13.7%,~f the
general population in the Un i ted States
at age 50 are myopes. This percenta~~

increases 40 19.,110 b;r the age of',,60.
However, we flod that 4Cf/o -6Cf/o of all
cases of retinal detachment occur, in
myopia. It is believed that, the higher
the degree of myopia" the more signi'fi ...
cant is the probability of detaChment,l~
In high myopes, we find an elongation of
~~e globe with stretching of the retina
and subsequent cystic degeneration. De
generative changes in, the vitreous are
not uncommon. As would. be expected, de
tachment occurs earlier in this group of
patients, the average peak being between
the years 46-50.

3. Aphakia: at least 10% of all
cases of retinal detachment occur in



aphakics; this high incidence iaascrib
ed to the disturbance of, or loss of,
the vitreous incidenti;o the removal of
the lens,. Bagley reports that in his
series of cases over one-half of the de
taqr4nents in aphakics ~2curred six months
or more after surgery. ::> He felt'that
this time interval represents the period
required for degenerative changes to
take place, in the vitreous. Discission
of congenital cataracts in young patients,
especially if it involves deep cuts into
the vitreous, results in a det~ched

retina in lCP/o. of these cases. 1 ShaplaI'ld
reported on 44 cases of congenital cata
ract which had been operated upon; after
a period of 24 years, 33 of this group
of 44 patients had developed a retinal
detachment .17

4. Trauma: trauma is assuming a
role of less importance as re-evaluations
are be ing made, it be ing fe 1t that in
many cases the traumatic incident repre
sents the last straw in the inevitable
detachment of the retina. Repeated
,,:;raun:a, however, to the head or eye, may
cause atrophy or cystic degeneration of
the retina with subsequent retinal de
'SacrJlD.ent.

5. Vitreous hemorrhage and intra
ocular fore iga body: vitreous hemorrhage,
occurring in an otherwise healthy eye,
may absorb without incident, leaving the
eye with a clear media or perhaps with
only a few vitreous floaters to testify
to the incident. If the eye is influ
enced by a pathological process in the
body, such as tuberculosis or diabetis,
or by any local pathological process such
as an intra-ocular foreign body, the
vitreous hemorrhage might well heal with
the formation of strands or fibrous bands
which in their contraction will tear the
retina andpul:J;. it fram its nonnal posi
tion.

DIAGNOSIS

In the full blown type of retinal de
~acrJnent, which we seem to have referred
~ere to the univerSity Hospital, there
is little difficulty in diagnosis. In
the infancy of detachment, however, it
may be qUite difficult, requiring the
accummulation of information fram as

many 80urce~ as are available.

History:' the firstsymptam of a de
tachment may be the sudden appearance of
flashes of light. These flashes indi
cate',the existenc'e of localized traction
obthe retina and precede' or accompany
the formation of a retinal break ~ The
flashes are usually in that quadrant of
the visual field corresponding to the
area of retinal pathology; this has same
localiZing value then, but is not always
reliable. The patient will commonly
notice at this same time a ~hower of
vitreous floaters or black dots which
are caused by hemorrhage, usually origi
nating at the site of the retinal break.
These vitreous hemorrhages are seldom
massive; o~casionally, however, they
may be extensive enough to cloud the
vitreous to such an extent that the
retina cannot be seen; diagnosis moo t
then wait upon absorption of the hemor
rhage.

The actual retinal detachment may
follow tmmediately after thiB retinal
break, or it may be delayed for months·
or even years. When a fairly large de-'
tachment is formed the patient notes the
appearance·of a grey veil or cloud in
tho. t sector of the field corresponding
to the detached area. The patient also
notes that' the vision is better upon
awaken ing in the morn ing,' and that when
he aris8sand moves abo"J.t, the cloud
appears 'and his visual acuity diminishes.

There is no pain associated with de
tachment of the retina.

Findings: the intra~ocular pressure
is 'us ually nonnal or s Ughtl~ low.. when
elevated, one must consider an associ
ated glaucoma, either,as a complication,
or as a primary condition. Choroidal
tumor causing a detachment might cause
an increase in intra-ocular pressure and
will be remarked upon latet'o

Slit lamp examination may reveal
signs of anterior uveitis, which is
fairly common. There may be atrophy of
the pigment layer of the iris with a
scattering of pigment on the lens, the
cornea, or in the aqueous. The vitreous,
as examined wi th the Hruby lens, aJmos t
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always reveals signs of degeneration
and frequently of detachment.

