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" 1. CASE REPORT

(CRISIS): HYPEZR-
Path. Pearson.

HYPERTHYROIDISI:
TZSION.

The case 1gs that of a white female,

age 50, admittec to the University

Hospitals 8-10-31 and died 6-19-31.

Coukh (10 mo.)

In November, 1930, began to have a noa-

productive hacking cough, which persisted
all winter. OShe hed no cold at this tiwe.

Hyperthyroidism (9 mo.)

In December, 1930, noted gradual »nset
of wealmess and nervousness. She began
to feel warm and perspired freely,
especially at night. EHands began to
shake at this time.

Cardiac (6 mo.)

In March, 1931, patient's heart begen
to pound, and she became very dysnneic
on exertion. At thils time there was
some swelling of the anltles.

Dizitalis, bromide, iodine (2 mo.)

In July, 1931, patient saw a physician
at this time because of nervousness and
wealmess. Examiisation showed a tachy—
cardia with some fibrillation, edema,
ascites, and chest rales. Patient was
given digitalis by mouth, but began to
vomit, so this was discontinued, and
digitalis was given rectally in tincture
of 2 cc. daily. 3Bromides were also given,
also iodin, 10 mg. caily. BEdema subsided,
pulse rate being dowa to 112, but patient
still had anorexis and soime nausea and
vomniting.

dnzinal symdrome (1 mo.)

In July 20, 1931, patient noted hot
flashes, also occasional pains over the
heart which would radiate to the left
shoulder.

Dysphegia (1 wiz.)
August 6, 1951, natieat noted a tight
feeling in the threat with some difficul-
ty ia swallowin/.

Hospital

fougast 10, 1951, Patient admitted to
University Hospital. Fhvsical examination

showed a well developed and well nourish-

t ed white female, lying quietly in bed,

109.

presenting a rather marledly flushed
appearance and quite nervous and resi-—
less. There is a mcda ate pulsatioa of
the necl: vessels, mederate dirfuse en-
largement of the thyroid.

Hearlt wvessels

There were visible cardiac pulsations
over the chest. The heart 1s souewnat
enlarged to the left by percussion.
Rhythm is totally irregular and rapic.
Apical rate 138, pulse rate 120. There
were no rurmvrs. Blood pressure 172/74.
Skin was very warmn and flushed over
entire body, more marked over the race
and back. There was a slight tremor of
the right hand and slight tremor of the
tongue. The patient coxplained oif some
wealness and nervousness. liorphiae
sulphate, gr. 1/4, vas given. Pulse 1o
122. Temperature normal. No eye signs
exceplt poor convergence.

Aagust 11, 193L, patient is somevhatl

restless. Fmegis of 50 cc. of light
vellowish fluid. ZFlectrocardicgram

showed auricular fibrillation. The
rate was 160. Tuminal, gr. 1, given
three times daily. Face was very
flushed.

Laboratory

Urine - specific gravity 1025, trace
of albwmen, many white cells (small
clumps of pus), a few red blood cells.
Hemoglobin 945, white blood count 8,350,
pran’ts 79%, lymphocytes 19%, MONoCyTes
2%. Slight anisocytosis and very
slight poikilecytosis. Blood pressure
170/78. Anical pulse 132, Radial
pulse 118. Temperature 99.6.

Iugols, luminol

August 12, 1931, patient is still
very restless. Face is very flushed.
Tnminal, gr. 1 is given three times
daily. Iugolls solution, 12 drops,
three times cdaily. X-ray examination
of the chest — there 1s slight enlarge~
ment of the thrreid with very slight
compression and displacement of the
trachea to the right. The heart mea-
surements are transverse thoracic 285,
Ml. 10.5, ir. 3.7, tetal 14.2,
tudinal 16.5, arch 4. There is
a very slight enlergement of the
althouglhh this is doubtful. Basal weto-—
belic rate is +67.




_.are becoming cyanosed.

Better
kugust 13, 1931, patient shows some

glight improvement.
100, Temperature is normal.
pressure 140/76. R

Aysust 14, 1931, patient feels better.
Fluids are forced.
Lugol's soluticn, 12 drcps, t.i.d.
of barbital given. Urine
15 to 20 white blood cells, 4 to 5 red.
blood cells. Pulse is now 96. Blood
pressure 140/70.

Pulse is now 110 to
Blced ‘

Dyspnoea, abdominal pain

August 15, 1931, pulse teken every itwo
hours, which ranges from 110 to 80..
Patient complains of some pain in the
abdomen. Barbital, gr. 10, given. Di-
galen, 4 cc., given. Medical note on
this date states that patient is perspir-
ing very profusely, is now somewhat
dyspneic. The 1 eart has extrasystoles,
and the action is guite poor,

Psychotic

August 17, 1931, patient is now very
restless and attempted to get out of bed.
Restraints applied. Talks incoherently.
Luminal, gr. 1, t.i.d. Iugol''s solution,
12 drops, t.i.d. Barbital, gr. 10.
Digalen, 4 cc..
given. Patient is given 1 ampoule sodium
iodide every twelve hours intravenously
with 1,000 cc. of 10% gluccse. Hypoder—
meclysis of 1,000 cc. normal saline
given. Pulse 108, temperature 100.

Oxygen

August 18, 1931, respirations are now
rapid and shallow. Patient is very rest-
less at times. Intravenous glucose is
given. Patient is placed in the oxyge
uent Hypoaermocly51s of 1,000 cc. of
5% glucose is given. Sodium iodide,
1 ampoule, given intravenously, times two.
At 2:00 P.M., temperature is 103.8 per
rectum; pulse 123; respirations 32. Mer-
phine sulphate, gr. 1/6, times two, is -
given. Tincture of digitalis, 2 cc.,
given. Barbital, zr. 10, is given.
Pulse tc 152; teuperatuare to 104.
Protein nitrogen 22.05,

Non—

Tritus

Angust 19, 1931,
sive. Pulse 142,

patient is unrespon-
Finger nails and am
Pulse 1s somevhat
6:30 A.li., pulse is rapid and

LU.mil‘lal, gI‘- 1’ to'iado )
10 gr.
shows 1+ albumen,

liorphine sulphate, gr.l/é,

110.
thready. Respirations are shallow and
labored. 6:50 A.}M,, caffeine sodiun

venzoate, gr. 7-1/2, given. 6:55 A.ifL

patient died.

Autopsy:

The body is that of a well-~developed
and well-nourished, vhite female, mea—
suring 159 ci. in length and weighing
approximately 144#. Rigor is present.
Hypstasis is purplish and posterior.
There 1s no edema, cyancsis nor jaun—
dice. ITach pupil measures 4rm. in
diameter and are regular. There are
puncture wounds in both antecubital
spaces. There 1s an old, right,
abdominal incision.

In the opening of the Peritoneal Cavi-
ty, it is found that the side of the
abdominal wall is aboult 6 cm. in thicl=
ness. The peritoneuwn 1s smooth and
glistening. The Appendix is absent.

The Pleural Cavitieg are free from
adhiesions and contain no fluid. The
Pericardial Sac contains a minimal
amount of fluid.

The Heart weighs 435 Gm. There is a
moderate hypertrophy of the left
ventricle. The valve edges are Ifree
and normal. There is no evidence of
any chronic inflammatory valvular dis-—
ease. The coronary arteries show a
minimal amount of sclerosis. The
myocardium sppears rather pale.
Root of the Aorta is normal.

The Right Lung weighs 525 Gm., Left
400 Gm. Both show a melerate amount
of anthracosis. There is a slight
congestion of the lungs at both bases.

The Spleen weighs 200 Gm. The capsule
is grayish and wrinkled. On cut
surface, the pulp is very soft and red.

The Liver weighs 1700 Gm. and looks
guite noral in color. There 1s a
slight amount of clecudy swelling
prresent.

The Gall-bladder and ducts are norial.

The Gastro-Intestinal Tract, a
and Adrenals are normal.

The Risht Kidney weighs 225 Gn.,

The

Panc

250 Gr. The ureters are norual 1in
size. The covsules of the ltidneys
strip with esse, revealing smooth sur-—

faces. No evidence of i1afection is
found in the ltidneys.