Inspection of the visual fields will
show defeots corresponding to the de
tached area in all cases except those
in which the detachment "is very small or
is" anterior to the equator.

Fundus examination is the mos t impor
tant procedure in the diagnosis. Indeed,
tha statement is often made that "treat
ment is performed wi th the ophthalmo
scope". By ordinary methods with direct
ophthalmoscopy, the fundus can be ex
amined as far anteriorly as the equator.
The retina} however, extends about 4 mm
anterior to this line, so that almost
1/3 of the total surface of the retina
cannot be brought under direct inspec
tion. This may explain these cases in
which we are unable to locate the tear.
Special techniques involVing indirect
ophthalmoscopy and the indentation of
the sclera assist in the examination Of
these otherwise inaccessible areas. 18 , 9

A detached retina generally appears
as a translucent grey veil, making the
choroidal pattern fuzzy; on this veil"
are seen the retinal vessels which appear
blue-black, especially if the retina be
conSiderably elevated. The retina com;..
monly forms numerous folds which may
move about freely with the movement of
the globe. Occasionally it takes on the
appearance of "sand dunes" or "crinkled
paper". If, however, it is Smooth or
flat, the diagnosis fs"more difficult.
One must then observe the retinal vessels
closely to see if they cast a shadow on
the underlying choroid; or perhaps the
haze of the choroidal pattern can be
seen only b~ indirect illumination. The
finding of a retinal break will clinch
the diagnOSis, although it must be remem
bered that tears of the retina in other
wise healthy eyes may heal with no
further complication.

If the macula is detached, the area
appears edematous while its yellow color
becomes more marked; a correlated finding
is the marked reduction in visual acuity.

Macular cysts are similar in appear
ance to macular holes. The differential

diagnosis is quite difficult and also
quite impor~ant, since the treatment of
the hole will result in poor central
vision, whereas the treatment of a cyst
is expectant.20

The differential diagnosis between a
serous retinal detachment and a detach
ment secondary to a choroidal tumor
should be mentioned. In most cases the
diagnosis can be made without great dif
ficulty, as a solid choroidal mass" can
be seen under the detached retina. Many
tumors, however, are associated with a
serous detachment, i.e. the subretinal
fluid formed as a result of the irrita
tion of the tumor accumulates about it
and floats the retina free of the mass
and so disguises it. In these situa
tions other findings must be noted:

1. There is rarely a break in the
retina; if retinal folds are present,
they move slowly as though the fluid
behind them were viscid.

2. The detachment is often adherent
to the most prominent portion of the
tumor. This area may be pigmented or
even show some areas of hemorrhage) and
may similate an area of old chorioreti
nitis.

3. Transscleral illumination will
often reveal the shadow of the tumor--or
of a collection of blood--or ofa benign
choroidal melanoma--as viewed through
the pupil.

4. If the tl~or is in the superior
portion of the fundus, serous fluid
originating around it may Sink into the
lower half causing a double type of de
tachment connected by an area of flat
detachment. Transillt~inationwill re
veal a translucent detachment below and
a dark detachment above. Further, as
the patient is put on bed rest, the
lower detachment will be found to dis
appear as the fluid migrates away from
it; whereas the superior detachment will
be largely unchanged.

5. The vitreous in these cases is
cammon ly normal on. examination.

6. General examination may disclose
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metastases elsewhere.

'7. Being a space';occupying lesion,
the tumor causing the detachment may
also cause an increased intra-ocular
tension which, as mentioned before, is
typically normal or low.

8. The retinal detachment will not
settle down on bed rest.

PRESENT DAY METHODS OF TRFA'IMENT

Although the prognos is mus t always
be guarded, surgery is the only hope for
these patients. Some people feel that
everyone has the right of 'bis day in
court" and will operate on any person
who, knowing the probabilities, will
agree to surgery.

Bed rest is the first step in treat
ment. The eye is atropinized and pin
holes or an occlusive binocular dressing
is applied . The posture in bed is such
as to allow the detached area to be most
dependent. The fundus is examined at
frequent intervals to ascertain if the
hoped~for flattening of the retina is
taking place. If this does occur the
possibility of a successful outcome is
enhanced. Where there is no such change)
onemus t consider the probabilities that
the subretinal fluid is Viscid, or that
the retina is being held up by vitreous
attachments, or that a subretinal tumor
is elevating the retina.

Certainly by the end of ODe week the
maximum benefits of bed rest have been
obtained; surgical attack is next planned.
By means of a diathermy apparatus, focal
areas of chorioretinitis are made around
the rotinal break and in the detached
area. If the retina is in sufficient
proximity to these inflammatory areas,
it will become involved in the ensuing
fibrinous reaction and so become scarred
down against the choroid. This explains:
then, our concern over the position of
the retina relative to the choroid.
Many Burgeons feel that the sealing of, .
the retinal tear will cure the detacr~en~

the remaining elevation becoming re
attached as the subretinal fluid is
absorbed; others, however) feel that a
barrage of cautery in the entire detached

area is an added
If the break cannot
that the attack via the barrage method
is indicated, in the hope that the shot
gun pattern will seal the retinal de
fect.

After the cautery procedure, an
effort is made to drain any subretinal
fluid by means of small perforations
through the sclera into the subretinal
space. This will facilitate the approxi
mation of the retina to the choroid.

It is occasionally beneficIal,
especially in aphakic eyes, to inject
saline or air into the vitreous) in
creasing the intra-ocular pressure and
thus forcing the retina back into place.
Since the vitreous in most of these pa
tients is not normal, it is not con
sidered particularly "daring" to indulge
in such a procedure. 22

Finally) in those cases in which it
is obvious that, because of vitreous
attachments and retinal shrinkage, the
retina cannot fall back into place, the
"mountain is brough t to Mohammed 11 and
the eye ball is shortened to accommodate
its inner coat. This is accomplished by
the technique of scleral resection in
which a wedge} usually 2-3 mm in width,
running parallel to the equator and Just
behind it, and extending through one or
two quadrants as indicated, is excised.
When the defect in the sclera is closed,
the choroid is buckled inwardS, effect
ing a contact with the elevated retina.
Such surgery is gui te heroi~ ~a reserv
ed for selected cases only. 3,c

RESULTS

We have collected 66 cases of retinal
detachment both from the University Hos
pital and the Veterans Hospital. This
group represents the total number of de
tachmen t cases drawn from all the eye
patients seen in these two hospitals in
a period totaling fifteen years. Retin
al detachment) then, is not a common
place disease.

Of these 66 patients} 15 were not
operated upon, either because of a hope
less prognosis or because the patient



It is believed that our results, in
spite of the fact that we are dealing
wi th cases somewhat less favorable than
average ,compare with those presented in
the current Literature. The series is

small and of no great statistical value,
but it gives us an idea of how the cases
are adding up. We were interested
especially in the results of surgery
relative to the finding of the retinal



tears. Our results suggest the possi
bili ty that the barrage method is effec
tive in scaling these unseen retinal
breaks, so that the results approach
those obtained when retinal breaks are
visualized.
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II • MEDICAL SCHOOL NEWS

Coming Events

April 16-18
April 27-29
April 28

April 29
April 30

May 4

May 7

May 7-9
May 11-13
May 13

May 14

Continuation Course in Gynecology for Specialists
Continuation Course in Gastroenterology for General Physicians
Clarence M. Jackson Lecture; "Gastro-Intestinal Symptoms with Parti-

cular Reference to Motor Disturbance"; Dr. Chester M. Jones, Bos
ton; Owre Amphitheater; 8:00 p.m.

Family Doctors' Day; Heart Hospital Theater; 1:30-5:30 p.m.
Medical Six O'Clock Club Dinner; Coffman Memorial Union Main Ball

room; 6:30 p.m.
Seminar on History of Medicine; "The History of Colon Surgery"; Dr.