The Bladder is nowmnal.

The uterus is vary
the intericer
QvVarics

rosmall oand onening,
iS.lﬁuﬂu to be mormol. £y
and tubes are nornnl,



The thymie body is next inspected and
found to be enlarged, weighing about
50 Jdne

The thyroid gland is next inspected
and found to weigh 50 Gm. It 1s quite
red. On cut section, it resembled raw
beef.
could be seen grossly.

Diasnoses:
1. Hyperthyroidism.
2. Hyperthyroid crisis (clinical).
3s  Thymic enlargement.

4., Hypertrcphy of left ventricle DA

(moderate).

5. Cloudy swelling of the liver and
tidneys.

6. Acute splenitis.

7. Congestion of the lungs.

8. lioderate anthracosis of the lungs.

9. lultiple puncture wounds.
Comment :

Hyperthyroid crisis, no attempt at
surgical treatment, because of condition,
aypertrophy of left veantricle due to
coexistent hypertension? (no cardiac
failure). Sections of thyroid show
slight hyperplasie and hypertrophy.
Kidney vessels are negative.

II. CASE REPORT

EXCPHTHAL.IC GOITER, STAPHYLOCOCCIC
SEPTICEWIA (SOURCE UWDETIRLIIWED)
Path. Pearson.

Note: History obtalned with difficulty.
(nftenaants with DﬂtWenL did not Imow
mich about details of her illness). lost
interesting is hypertensive heart,
negative vessels in idney (seen in 10%),
functional not crgasanic sigms of insuffi-
ciency of zortic valve, typical picture
oi Graves diserse in thyroid gland
(microscopic), no cvidence of active
csteomyelitis, no amyloid, marled en—
largement of up]nen (1alectious?),
passive congestion of liver. Probably
best explained =5 case of exowhthalmic
goiter (degree ¢ toxicity undetermined),
coexistent hypertension (mild failure?),
and gepticemia (cavse of death).

The case is that of a white female,
. 49 years of age, ~dmnitted to the Univer—
g 81ty Heopitals 12-4-31 and died 12-5-31
(2 aays).,

f,.i
o
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Lobectomy (3 years ago)

There are no adenomatous areas that

Patient had a lobectomy about two or
three vears ago at Rochester.
Osteomyvelitis

Had several attacks of ostecmyelitis.

Had blood peisoning avout ten years
ago, especlally in the left leg. Had
longitudinel lesions e@bout 1/8 by 1/2
inches which would brealr down at inter-
vals and then dry up and disappear. 11—~
20-31 -Patient began to have pain right
Acute resviratory infection Hip-
12-1-31 (about) — Patient caught
a ccld necessitating her to go to bed.
ohe states that she had no stove at home
so became chilled and caught a cold at
this time vhich made her hip worse.

Sore hi
The hip has been quite sore for atout
a week,

Expectoration — vomiting.

She has ralsed soms greenlsh sputum,
vomited at onset of illness, bowels moved
well, no Irsquency nor dysuria; and no
joint pain other than that 1a right hip.

Hospital
12-4-31 — Admitted to University Hos-

pitals, Physical examination reveals

a patient who is roused fairly easily
tut is very listless most of the time.
She appears to be acutely ill. Throat -
not inflamed. No cervical adenopathi.
Chest — respirations 32, no dullness
except ofer left lower chest (spleen?),
breath sounds seem normal.

Hypertension
Heart — slightly enlarged, pulse 130,
blood pressure 154/0, systolic mummir ot

apex and to left of sternum and cver

the aortic area, diastcelic murmmir at

left of sternum. Abdomen — enlarged
spleen palpavle in leit upprer quadrant
four fingers below cestal margin and
almost to midline;, no tenderness nov
rigiditV, no other masses felt. There is
slight pain cn external rotaticn ¢
right hip Joint, Nothing defini

made out. Siin -~ multivle exceriations
1/8 vy 1/2 inches, sspecially over the
bock and seie ever the legs, arms and
chest. DReflexes — Imee jerlks vpreosent,
plantar normaal; pitting elernt cver loro:
part of loz.  IProsress: Pationt wweas out
in Fovler's pesition Comnlains o



T el

%%#%TB vain and dyspnea on exertion.

Bye sigms - diastolic rmrmmr

12-5-31 -~ Further exanination and
medical nete: Patient's face 1s very
flushed. Respirations are rapid and
about 36 per minute. ©She is quite rest-
less and does not respond well. Hyes -
mcderate exophthalms present; bilateral
1id lag; some decreased convergence.
Mouth - mucopurulent vostnasal discharge.
Neck - cld thyroicdectomy scar; marked
pulsations of all peripheral vessels.
Luncs - few congestive rales (course) at
both bases. Heart - P.M.I. at 5th inter-
space several centimeters outside the
nigple line; ano thrill palpable; systolic
mirmir over apex; syvstolic and diastolic
murinr over aoriic area but best heard
along left border of sternum; because of
marked tachycardia, the murmurs are very
short; pulse rate 130; occasional extra-
systole; blood pressure 150/30. Abdomen —
slight edema over ablominal wall; liver
palpable 2 or 3 cm. below costal margin:
spleen palpable about 4 cm. below costal
margin. Back - pitting edema over
lumbar region and extending up chest wall.
Skin and extremities - pitting edema of
lower part of legs;
scars, especilally over left leg; few scars
on right leg and several scattered over
the body. Pelvis — cervix, marked lacer-
ations — woints down and back - otherwise
negative. Marked canillary pulsations,
water hammer pulse present.

Laboratory

Urine -~ specific gravity 1.011, clcud
of albumen, few wbc's present. Blood -
Hb. 29%, rbc's 2,150,000, wbe'!s 6,200,
L 16%, Pmn's 84%, marled anochromasia,
moderate anisocytosis, and slight poikilo-
cytosis. Blood culture - shows pure cul-
ture of staphylococci. Congo red test for
anyloidosis - very unsatisfactory. Spinal
fluid - clear, colorless, pressure 270/300,
cells 4, Nonne negative, Noguchi negative.

Fever
12:30 A.M. - pain in bacz. 2:00 A.M. -

temperature 104,83, pulse 140, respirations
44,

Iugels - digitalis

Lugolt!s solution
Tincture digitalis
flushed. Tincture
digitan 2 c.c. (1)

i xx, three times daily.
5 c.2. Face quite
digitalis 4 c.c. and
every two hours times

i five. Emesis of 30 c.c. 1000 cc. hypeder—

numerous puckered healed

moclysis givens 50 c.c. 50% glucoeose

given.

AX—raz

of chest amd hips - ceonclusions -
probably normal hip joints. Pulmonary

congestion. Cardiac enlargeiment, type
undetermined. Possible infarct, right
base.

Exitus

12-6-31 — 1:00 A.M. — patient bogan o

caugh. Became very cyanotic. Pulse
imperceptible. Patient expired.
Autopsy

The body is that of a well-developed

‘and well-nourished, white female, 42

years of age, measuring 153 cm. in
length and weighing 140 1lbs. Rigor is
present. Hypostasis is »Hurplish and
posterior. There is edema reaching up
to the kmees on both sides which seems
to be quite brawny. There is a reddish
flush cover the face and neclk. There

is no jaundice. The pupils measure 4 mn.
each and are regular. There is an old
thyroidectony scar which is healed.
There are multiple puckered scars over
both legs, especially the left and a
few scattered scars over the rest of
the body.

There is no evidence of fluid in the
Peritoneal Cavity. The peritonecum is
normal and glistening. The Appendix
is subcecal and free. :

The Pleural Cavities contain no fluid
and there are no adhesions. There 1is
a moderate amcunt cf anthracosis pre-
sent. The Pericardial Sac ccntains a
rnoderate amount of straw-cclered fluid.

The Heart weighs 425 grams. No steno-—
sis nor insufficiency of the valves can
be found. The valve edges are Iouad To
be quite free and normal. The diameter
of the aortic ring is 8.0 cm. There
is a moderate amount of hypertroohy o
the left ventricle. The muscle o tne
heart is quite firm. The coronary ar-
teries shew ne sclercsis.