William C. Bernstein, Minneapolis; Todd Amphitheater; 7:45 p.m.
E. Starr Judd Lectureship; "The Endocrinology of Mammary Cancer";

Dr. Charles B. Huggin3, Chicago; Owre Amphitheater; 8:15 p.m.
Continuation Course in Surgery for General Physicians
Continuation Course in Arthritis and Allergy for General Physicians
Symposium on Antibiotics; Sir Alexander Fleming, London; Owre Amphi-

theater; 2:00 p.m.
Duluth Clinic Lectureship; Sir Alexander Fleming, London.

* * *
Continuation and Extension Courses

A continuation course in Gynecology for Specialists in that field will be pre
sented by the University of Minnesota on April 16 to 18. The two-and··a-half day
session will be held at the Center fOr Continuation Study on the University Campus.
Discussions of gynecologic malignancy, culdoscopy as a diagnostic tool, and certain
aspects of the infertility problem will be featured. Dr. Arthur Hertig, Shattuck
Professor of Pathology at Harvard Medical School, will participate in the course as
a member of its faculty. The course will be presented under the direction of Dr.
John L. McKelvey, Professor and Head, Department of Obstetrics and Gynecology, and
the remainder of the faculty will include clinical and full-time members of the
staff of the University of Minnesota Medical School.

The Extension DiVision will present a short course in Introduction to Anatomy
and Medical Terminology for medical record librarians, hospital personnel, and
physicians' secretaries. This course will be held in powell Hall Amphitheater begin
ning Friday evening, April 10, at 7:3~ p.m. It will consist of seven sessions of
approximately two hours each which will be given on consecutive Friday evenings. The
anatomy lectures ~il1 be given by Samuel Cornwell, Instructor in Anatomy, and those
on medical terminology by Dr. Stewart Thomson, Associate Professor and Assistant
Director, School of Public Health~

* * *
Faculty~

Dr. A. B. Baker, Professor, Department of Psychiatry and Neurology, and Director,
Division of Neurology, and Dr. Fae Y. Tichy, Assistant Professor, Division of Neurol
ogy, attended the meetings of the American Academy of Neurology in Chicago from April
6 to 11. Both participated in the review courses in neurology given by the Academy.

(Continued on next page)



Dr. Donald W. Hastings, Professor and Head, Department of Psychiatry and Neurol
ogy, attended the recent meeting of the Air Force Scientific Advisory Board at
Montgomery, Alabama.

Dr. C. Knight Aldrich, Associate Professor, Department of Psychiatry and Neurol
ogy, addressed the For1.ml of the Minnesota Welfare Conference bn "Casework Responsi
bility in Administering Tangible Services" on Mc1rch 24. He will also speak at a
lunche'on meeting of the NebraGka State Welfare Conference on "Parent-child Relation
ship in the Genesis of Adolescent Delinquency" on April 16.

The Department of Psychiatry and Neurology Announces: the following promotions:
Dr: Frank Kiesler, Assistant Professor, has bee:::! made Chief of the Psychiatric Out
Patient Department; Dr. Harold Berris has been promoted to the rank of Instructor in
Neurology; and Dr. Mary Teberg will cecome a Clinical Instructor in Psychiatry cn
.;'pril 16. Warm congratulatio:Ja are extended to Doctors Kiesler, Berris, f.l.Dd Teberg
on triese well-deserved promotions .

.A rather heavy speaking schedule will take Dr. Ralph T. Knight, Professor and
Director, Division of Anesthesiology, into the Southwest. On Marc~ 29 he waS the
guest speaker for the Missouri Society of Anesthesiologists in Kansas City. On the
following day he participated in a conference of University Anesthesiologists of the
Mid-West. He addressed the Annual Conference of AnestheSiology at Los Angeles on
April 9 and will participate in the program of the Arizona Society of hnesthesiolo
gists at Tucson on April 20.

The Me~ical School was well represented at the recent meeting of the American
ASAociation of Anatomists at Columbus, OhiO, by Doctors E. A. Boyden, Olof Larsell,
Lemen J. Wells, Berry Campbell, J. Francis Hartmann, Mr. Dennis Kane, Mr. Sam Corn
well, and Mrs. Maria Ryzen, all of wham either presented or introduced scientific
papers.