The Rieht Lung welghs 625 grams, Lert
500 grams. There 1s some conge st
vothh bases but ne evidence o
monia present.

The Svleen weighs 730 prams. It is
very soft and friable. In remcovin: tne
spleen, souie of the substance i3 fern
awvay. On cut wection, the C

Saln is ox
a typical vlwe-butter trne

vy
AT



very easily. There is ne evidence of any
amyloid infiltrat:ion.
The Liver weighs 1325 grams. The sub-

stance is quite firm and of a light yellow
ccloer. No evidence, grecssly, can be seen
of any chronic passive conoestloa.

The Gall-bladder and ducts, Gastro-
Intestinal Tract, Pancreas (90 grams), and
Adrenals are nor.al.

The Right Kidney weighs 210 grams, Left
200 grams. The capsules strip easily
revealing quite smooth surfaces. On cut
section, the substance is somewhat valer
than nermal and the lzidneys are quite firm.
The ureters and 3ladder are normal.

The spleen, liver, and idneys are
stained grosslj for amyloid but none is
Tound.

The uterus is atout two times its nor-
nal size and contailns a few small myomatas
which are subserous. There is one noderate
sized subimucous iyema within the cavity of
the uterus itself. The left ovary is
cystic and enlarged. There is no evidence
of infection of the cervix or endonetrium.

The thyroid is rewoved. The lobe on
the right side is found to be quite sumall
and firm. On cut secticn, there are some
areas of fibrosis withia the organ.

The hip joint is next approached and
rnc evidence of csteomyelitis can be seen.

Diaszncses:

Septicemia (clinical).
Excphthalicic goiter.

Acute snlenitis.

Hypartrophy of left ventricle.
Peripheral edema.

Bilateral pulmonary congestion.
lMultiple scars.

Multiple nuncture wounds.

v L4
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III. CASE REPORT

ADFENOMATOUS GOITRE (RETROSTZRUAL)

Thyrold Eilarged ~ 21 yrs.

1910 - Patient first noticed enlargeacnt
of the thyroid gland. This spparently
gave her no trouble untlil just a siort
time previous to her second admission
to the University Hospitals.

Loss of Weight - Nervous.

Nervous brealdown and lost thirty
nvounds 1n weight in 1924 and confined
to bed for one month. (Abstractor's note -
Was not the geiter the basis of this
attack?)

1924 — Patient applied carbelic acid
to right side of cheek in treating a
tcothache. This resulted in the develeop-
ment of a swmall ulcer vhich did not
heal.

Carcinoma of Right Cheel-.

9— —-29 - Patient's right TaSs
swollen and the depth of the lesion wms
increasing very rapidly. She bzgan to
have a cracizling and ringing sensavion
in her right ear. Impairaent of hearing
began in right car. Patient was told Dby
a physician that she had carcinoma of
the skin and rcferred her to the Univer-
sity Hospitals.

eye

Hosvital - 1st Admission.

WITH EYPERTEZYROIDISH, FOST-0OP RATIVH
DZATH. Path. Randall.
The casec iz that of a white ferale,

70 years of are, o~dmitted to the Unive
sity EHospitals 12-20-2% and discharged
12-23-22 (3 days); readmitted 6-8-31 and
discharged 6-9-51 (1 day); readmitted

8-12-31 and discliorged 3-23-31 (11 davs);
readmitted 11~4~ol and aied 11-19-31 (15
days). Total stary in Hospitals 3C days.

r—

]-r-

J.__

12-20-29 —~ First admission to University
Hespitals. Complalntsz 1. Lesion oa
right cheelk for five years. 2. Gradual
loss of vision in right eye. 3. Craci-
ling sound in right ear; lwpairment of
hearing. Past history: Patient lad
spinal meningitis at 12 years oI a:
Frequent temporal ﬂcadqckes anu at
of quinsy. P
Palpitation and stpﬂca upon bxcfblOL,
morning cougn with considerable sput

Poor anpstite. DNocturia for many years.
Gastric discomfort after eating certain
foeds, such s meats and gravy wiichh wes
characterized by epigastric pain, belob-
ing of gas, nausca, ana L tin e
came on at variable fime

and Lieve
g T

Presen

Bowels resulnr
usual 155 1lbs.
wrothers died from
davghter hags tubercule

buvaC'
sls

Phivsical Exanination.
= - b~ PO 2 .~ R} N
Fatient is well—-Qeveloned, cbeso, o0
v - s} L .~ s - - )
vears ol a e, 1lyving o-iztly in bod.
Iyes - no pretrasicn of oyois. oo -



Right

Mouth Upper and lower plates.
cheeL -~ Ulcerative lesion a>out 1.5 cia.

in diameter and ahout 0.5 cia. in depth
having a ralscd indurated margin aad
situated in the center. Necl: - adenoina-

tous thyroid zgland, one large adeaoma

avout 6.0 cia.
nodule about

in size in right lobs, one
4,0 cia. in left lobe, and
one avout 2.5 cm. in the istlunus; no
adenopathy. Cheut — negative. Heart -
blood pressure 130/70, no enlargement,
heart tones clear.
no tenderness, no rigidity,
spleen not palpabdle, no masses.
es - abdominal abscat.
tiont

liver end
Reflex—
Surgical condi-—
There is an ulcerative lesion in

the middle of the r .ght cheek. Adenomat—
ous thyroid gland. ILupression: Carcino-
ma of right cheel:. Non-tomic adencmatous
goiter.
Laboratory.

Bleod - KEb. 85%, rbe's 4,510,000,

Ialel) /1 »
vbe'ls 6,000, Paals 68%, L 34%. Urine -
negative sugar and aldumen, many wbc'ls,

epithelial cells. Progress — Patlent
seen in Cancer Dispcensary. A4 lesion of

the skin en right side cf face. Daep
ulcer with iadurated margins. Biopsy
proved this to be sguamous cell carcino-—
0a.

Radium.

Given ethyl chlerice, inhalation ,
anaesthesia, ancd cight lmplants 1 ic.
each inserted around lesion. Total
1056 mch. (Signed by Staff)

Discharge.

12-23-29 - Discharged. OCondition
(¥ote: No invesiigeations were made
Terable to paticnt'!s goiter at this
time).

good.
re—

Cut-Patient.

From Jan. 1, 1930 to June &, 1931,
patient has visited the Cancer Dispensary
on several occasicis. Treated for car-
cinema of right chcell

X-ras.

12-22-30 ~ X-ray of chest. (Dispun-
sary). Trachea, hoart, mediastinua and

left diaphraga or. normal. There is
gome pleurisy in the loteral portion of
the right diaphragrm with thickeains of
-tre pleura and pertial obvliteration of
the costophrenic simus. Thers is a very

Abdomen ~ very obese,:

Patlpﬂt thinlos

slight auount of calcification in the
left apex. Both luang ficlds show sone
hyperaeration, represeating probably an
ernpihyscna. There is considerablce colcifi-
caetlion in the right hilus, and Dossiply a
sizall maount of 11 in the left hilus
although this is questionavle. Concluo-
sions: Diaphragmatic pleurisy and
thicened pleura, right. FEmphvscma.
Calcification in right hilus. liinimel
calcified tuberculosis, left apexy

Basal lietabolism.
b—&-31 ~ Dispensary.
rate +37%.

Basal mevanolism

Hyperthyroidism.

4— ~31 Patient was very aervous.
Increase in appetite. Persnired frzely.
Felt wealt on moderate exertion. Precor-
dial distress and palpitation most maried
upon exertion. TNo weight loss.

Heospital <ond Adimission.

5-8-31 —~ Patient has alwvays becn
averse to have a thyroidectomy donc Hudb
was finally persuaded to come to Hosnitval
by a Staff Fhysician. There has bcen no
tendency for lesion in right chsek to
recur. She has had a wmoderately severe
cough, soreness of throat, and some
purulent expectoraticn most marized dur-
ing last four or five days but this th
been preseant for some time.
of thyroid gland shewed generallze
irregular enlargement with nodules, and
cyst—-1lilte areas throughout its substence.
There vwas mininal trexor oI fi_ 23TS.  IiC
appreciable exophthalimms. Ihutritien Door
Pulse seemed somewhat irregular probably
extrasystoles.

Signed Ouv.

After being definitely
return exanminetion, pati
Hospital a few minutes
wes endorsed by a Staff P

6~2~31 — Mose and T
virulent diphtheria bacilli.

e

presence ox

Urine - nogntive. Bleod - Hb. S0
't‘,-'bC'S _,800, L OO/’G; pi¥ 33“‘ P;‘.‘ll’l’S f‘l‘t.

Veight — 118 1bs. Patieant dischor=ed.

Cut-Patiant.
1931 - (Springz and Swoiaor) — 2ationt
vas @iven medications 1n Disvensniy.

sraat deal.



Bospital - 3rd Admission.

8-12-31 Complaints: Nervousness,
trembly feeling, casily excited. Duaring
winter of 1930 and sporing of 1931, patient
rad a cough, hoarseness, and scre throat
«+hich wes diagnosed as chronic bronchitis
by a Medical Dispensary Physiclan.
Phvsical examincfien: ZEssentially the
same as before except for following ad-
dition — - slight arrhythmia, blood pres-—
sure 110/54, oulse 108. Labora tory
Urine - negeative. Blood - Hb. 78@, Tbels
4, 4§O ,000, whbcls 4,550, Pun's 50%, L 49%,
B 1%.

8-15-31 — Basal wetabolism rate +37%.
8-156-31 larynsoscoplc examinatvion:
Throat - tonsils submerged, cryptic, and

contain caseous deposits. ILarynx - nor-
mal appearance and movements of cords.
(Signed by Surgzical Fellow)

Operaticn.

8-17-31 - Preop:rative diagnosis:
Agenomatous goiter with hyperthyroidism.
Preparaticn: Iocia and alcohol. Anaes—
thesia: Tocal infiltration with novocain.
Procedure: Ligation of beth upper poles

the thyroid, that is, the superior
thyroid vessels. Incision made in the
lines of skin cleavage of the neciz at -the
level of the hyoid. The gland was very
large and extended very high in the necl.
On the left sidethe origin of the superior
thyroid artery from the carotid artery
wvas located, and this was approximately
at the level of the superior pole of the
nyrcid gland. On the right side the '
origin of the artery was not expcsed,
but the gland extended fully as high as
trhat on the left. Both artery and vein
were ligated separately and cut between
the ligatures.

Post—~Cperative.

~18-31 - Steam innalation with tinc-
ture benzoin cowpound. Lugoll!s solution
M x, t.i.d. Hypocer.oclysis, 1000 cc.
saline with 5% s licose. Patient tries to
get out of bed. Diificulty in swallowing.
Does ot talir distizetly., Appears to be
very wealz, Involuntory uvrinations.
12 P.Y, - Potient zot uo out of bed.

3~19-31 - Patient is very noisy and rest-

edi—

Quite

less. 8lept for long periods after
cations. luch beititer in merniag.
cheerful.

8~-21-31 - Up and
yYery good,

wallcing.  Appetite

“rInterne:

Fellow-Up.

- 3-23-31 -~ During stay, pulse was
between 110 and 130. ZEats and drinics
very well. Patient discharzed. (Mote:

Following the operation, patient becane
much better. Gained fifteen pounts.
Pulse strong.)

Recurrence.

10-1-31 - Recurrence of old trouble.
Lost weight, extreely nervous, anorexia,
dyspnea, dissatisfied with surroundings,
feels that operation is unnecessary.

—~ 4th Admission.

Patient feels that she dces
cperation. FPhysical examina-
~s before with follewlinz ad-
dition - no evidence of recurrence of
carcinoma of cheek. Thyroid gland —
distinctly enlarged, separated iato
nodules, more hypertrophy of right than
left, scars on each side of neclt fr-n
previous operation; no cervical adeno-
pathy. Heart - blcod pressure 115/54!

net enlarged; pulse 100; slight arrhythe -
mia; no murmurs. Abdomen -~ negative.
Reflexes — normal. ILaboratory: Urine -
specific gravity 1.014, negative sugar
and albumen, moderate wbc's. Blcod -

Hb. 85%, wbc's 4,300, Pmn's 59%, L 55%,

i 4%, B 2%. Basal metabolism rate + L5,
Progress: Body teumperature 99.
nauseated. Advise a recheciz of B.
Jeight 105 1bs. Pulse 100. Resp1ra~
tions 20. Teuperature 99.4. INote by
P-tient has lcst abeut twenty—
five pounds in weight. Has taken
Lugol's continuwously. Thyroid enlerged
and nodular, right lobe larger than
left. Pulse rate rapid, 100 to 110 and

Hospital
11-4-31

not need an

tion: Sane

somewhat irregular. Impression: 1oXI1C
adenoma. Progress:
Pre-Operative.

11-5-31 General diet . Iugel's
solution M x t.i.d.

11-7-31 -~ Patientup and about.
Comfortable.

11-11-31 — Patient complains cI scvere

Fastric distress. Sodiuwm bicarbonate
gr. x (gr. xx was crdered but patient
weuld only tate gr. }:.}

11-12-51 - Cou ﬁL ains oi being very
tired. Headache. Foels batior nov.

11-17-31L ~ §:ad Puil. - Lusells solavion
{ 40. Nexbutol &v. 121/2. Paticat is

e /
very irritatvle. Patient



B.M.R. rechecikz. Vants to go home.
Operation.
11~<18~31 - Precnerative diagiaosls:

Adenoma, svider —ed; nyperthyroidism.
Preperstiont Iodin and alcohol. Inci-
sion: Collar. TFindings: Both lobes
diffusely involved with nodular masses.
The right lobe wrs lerger than the left.
This right lobe was estimated to weigh
about 80 grams., and the left probably
tro~thirds of the right. Procedure;
Subtotal lobectouy, right. Very small
portion of gland was left on this side,
estimated to be about 1 or 2 grams. The
trachea was extensively exposed. The
mscles were closed with interrupted
chronic catgut; the platysma with inter-
rupted plain catgut; the skin vith clips.
One split Penrogse draln was inserted..
6;30 A.ll. — Membutal gr.iii. ©S.S.enema
ziven with good results. 9150 A.li. —
proctoclysis 500 cc. water with 60 L.
Lugolts soluti-n. Pulse 100. 10:25 A.l

e~

Yorphine sulphote gr. 1/6 (R). 12:30 P.i.
caffeine sodiuvm benzoate gr. v. Pulse

140. 1 P.li. - B.P. 120/80. 2:25 P.M. -
lorphine sulphate gr. 1/6 given for rest-
lessness. Slept uiter medication. Talz
ing proctoclysis slowly. - 6:45 P.il. -
Amytal gr. v (R). 8 P.ii. -~ 500 c.c. of
Tmater added to proctoclysis. 11:30 P.li,
Yorphine sulvhate gr. 1/6 for restlessness.
Patient got out of bed during time hypo-—
Germnic was being fixed. Pulse 1580.
Respirations 25. oxtremely restless.
11:45 P.ll. - digalen amp. 1.

Post-Operative collapse.

11-19-31 Continuous proctoclysis. 12
liidnight - persistent restlessness. Tein
perature 100 (R). Respirations 32.

Pulse 160, 12:45 A.ll. - 500 cec. urine
obtained per catheter. 1:15 A.li. - |
Anytal gr. v (R). 1:30 A.lL Snonge
bath with alcohol, baciz rub, etc.

2 A.li. - Resting for short periods.
tient tries to tells but voice is very
hoarse. Given siall sips of water.
£:30 A.il. - 200 cc. added to prochoclysis.
2145 AL~ Aizalen amp. i. 5 ALl -~
Temporature 101.2. Pulse 140. Respira-
tions 28, 5:15 A.il. — Digalen amp. i.
Pulse stronger ~lthouzh irregular.