Dr. Jerome T. Syverton, Professor and Head, Department of Bacteriology and
Immunology, lectured at the Buffalo Academy of Medicine on March 4. He and Dr. W. F.
Scherer attended the meeting of the 'I'issue Culture Ass'ociation on March 24 at Colum
CUS, Ohio. The Department of Bacteriology and lffimunblogy has had several recent dis
tinguished visitors: Dr. G. C. Brown, Associate Professor, Department of Epidemiol
ogy, UniverSity of Michigan, Ann Arbor; Dr. H. A. Wenner, Department of Research
Hedicine, University of Kansas Medical Center, Kansas City; and Dr. J. Fox, Professor
of Epidemiology, Department of Tropical Medicine and Public Health, Tulane University,
New Orleans.

Dr. John L. McKelvey, Professor and Head, Department of Obstetrics and Gynecol
ogy, discussed "Adenocarcinoma of the Endometrium" at the UniverA i ty of Indiana on
Mar~h 4. Dr. Abraham Stone, Associate Professor of·Clinical Medicine at the New York
University was a recent visitor to the Department of Obstetrics and Gynecology. His
visit was ir. connection with the program of the Hennepin County League for Planned
Parenthood.

News of two former members of our resident staff in Lrology has been received
1:y Dr. C. D. Creevy. Dr. Milton Reiser is now in Taegu, Korea, wit.'1 the' Army; and
Dr. Ronald Krumbach is on active duty in Wichita Falls, Texas, with the Air Force.

* * *



- 497 -

UNIVEFSITY OF MINNESOTA MEDICAL SCHOOL
WEEKLY CALENDAR OF EVEN'IS

Physicians Welc~

April 13 - 18, 1953

Monday, April 13

Medical School and Uni ver~ity: Ho.spi~

9:00 - 9:50 Roentgenology-Medicine Conference; L. G. Rigler, C. J. Watson and
Staff; Todd Amphitheater, U. H.

9:00 - 10:50 Obstetrics and Gynecology Conference; J. L. McKelvey and Staff;
W-612, U. H.

10:00 - 12:00 Neurology Rounds; A. B. Baker and Staff; Station 50, U. H.

11:30 - Tumor Conference; Doctors Kremen, Moore .. and Stenstrom; Todd Amphi
theater U. H.

11:30 - 12:30 Physical Medicine Seminar; Evaluation of Kinesiology of Occupational
Therapy; Ruby Overmann; 132 Chemical Engineering Bldg.

12 :15 - Obstetrics and Gynecology Journal Club; Staff Dining Room, U. H.

12:30 - 1:30 Physiology Seminar; 214 Millard Hall.

12:30 - Physiological Chemistry Seminar; 214 Millard Hall.

1:30 

4:00 -

2 :30 Pediatric-Neurological Rounds; R. Jensen A. B;Baker and Staff; U. H.

Pediatric Seminar; Growth Hormone; Richard B. Raile; Sixth Floor West,
U. H.

4:30

4 :30 

4 :30 -

ECG Reading Conference; James C. Dahl, et al; Staff Roam, Heart
Hospital.

Public Health Seminar; 15 Owre Hall.

6:00 Physiology 114A and Cancer Biology 140 -- Research Conference on
Cancer .. Nutrition, and Endocrinology; Drs. Visscher, Bittner, and
King; 129 Millard Hall. .

5:00 - 6:00 Urology-Roentgenology Conference; C. D. Creevy) O. J. Baggenstoss,
and Staff; Eustis Amphitheater.

Ancker Hospital

8:30 - 10:00 Tuberculosis and Chest Conference; Auditorium.

2:00 - 3:00 Surgery Journal Club; Classroom.

Minneapolis General Hospital

9:30 - Pediatric Rounds; Eldon Berglund; Newborn Nursery; Station C.

10:30 - 12:00 Tuberculosis and Contagion Rounds; Thomas Lowry; Station M.

11:00 

12 :30 

1:00 -

Pediatric Rounds; Erling Platou; Station K.

Surgery Grand Rounds; Dr. Zierold; Sta. A.

X-ray Conference; Classroom} 4th Floor.
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Monday, April 13 (Cont.)