Patient taling flulds poorly by mouth.
Have to force snoon between lips——will

Bot open louth voluntarily. Perspires
profusely this morning. Beconing quite

Pa—
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reSuless. S:55 All. - Lorphine sul-

¢ gr. 1/5 for extreme restlessness.
Putlent's breathing is dry and raspy.
6:30 A.ll. - more quiet. 7 Al -
couthing occasionally. Has not voided.
9:15 A.ll. ~ sleeping. 9:30 A.li. - 500
c.c. added to nroctoclysis. ILugol's
6Q . (R).  11:50 A.ll. - Horphine sul-
ohate gr. 1/6 (E). 1 A.ll. & Digalen
amp. 1. Pulse rapid. Scems to hove
lavored bresthing. OCondition mariedly
changed. 2:40 P.li. - Pulse became very
wealt and intermittent. 2:45 P.li, -
patient expired.

Autopsy
The body is that of a well-developed

and fairly well-ncurished, white female,
70 years of age, measuring 159 cm. in
length and weighing approximately 130
ibs. There is an old well-~healed scar
on the right cheek (operation for
carcinoma several years ago). <Lhere is
a recent lower collar incision on the
neclz; anterior is about 12.0 in length
and has been closed with skin clips, 2o
evidence of hemorrhage, contains a
small rubber tissue drain in center of
incigion. Rigor is not present.
Hypostasis is purplish and posterior..
There is no edema nor jaundice but there
is slight cyanosis of the fiagernaills,
The surface of the Peritoneal Caviiy
is smooth, moist, and glistening. lio
increase in fluid. The liver and spleen
are not enlarged. The Appendix is long
and the tip is adherent to the ileum
anout 6.0 cm. away from the ileo—cecal
valve. The ileum is in turn adherent
to the bladder in this region (640 ci
away from the ileo—cecal valve) and
is a dense constriction in the ileum o
this point. There is no evidence of

There

e

acute or chronic inflarywtion in the
pelvis,
The surfaces of the Pleural

Cavities
moist, and glistenizz. o
increase in Iluid. There 1s an old,
nealed adhesion hetween the visceral and
parietal pleurae on the right side.
The Pericardial Sac is nornl.

The Heart weighs 200 grams. The risnt

is smooth,

ventricle is extreuely flabby. There is
no evidence of endocarcial disensa. The
myocardiuwa is doric reddish-browi in

toaronoi.
sl1 ,ﬁ:h +

ONATIOS SOV

ne nyeccardial
Aorta shovrs
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- Bomewhat posterior. It

moderate coronar:; sclerosis but no evi-

dence of occlusion.

The Right Lunz weighs 220 grams, Lefi
260 grams. There is no evidence of
pulilonary sclerosis nor cousolidation.
The lungs are crepitant throughout. The

‘smaller bronchioles apnear to have a

thiclk exudate which is grayish-pink in
color and somewhat purulent. The
bronchionles appear somewhat dilated but
there is no definite saculation at the
tumor point in the melvis. This condi-
tion of the oroachioles is present at the
bases of both lungs. There 1s slight
congestion. |

The Spleen weighs 200 grams. The sur-
face is siooth, cuts readily, and on sec-
tion shows the pulp to be firm and wmali-
pignian corpuscles and trabeculations
to be distinct.

The Liver weighs 1160 grams. The sur-—
face is smooth. The capsule is someﬁhat
gray and thiclkened, cuts readily, and on
section shows the lobulations and
central vessels to be distinct.

The wall of the Gall-Bladder is some-
what thin and contains numerous chole—~
sterin stones. The cowmon and hepatic
ducts are distinctly dilated but coatain
no stones. The cystic duct is dilated
but not as much #s the other two ducts
mentioned.

The Gastro-Intestinel Tract, Pancreas,

‘and Adrenals are negative.

The Right FYidaney weighs 150 graums,
Left 190 graws.  The Iidneys cut readily
and on section the capsule is removed
7ith ease, the surface is smooth, the
cortex and medulla are distinct, and the
glemerull are injected. In Dbeth lever
poles of the lzidneys, there are large,
single, retention cysts. These cysts
measure up to 5.0 cm. in diameter.

The Genital Organs are negative.

The Aorta shows merled generalized
arteriosclerosio.

Organs of the Necl.
the thyr tthOlu Zland hes been removed. The
left side of the toyroid gland is en—
larged, the lover pole cf which extends
below the jugular notch, belo~ the
sternum, to the region about the
second rib, extending somewhat across
the midline, and hss distorted the
trachea causing soie compression of
trachea. It extends up the neck and
velghs 195 grams.
On section, the thyroic shows humerous

The right side of

the
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nodules. On section, the nodules are
distinct and contain a great deal of
colloild; mmerous calficiled areas are
noted throughout the thyroid zland -hich
is a fairly typical picture of degener-
ating adenomatous colloid goiter con-
talining calcification.

Diagnoses:

1. Post-operative thyroidectony ,
right.

2. Retrosternal left lobe of
thyroid gland.

5. Postoperative hyperthyroidismn.

4. Distortion and partial co.mres—
sion of trachea.

5. Chronic bronchitis (bronchiecto-
sis).

6. Coronary sclerosis.

7. Generalized arteriosclerosis.

8. Cholelithiasis and cholecvstitis.

9. Constriction of lower end of
ileum causing partial obstruction, in—
volving the appendix.

10. Scar on right side of cheeclz.
11. Recent operative wound on necl,
12. Cyanosis of finger-nails.

13. Cysts in kidneys.

ficroscopic sections show adenomaitous
goltre, showing slight hyperplasia and
degeneration, with calcification ;
bronchopneuncnia and severe hepatitls
(focal lymphocytic type); arteries of
Izidney - negative.

IV, ABSTRACTS
LORBIDITY AIUD LIORTALITY FACTORS
IN HYPZRTHYROIDISL, Abstr. Rancall.

1l. Greene and liora show low incil
of exophthalmic goiter operati
in children (2-5N>- Identifies it
disease in adults and reports excellent
immediate operative results.

ig

Thyroidectonyy for Thyrotoxico
in the Young. 26 cases beiween age
8 and 16 years. Gr
J.li.

3
S 0OX

o

eene, T.J. and lora,
.G. and o. R3:375, (ert ) 1931,
e talten <rom the gervice

n

Haterial

26 cases 1n vhich thyreidectouyr vas done
for thyvrotexicosis as
1,200 consecutive

nart ol o gQrios ©
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COXAS O LTery mOuvisIvs



dho were subjected to operation. (2.5%).
Sex: Girls 22, boys 4. (Almost uniform
“in all series).
% Symptoms: Tachycardla 92%, nervous-
rness 88%, g01tre 84%, excpbthalmus 8%,
stremcr 70p, weight loss 57%, palpltatlon
?80%, left heart enlargement 2/p, irritabi-
“1ity 2%, weakmess and restlessness 19%
(like adult).
~ Bleood Pressure: Average preoperative
“blood pressure 132/65. Postoperative

-108/72. Average pulse pressure dropped
from 67 to 36.
"~ Basal: Average basal metabolic rate +35

preoperative; —6% postoperative.
~ Pathology: All glands showed varying
degrees of hyperplasia and hypertrophy,
microsconically.

Treatment: One stage thyroidectomy
wvas done in all.

liortality: No cdeaths.

2. lMchGraw =~ attempts to study etio-
logy of Jjuvenile exophthalmic
goiter, repcrts 2 cases, complains of
pcor follow-ups in children, urges that
,it De done.

Juvenile Excphthalmic Goiter —~
lcGraw, A.B., G. and 0. xlvii, 25,
11928,

uuly)

: Includes all patients under 15 years
of age. Refers to worlz of Dinsmorels
(S.%.and 0., 172, x1ii, 1926, and Hemholz,
(J.A VLA, 1xxxvii, 3, 1926. They have
reperted 46 and 30 casss respectively.

Picture: Aze of onset between 6 and 10
years. Average length of time lapsing
between onset and the first observation
was over one year and a half.

2tiological factors. In review of liter—
ature, he finds 62% of the whole series
Sorle possible predisposing or etiological
factor has been mentioned,(i.e., familial
goiter in 20%); a recent attack of acute
tonsillitis 13%; measles 13%; pertussis

in 10%; scarlet fever 7%; rheumatic fever,
pneumonla, diphtheria and malaria each

3%; recent onset of puberty 3%; recent
trauma or emoticnal strain 3% remote
trawna 3%.

Constitution. Relatively speaking,
@xophthalnic goitre appeared in otherwise
healthy, sturdy ciiild in oanly 25% of
teses. FExanthemata and acute upper
ﬁ%spiratory infection probably play same
¥redisposing role thot they do in various
her diseases of later childhood.

1 8-

Symptoms and physical signs: Four car-

"dinhl siganclor symptoms of Jraves! dis-

ease are: Goiter, tachycardia, exoph~-
thalmos, and tremor. These may be
present in any degree and grouping.
Tachycardia is present in from 90 to
95%.

Seguence of cardinal symptoms:

Gol- Exoph- Tachy- Tremor
ter thalmoscardia
lst symptom
. noticed 9 8 7 3
2nd " i 6 5 5 o)
3rd "o 8 4 3 2
4th " M 0 2 4 2

Thyroid enlargement was present in 100?.
Exophthalmos 95%, and marked 22%.
Digestive symptoms cbserved in only a
few cages. Dyspnea present on exertion
_BO%. ome nervous or psychic symntom
mentioned in 27 of 50 cases.
Conclusionss (1) Juvenile hypsr—
thyroidism is apparently identical in
its symptoms, course, and response to
treatment, to the adult syndrecme lLnowm
as exophthalmic goiter. (2) Cases of
juvenile hyperthyroidism are in the
present state of our knowledge, pri-
marily surgical problems, and the se-

guence of events in their care should bde
rest, administration of icdine, opera-—
tion, rest, and observation undsr surgi-

cal supervision. (3) While he doubts
that the polar ligation of tThe superior
thyroid arteries is a sufficiently
radical procedure to insure a permanent
recession of symptoms, he feels that one
should be a shade wore conservative in
the relative amount of thyroid tissue
left behind at operation as compared
with that left in cases of adult exodpin -
thalmic goiter. (4) Children should be
followed for after effects. Reccrds
are very poor in this respect.

3. Nehren — thinlss it is about *i:~

time we really studied end results

of surgical treatment of goiter (and
other forms of treatment); devises model
gcheme for such a study, gives swarory
of 3 months of ObSbTV&thH or 100

Results

Analysis
Nehren, *.N.,
Clinic). Ann.
(iay) 1931.




Challenge: Thrroidectomy as the best
treatment for hyperthyroldism 1s being

‘challenged in wany quariers today aad

the results clained for it vary widely,
all the way from 18% (Israel Bram: Goitre;
Nen-surgical Types and Treatment.. The

Yacliillan Cormeany, New York 1924), to 92%

(Smith, L.W., Clute, H.}., and Strieder,
J.W: S. G. and Q., xlvi, 325, larch 1928),
cf cures. Surgery in coumpetent hands

> with gocd pre and wost—operative treat—

ment 1s no less dangerous to life than
medical treatment, radiation, or no treat-

~ment at all. The only guestion that re-

mains, therefore, is which forin of treat-—
ment offers the best chance of couplete

~and permanent cure.

Follow—up: Reperts 100 consecutive
cases and studiles immediate results of
thyroidectomy for 3 months. Takes all
thyroidectomies without separation into.
types or grades. Pulse, welght, Dbasal
metabolism; nervousness and general state

of health. Includes most subjective

symntoms, such as pressure, shortness of
breath, dysphagies, weakness and palpita-
tion. After the first three months there
were 6 patients who showed no improvemeant.
1 died postoperatively. The findings

are somewhat as follows:

Results: (1) 10C consecutive thyroid-
ectomies, representing 108 operations
ezamined 3 months after operation, 93%
report either satisfactory ilmprovement
or complete cure. (2) Percentage is
verified to a considerable extent oy
3 objective tests as follows: (a) Aver—
age pulse rate of 105 before operation
was reduced to 87 after, 87% showed a
reduction or continuation of normal pulse
rate. (b) 67 gained an averagze of 9
Dounds, while 9 lost an average of 6
pounds after, 89% either zained weight
cr continued norzal weight. (c) Average
basal metabolic rate cf +28 before
Cperation was reduced to an average of
+8 after, 84% showed either a reduction
Or continuance oif a normal basal meta-
belic rate. (3) Taking all facters iato
consideration he would place the percent-
age cf cures 3 wonths alter thvroidectomy
8cmewhere betveen 0% and 90%.  (4) A
8tudy of these cases over a longer petricd
of time uay show & recurrence in some,

~but may alsc show inprovemeat in some
that 4id not iuprove in 3 months. (5)

‘1th-&n operative nortality cf 1% and a
mye of 80 to 90% (*n 3 months) thyroid-

!
S o R S [ R, P T
Zrees o operative toxicity and ~sonernl
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ectomy seems to offer the best chance
of cure in mest cases of goitre.

Note: These cases are to be followed
every three months for several years to
make a complete checl=up as te improve-
ment or cure of such thyroid conditions
as necessitate thyroidectomy.

4. Goetsch reports 10-year study of
controlled series at Long Island
befere and after iodines Blames nost of
“his troubles on indiscriminate use of
lodine before operation, stresses clini-
cal not labor~tory study of poor opera-
tive risks, does nct mention unoperated
casesg.

Mortality in Goitre Operstions.
Analysis of series of 1750 goltire oper—
ations during ten year period, 1920 to
1929 (iaclusive). Goetsch, E., Ann. of
Surg., xciv, 167, (4ug) 1931.

liaterial: Factors responsible for
22 deaths from operations in this series
are studieds This 1g the first 10 year
veriod of the Thyroid Cliaic at Long
Island College Hospital. The worlk was
done by Drs. Zmil Goetsch and Arthur

Goetsch B years before and 5 years ofter
standardized nreoperative treatment and

preparation with icdine. He deoes notv
feel that grouvning accordinzg to diagnosis
or type of operation performed 1s a
great deal of importance but feels that
it 1s more interesting and profitable to
discuss the clinical factors of danger
in thyroid surgery. Certain ones have
remained rather constant. The angestine—
tic used was almest entirely gas—oxyzen
with occasional small amounts of ethe
Ethylene was used for a time. Local
anaesthesia was used in wmest of the
tions. The deaths, therefore, are act
primarily dependent upon differenc '
operative technic, preparation c:i
pratient, or anaesthesia, but there
dangerous factors cther than these con-
cerned vrimarily -ith the operatvic
itself. The post-cperative care has
become standarcisz
Mortallug. out of the 22 deaths, 186
were exophthaluic and © were foxic
adenoma. (1.26 % operative movtality
in all types of cperaticn, in all <

clinical severitv. COpo:
S a7 RIS an bl maal oo AT Lo o
in 1,005 patienvs cr all tines

N
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- ~ -3 . i N 3, iy LS ! ey T
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The factors responsivle for the 22 fztal
outceomes in the crder of their impcr-
tance.

Crisis — icdine: (1) Post—cperative
hyperthyroidism with secondary cardiac
failure, 8 cases or 36%. these ©

- were exophthalmic and 2 toxmic adenocmatous
goitre. The cause of deat1 in this
group is to be distinguished from that
due to primary cardiac failure (unassocia-
ted with post-operative hyperthyroid
crisis) and resulting frem severe myo-—
cardial damage and detericration from
prolonged hyperthyroidism. It is seen
that the fatal outccme is not directly

wf these deaths occurring before use of

gtandardized iodine therapy. He feels

hewever that his mortality rate was no

¢ greater in the days before the iodine

§ treatment than it has been since. DBefore

¢ the ‘ntroduction of iodine treatment, he

?xused carefulloperative procedures accords..
¢ ing to the toxicity of the patient (more
. ligations and partial resections). Now,

+ with the use of iodine, bilateral resec-—

° tions have become the rule and ligation

. and partial resecticns are rare. Be-
‘lieves that now our difficulty arises

. from the incorrect uvse of iodine. This

" has ceontributed to mortality in several

" instances. | ‘ related to the tyoe of operaticn for
j Pre-Operative and Cperative: 0OFf 22 fatalities occurred after ligation, uvni-
 deaths, 16 were exoohthalmic, lateral and bilateral resections, etc.