Minneapolis General Hospita~ (Cont.)

2:00 - Pediatric Rounds; Robert A. Ulstrom; Stations I and J.

Veterans Administration Hospital

11:30 

1:30 

4:00 -

X-ray Conference; J. Jorgens; Conference Room, Bldg. I.

Cardiac Rounds; Drs. Ebert and Berman, and Richards.

Cardiac Conference; Drs. Ebert, Berman, and Simonson.

Tuesday, April 14

9:00 - 12:00

12 :30 - 1:20

12:30 - 1:30

4:00 - 5:00

4 :30 - 5 :30

4:30 -

5:00 - 6:00

Medical School and University Hospitals

9:00 - 9:50 Roentgenology-Pediatric Conference; L. G. Rigler, I. McQuarrie and
Staff; Eustis Amphitheater, U. H.

Cardiovascular Rounds; Station 30 U. H.

Pathology Conference; Autopsies; J. R. Dawson and Staff; 102 I. A.

Physiology 114D -- Current Literature Seminar; 129 Millard Hall.

Pediatric Rounds on Wards; I. McQuarrie and Staff; U. H.

Clinical-Medical-Pathological Conference; Todd Amphitheater, U. H.

ECG Reading Conference; James C. Dahl et al; Staff Room, Heart
Hospital.

X-ray Conference; Presentation of Cases by University Hospitals Staff;
Eustis Amphitheater, U. H.

Ancker Hospital

8:00 - 9:00 Fracture Conference; Auditorium.

9:00 - 10:00 Medical X-ray Conference; Auditorium.

Minneapolis General Hospital

10:00 

10:00 -

Pediatric Rounds; Spencer F. Brown; Stations I and J.

Cardiac Rounds; Paul F. Dwan; Classroom} Sta. I.

10:30 - 12:00 Medicine Rounds; Thomas Lowry and Staff; Station F.

12 :30 

12 :30 

12 :30 -

1:00

1:00 -

Grand Rounds; Fractures; Sta. A; Willard White, et al.

Neuroroentgenology Conference; O. Lipschultz, J. C. Michael and Staff.

EKG Conference; Boyd Thames and Staff; 302 Harrington Hall.

Tumor Clinic; Drs. Eder, Cal, and Lipschultz.

Neurology Grand Rounds; J. C. Michael and Staff.

Veterans Administration Hospital

7:30 

8 :30 -

Anesthesiology Conference; Conference Room, Bldg. T.

Surgery Staff Seminar; Conference Room, Bldg. T.
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Tuesday; April 14 (Cont.)

Veterans Administration Hospital (Cont.)

9:30 

9:30 

10:30 -

1:00 

1:3'0 

2:00 -

Infectious Disease Rounds; Drs. Hall and Zinneman.

Surgery-Pathology Conference; Conference Room, Bldg. I.

Surgery-Tumor Conference; L. J. Hay, J. Jorgens; Conference Roam,
Bldg. 1.

Review of Pathology, Pulmonary Tuberculosis; Conference Room, Bldg. I.

Combined Medical-Surgical Chest Conference; Conference Room, Bldg. I.

2:50 Dermatology and Syphilology Conference; H. E. Michelson and Staff;
Bldg. III.

4:30 -

~~nesday, ARril 15

Medical School and University Hospitals

8:00 - 9:00 Roentgenology-Surgical-Pathological Conference; Paul Lober and L. G.
Rigler; Todd Amphitheater, U. H.

11:00 12:00 Pathology-Medicine-Surgery Conference; Pediatrics Case; O. H.
Wangenateen, C. J. Watson and Staffs; Todd Amphitheater, U. H.

12:30 - 1:20 Radio-Isotope Seminar; 12 Owre Hall.

1:30 - 3:00 PhySiology 114B -- Circulatory and Renal System Problems Seminar;
Dr. M. B. Visscher, et ali 214 Millard Hall.

4:00 - 5:30 Physiology 114c -- Permeability and Metabolism Seminar; Nathan Lifson;
214 Millard Hall.

ECG Reading Conference; James C. Dahl, et ali Staff Room, Heart
Hospital.