He attributes mertality primarily to
indiscriminate use of iodine. "After
vrolonged use of icdine, particularly

Previous prepara-
tory operations.

Tvpe of operation
for exophthalmic

-

tion attempted.
3 had prepara—
tory ligation.

1 partial resec—
tion previously
done elsewhere.
None.,

Case 5 —~ Liza-
tion of right &
left superior
thyroid arter-
ies (2 stages).
Case 6 - Liga~
tion both super-~
ior thyroid ar-—
teries.

Resection uni- .
lateral 4.

Resection bia *. .
lateral. 6

6 deaths were adenomatous goitre.

Iype of operation Previcus Prepara-

“measures of

for adencmatous tory cperations.

?oitre. Deatlis
Resection uni- 2 None.~ Case 1.
lateral Case 2 ~ 2 par—
tial unilateral
resections done
elsewnere.
4 None.

goitre. Deaths. in small deses, the patient may anpear
reasonably calm, the pulse mpy be oanly
Ligation of None. moderately accelerated, and the basal
single artery -4 metabolic rate may or may not be so
Ligation of \ Case 1 -— Liga-~ high as tc act as a warning. The general
two arteries 2 tion both super—~ condition of the patient and the meta-—
ior thyroid bolic rate are relatively 1ittle influ-
arteriss. enced in such instances Dby preoperative
v T Case 2 — Resec— intensive treatiment with iodine. since

the thyroid gland, at such times, is
refractive to further lodine medication.
As a consequence, the surgeon may obtain
a feeling of false security and be sur-
prised to witness a severe posi—opera—
tive reaction. Such iodine ezacerbation
is difficult to control. The usual

rest, further iocdine treat-—
ment, or even ligation, are cf limited
use." Cf the 8 cases in this group

7 were attributed to this indiscriminate
use of ioding. OCne fatality could have
been avoided if preoperative iodine lad
been given. Iodine has no place in the
medical treatment of exophthalmic or
adenomatous goltre. In many insvances
icdine given presumably to effect a
medical cure merely converts the inactive
case into an active one, the acitiveé case
into a desperate onc and thus render
the cperative precedure exceedlnglv
dangercus. If the thyroid gland tec
refractive, with or without icdine, opar~
ation is commonly fraucht with danger
sugeests giving sedative treatment 2
6 months or longer depending upon
clircumstances. Iod‘me can then te given
with satisfactory bhenefid

ation becomes Lolti' 01 gafe,

0
“J
162]



ghould be given solely to prepare the
patient for operation.

Basal rate: If the patient has re-
ceived no iodine, the basal metabolic
rate is invaluable. But, if patient has
been given iodine indiscriminately, the
dancer signals are often obscured and
the outvard calm of the patieal may
give the operator a feeling cf false
security. Notwithstandiag the favorable
basal metadbclic rates, taken in such
cases, fatalities ensued regardless of
whether a ligation or additional iodine
. had cor had not been administered inten-

sively before operation. Stresscs point
that preeperative icdine treatment dees
not protect iodized patient in any way
comparable to the protection afforded
the patient not previously sc treated.

A high metabolic rate in a patient |
previously ilodized may either not fall at
a1l or decrease only slightly after
further intensive treatment.

Primary cardiac failure. 4 deaths.
Duration of hyperthvroidism was 3, 5, 15,
and 29 years respectively. (Wo adenocus-
tous zoitres). Principal preoperative
manifestations were referable to a badly
‘damaged heart showing in the severer cases
& complete breakdown, with dilation,
fibrillation, pulmonery cocngestion,
cyanosis, ascites and general anasarca.

3 had indiscriminate iodine therapy.
Deaths were not due to cperation performed.
One did not have iodine atbt all and died
from ligation. In 2 the hyperthyroidism
was fairly severe and in 2 it was not
severe at all at the time of operation.
The deaths cccurred —— 1 in 48 hours
(bilateral resection), 2 in five days,

and in 1, five months following operation.
He attributes these deaths as referable
solely to the status of the circulatory
system. One should refuse to cperate

in these instances and not attempt the
impossible. Thether treated medically or
by cperation, the result in either event
would have been disastrous.

Pneumonia: 3 deaths, 2 lobar and I
bronchopneumonia. Uniformly in these,
there was a poor previous history, refer—
able to the cardic-respiratory system. The
first gave a history of serious respira—
tery difficulty due to pressure. The
8é~ond a history of chronic bronchitis and
fuberculosis. The third arteriosclerosis,
hemiplegia, diabetss, and myocardial insuf-
ficiency. The only reason they were
wperated at all was to give them a slight

hicpe of imprecvement.

Embolism;

27, 47 and 48. All were acti

exephthalmics.

121,

ve

S deaths, all wemen, aged

Cne fcllowed only liga-

gation, one followed right sided resec-

tion.

In all these there had

0 O

o v Ll

serious cardiac damage preceding very

marked hyperthyroidism.

pulmonary).
Others: Tetany. 1 case.

injury and not removal of parathyroid).

(Sirmple

Tracheal obstruction ~ respiratory
failure. 1 case. Accidental death
follewing injection of commercial
dextrcse U.35.U. 5 per cent.

1 case.

failure. Upon investigation
found that dextrose U,S5.P. had by
mistake been used instead of dextrose
Needless to say, the dextrose
should always be C.P. guality.

C'P.

Wound infection with secondary broacho-

pneumonla. 1 case.

Conclusions:

(Brain, leg,

solution,

Death due to respiratory

it was

(1) Iodine, when

administered as a preoperative measure
only, 1s a valuable factor in reducing

mortality.

(2) Iodine when administer—

ed other than cs a precperative measure,
increases danger of operation and
renders further intensive preoperative
treatment relatively ineffectual.
(5) Indiscriminate treatment with

iodine may obscure fundamental serious—

ness of an underlying hyperthyroidism
and may thus fail to warn the surgeon

roid crisis.

cf a possible posteperative hyperthy-
(4) Iodine thus administer-

ed may also cause acute exacerbation ol
symptoms, a condition which is most
difficult to control and which yields
poorly to the well-kmneovm measures of
sedatives, further intensive use
of iodine and stage operations. (5)
Danger signals are unusually acute
hyperthyroidism cr a prolenged perica
of hyperthyroidism, which has been
present for years and which has reduced
the vitality of the patient tc a very

rest,

low levely

fibrillation and deco.mensation;

unfavorable histery or findings refe

able to the respiratcry system and ‘

special factors as preclenged tracheal
1

compression and recurrent nerv
(6) Incidental bad progncstic
are extreme asthenia and lcss

of 20 to 50 peounds; veniting as

diarrhea; uwnusually high basal

rate;

irrationalism, wealmess

e DAL

—2
~

xtreme cardiac damage with



(7) Factors safezuarding the
rmortality are —

© Refusal to operate in the vpresence of
- even the mildest resviratory infection;

Tvility.

 Proper preparation oif the patienty
Adavting the type and extent of opera-
“tion to tolerance orf the patient;
© Carefully conducted operation with
+idea of Dbrevity;
Proper regard ior ranid nulse rate;
- Avoidance of trauma to the recurrent
- nerves, parathyroid sliands and tracinea;
Complete control of hemorrhage.
Further factors of safety are a well-
‘conducted gas or local anaesthesia and
.detailed post-operative care,

e

5. Pemberton does not believe piece of
. tissue left benind after standard
operation 1s responsible for recurrence,
mentions causal Tacteors in surgical
mortality, gives mortality figures ror
“the liayo Clinic Tor 1929 and discusses
management of poor surgical risk.

Recurring Ixophthalmic Goifre:
Its relation to the Amount of Tissue
‘Preserved in Operation on the Thyroid
Gland. Pewmberteon, J. de J., Proceed.
the Staff lleetings of the llayo Clinic,
v, 46 (Feb. 19) 12%0.

the common~
surgeons fall is

General Statemsntd: One
est errors into which many
the belief that recurrence of hyperthy-
roldism is always directly attributalble
to inadequate surgical treatment. This
has led them to advocate and practice
needlessly radical surgery, exacting, as
it inevitadly mmst, a aigher toll of
avoidable commlications.