5:00 - 5:50 Urology-Pathological COnference; C. D. Creevy and Staff; Eustis
Amph i theater.

8:00 - 10:00 Dermatological-Pathology Conference; Review of Histopathology Section;
R. Goltz; Todd Amphitheater, U. H.

Ancker Hospi tal

8:30 - 9:30 Clinico-Pathological Conference; Auditorium.

12:30 - 1:30 Medical Journal Club; Library.

Minneapolis General Hospital

9 :30 - Pediatric Rounds; Max Seham; Stations I and J.

10:30 - 12:00 Medicine Rounds; Thomas Lowry and Staff; Station D.

)
!

11:00 

11:00 

12 :00 -

12 :15 

1:30 -

Pediatric Seminar; Arnold Anderson; Classroom) Station I.

Pediatric Rounds; Erling S. Platou; Station K.

Surgery-Physiology Conference; Drs. Zierold and Brown; Classroom.

Pediatrics Staff Meeting; Classroom, Station I.

Visiting Pediatric Staff Case Presentation; Station I. Classroom.
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Wednesday, April 15 (Cont.)

Veterans Administration Hospital

8:30 - 10:00 Orthopedic X-ray Conference; E. T. Evans and Staff; Conference Roam; ~,

Bldg. 'I.

8 :30 - 12 :00 Neurology Rehabili tatiOD'and Case Conference; A. B. Baker.

9:00 - Gastro-Intestinal Rounds; Drs. Wilson, Nesbitt, Zieve, Hay and Goodnow.

7:00 p.m. Lectures in Bas ic Science 'of Orthopedics; Conference Room, Bldg. 1.

9:00 - 11:50

11:00 - 12 :00

1:30 - 4:00

4:00 - 5:00

4:30 - 5:20

4:30 -

5:00 - 6:00

7:30 - 9:30

Thursday, April 16

Medical School and University Hospitals

8:00 - 9:00 Vascular Rounds; Davitt Felder and Staff Members from the Departments
of Medicine, Surgery, Physical Medicine, and Dermatology; Heart
Hospital Amphitheater.

Medicine Ward Rounds; C. J. Watson and Staff; E-22l, U. H.

Cancer Clinic; K. Stenstrom and A. Kremen; Todd Amphitheater, U. H.

Cardiology X-ray, Conference; Heart Hospital Theatre.

Physiology-Surgery Conference; Todd Amphitheater, U. H.

Ophthalmology Ward Rounds; Erling W. Hansen and Staff;E-534, U. H.

ECG Reading Conference; James C. Dahl, et ali Staff Room, Heart
Hospi tal.

~diology Seminar; Presentation of Cases from Miller Hospital; Drs.
H. O~ Peterson and Corrigan; Eustis Amphitheater, U. H.

Pediatric Cardiology Conference and Journal Club; Review of Current
Literature 1st hour and Review of Patients 2nd hour; 206 Temp.orary
West Hospital.

Ancker Hospital

8:00 - 10:00 Medical Grand R~lnds; Auditorium.

Minneapolis General Hospital

9:30 - Neurology Rounds; Heinz Bruhl; Station I.

10:00 - Pediatric Rounds; Spencer F. Brown; Station K.

10:00 - Psychiatry Grand Rounds; J. C. Michael and Staff; Sta. H.

11:30 - 12:30 Clinical Pathological Conference; John I. Coe; Classroom.

1:00 - Fracture - X-ray Conference; Dr. Zierold; Classroom.

1:00 - House Staff Conference; Station I.

2:CO - 4:00 Infectious Disease Rounds; Classroom.

4:00 - 5:00 Infectious Disease Conference; Wesley W. Spink; Classroom.

7eterans Administration Hospital

8:00 - Surgery Grand Rounds; Conference Room} Bldg. I.
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Thursday, April 16 (Cont.)

Veterans Administration Hospital (Cont.)

Surgery Ward Roundsi Lyle Hay and Staff; Ward II.

Surgery-Roentgen Conference; J. Jorgens; Conference Room, Bldg. 1.

Metabolic Disease Conference; Drs. Flink, Heller, and Jacobson.

EOG Reading Conference; James C. Dahl, et al; Staff Room, Heart
Hospi tal.

Urology Seminar and X-ray Conference; Eustis Amphitheater, U. H.

9:00 - 9:50

10:30 - 11:50

10:30 - 1:50

11:45 - 12 :50

1:00 - 2:50

3:00 - 4:00

4:00 - 5:00

4:30 -

5:00 -

8:00 

11:00

1:00 -

Friday, April 17

Medical School ~ University Hospitals

8:00 - 10:00 Neurology Grand Rounds; A. B. Baker and Staff; Station 50, U. H.

Medicine Grand Rounds; C. J. Watson and Staff; Todd Amphitheater, U. H.

Medicine Rounds; C. J. Watson.and Staff; Todd Amphitheater, U. H.

Otolaryngology Case Studies; L. R. Boies and Staff; Out-Patient
Department, U. H.

University of Minnesota Hospitals Staff Meeting; Culdoscopy; David I.
Seibel; Powell Hall Amphitheater.

Neurosurgery-Roentgenology Conference; W. T. Peyton, Harold O.
Peterson and Staff; Todd Amphitheater, U. H.

Neuropathological Conference; F. Tichy; Todd Amphitheater, U. H.

Physiology 124 -- Seminar in Neurophysiology; Ernst Gelhorn; 113 Owre
Hall.

Ancker Hospital

1:00 - 3:00 Pathology-Surgery Conference; Auditorium.

Minneapolis General Hospital

9 :30 

10 :30 -

12 :00 -

Pediatric Rounds; Wallace Lueck; Station J.

Pediatric Surgery Conference; Oswald Wyatt; Tague Chisholm; Station I,
Classroom.

Surgery-Pathology Conference; Dr. Zierold, Dr. Coe; Classroom.

1:00 - 3:00 Clinical Medical Conference; Thomas Lowry; Classroom, Station M.

1:15 

2:00 -

X-ray Conference; Oscar Lipschultz; Classroom, Main Bldg.

Pediatric Rounds; Robert Ulstrom; Stations I and J.

Veterans Administration Hospital

10:30 - 11:20 Medicine Grand Rounds; Conference Room, Bldg. I .

..; 1:00-
~

Pathology Slide Conference; E. T. Bell and D. F. Gleason; Conference
Room, Bldg. I.

2:00 - Autopsy Conference; E. T. Bell and Donald Gleason; Conference Room,
Bldg. 1.
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Saturday, April 18

Medical School and University Hospitals

7:45 - 8:50 Orthopedic X-ray Conference; W. H. Cole and Staff; M-l09, U. K.

9:00 - 10:00 Infertility Conference; Louis L. Friedman, David I. 3eibel, and
Obstetrics Staff; Center for Continuation Study.

9:00 - 10:30 Pediatric Grand Rounds; I. McQ'uarrie and Staff; Eustis Amphitheater.

9:00 - 11:50 Medicine Ward Rounds; C. J. Watson and Staff; Heart Hospital Amphi
theater.

9:15 - 10:00 Surgery-Roentgenology Conference; L. G. Rigler, J. Friedman, Owen H.
Wangensteen and Staff; Todd Amphitheater, U. H.

10:00 - 11:30 Surgery Conference; Todd Amphitheater, U. H.

10:00 - 12:50 Obstetrics and Gynecology Grand Roundsj J. L. McKelvey and S~affj

Station 44, U. H.

11:30 - Anatomy Seminar; Studies of Experimental Hepatic Necrosis Based on
Deficient Diets; John Shefveland; 226 Institute of AnatomY.

Ancker Hospital

8:30 - 9:30 Surgery Conference; Auditorium.

Minneapolis General Hospital

8:00 - Urology Staff Conference; T. H. Sweetser; Main Classroom.

11:00 - 12:00 Medical - X-ray Conference; o. Lipschultz, Thomas Lowry, and Staff;
Main Classroom.

Veterans Administration Hospital

8:00 - Proctology Rounds; W. C. Bernstein and Staff; Bldg. III.

8:30 - 11:15 Hematology Rounds; Drs. Goldish and Bolin.
11:15 - 12:00 Morphology Dr. Aufderheide, Conference Roam.