Recurrence Studied: The incidence of
recurrence of hipertlyroidism involves
certainly not :ore than 5%, and pDronably
less, of all the patieats on whom conserva-
tive double resection of the thyroid gland
has been successfully performed. Since
1913, the following standard operation
nas been advocated — bilateral resection
with remecvel of the isthmas; an amount of
Elandular tissue was prescrved on eithaer
8lde of the trachea that was cquivalent
to 1/6 to 2/3 of the amcunt of tissue
in a lobe o norinl size. A study of
100 consecutive overations on patients
with recurrent hypertirroidisc exoph—
%halmic goiter in whom previous oporation

M1
At

~yvears and the longest

-Just what this is,

‘disposing etiologic factors,

the tryroid glaad has been done revenloed

thet the average inlerval of tim
the primary operation and the rnse
1

recurring symptoms was five and o:

o
(g
ey
D

bet-recen
Tt orf

e-half

LI & — Lo J.
irnverval ©irents
[}

_.._._____L__.
one years. (They did not state th
shortest interval).

Conclusion: Any assumtion that the
most frequent cause of recurrence is
cue to inadeguate surgery must wnolly
disregard the fact that there may be
recurrence or the stimlus or stimmli
which ceaused the disecse originallwy,.
or where it resides,
is still only a maiter of speculation.
It cannotl be denied that there are pre~
such es:t
(1) emotional stresses resulting from
shoek, Tright, worrr, overworlk, anc
inteense living; (2) infections, and
(3) possibly the increased normal
physioclogic activities of adolescence,
pregnancy, etc. lioreover, lodine Ce~
ficiehcy and constitutional nerveus
status may he predisposing fectors.
Certainly it is of prime importance
in the prevention of recurrence that
these Tactors be talzen into consideration
and elimimted as far as possible.

Causal Factors in the Surgical
Yortality of Excphthalinic Goitre.
Pemberton, J., New York State dJ.
28 :258~261 (m”roh 1) 1928,

of ifed

Formerly the most baffling provlen
in the treatment of exophthalmic golirel
was the fregueat wostopesrative hyper—
thyroid crisis.. Freguently coma and
death from ten to twenty—Tfour hours

occurred and autopsy did not reveal
anatomic cause for death.
actors: TFactors in surgical

lmic f—"Cl re ray

(1) Accidents

mortality in exophthal
ve listed as follows:

ocften the result oi technical error.
(2) Acute postoperative crisis. (&)
Debility of patient iest fregaently due
to long standing hyperthyroidism. a.
Recent crisie. b, Long duration roguli-

ing in visceral degenerative chonres,
In uncertalzing an cperat
exophthalmic goiltre mHnatilent,
opearator should (1) obtain coniid
of patient, (a : : ;
ferred, (3) one
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ort of Surgical Procedures on the Thyroid Gland for 1929, Peaberton, J. de J.
Proceed. of layo Clianic, v, (flar. 19) 1930.
%_ Tabulation
: Results of Operation
. ﬁortaliti
| Casss Cases Per Cent Operations
' Exophthalmic goitre . . . . . . . 915 4 0.44 . . . Partial resection,
921; two-stage
thyroidectomy, 93
ligation, 1; anc
hotwater injection 3.
Adenomatous goitre . . . . . . . . 441 . - « Subtotal thyroid-
without hyperthyroidisn ectomy, 441.
. Adencmatous goitre « - - . . . . . 330 3 2.42 . . . Subtotal thyroic~
~ with hyperthyroidism. ectomy, 330.
Carcinoma . « o oo o« o o + « o 28 . .- . Subtotal thyroid—
| ectomy, 20; anc
blopsy, 8.
Total +» & ¢ ¢ & & ¢ ¢ v &+ « « - . 1714 12 0.70
Note: Highest rate in toxic adenoma. No mehtion of unoperated cases,
’ Goiter. lanagement of the Poor and 29 of the latter died, mortality

Surgical Risk. Pewmberton, J. de J.
‘Arch. of Surg. 20, 591-603 (Apr.) 1930.

- Before and after iodine: Iodine has
placed the surgery of the thyroid gland
en a sound basis similar to that of
~other braanches of general surgery, where
by in all but a suall group of compli-
cated cases the surgeon can confidently
predict that 1f the operation is done
expeditiously aand without technical
mishaps, the patient will easily endure
the operation. Iodine has reduced the
Possibility of postoperative reaction.
Ligations and operations performed in
stages were formerly used. In only 30%
of the cases before the advent of ilodine
the surgeon felt reasonably assured of
the safety of primary subtvotal thyroid-
ectomy. Before the period of ilodine it
was hard to scparate the good rislks
from the bad. Analyzes cases from Jan.
1925 to Dec. 31, 1628 inclugive, with
“the 2dea of determining the influence on
the mortality rate of azge, duration of
disease and severity of hyperthyroidism

.88 measured by the basal metabolic rate.

. 5,081 patients were operated on for

exophthalmic goiter and 2,171 for

sdsnomatous goiter with hyperthy¢01dlan.

'1QI the former died, mortality O.

—

1

1. %%,

Duration - age factors: In early
cases of exophthalmic goiter, there is
usually only one additional operative
hazard, the severity of hyperthyroidism.
In the late case, there are two, the
severity of the hyperthyroidism and the
presence of visceral degeneration. 4&s
iodine will largely control the danger
incident to severity, it has eliminatec
the only additional surgical hazard in
the early case, whereas, it hns renoved
only one of the hazards in the late case.
It is apparent, then, that the longer

he patient has the disense before sul-
mitting to surgical procedures,
greater the operative hazard.
there is a definite trend year
for the patient with exophthalmic
to seeir operation sooner, and this 1
the most hopeful sign in the solution
the goiter problem. The duratisn of
hyperthyroidism in the adenomatous
goiter has an equally significant =
fluence on the wmortality rate. W

o)

8

the excention of the grovp of potients
less than 20 years o age, it G

of years beyond 40 1s an

factor of significance in

mortality rate in cases
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'goiter.

tance to the disease in the young is
definitely less than after full maturity.
Trhis fact has long been recognized, and

for the young a longer period of precper—

ative preparation has been urged. A

. greater mortality rate occurred in

Leq tmen RS
~tlon with procaine hydrochloride supnle~
. mented by nitrous oxide and oxrgen io

'fthe most satisfe

patients of advanced age. Age played a
mcre important part in the adenocmatous
goiter than the exophthalmice

Basal lietabolic Rate: A considerably
larger percentage of deaths occurred 1f
the basal metabolic rate was more than
+50, and the higher the rate above +75
the greater the operative hazard. It is
seen that the effect of iodine was
greatest on the natients with a moderate
or low vasal metavolic rate. The influ-
ence of the basal metabollic rate on the
surgical hazard in the cases of adeno~
matous goiter with hyperthyroidism is |
similar to that in cases of exophthalmic
goiter,

Surgical Hazard:
an overwhelming postoperative hyperthy—
roid crisis: (2) the debility of the
vatient resulting from intensity of the
disease or long
and (3) increased technical difficulties
occasionally met with in huze obstructive
goiters. Operative risks are graded
on the basis of 1, 2, 3 and 4. It is
evident that although 1% is nect possible
to foretell -7hich
the operation, it is possible from a
clinical estimate of the hazard to select
a smll group (1%%) from which 81%) cf
the mortality will be derived.

Treatment: Treatment of the patient
vith poor cperative risk. Preoperative
treatment: Iodine, diet
and adequate rest are essential in the
proper preparation for omeration of all
patients with exophthelmic goiter. In
those patients with cardiac disease the
question comes up of tvhether to give
digitalis or not. Digitalis has only
been ziven cccasionally, to patients
with cardiac decommensation when rest
alene has failed to restore compensatvion.
The results hove fully Justified this
policy. Deathis cannot be attributed to
failure to zive digitelis. Operative
He has fouwnd thnt indfiltra—-

v I

ctory aneesthesia.
Verrs few indications at the

It would appear that the resis< ' cgresent time.

(1) The development of

continued hyperthyroidism:

patient will not survive

high in calories,

124.
Postoperative Treatment:
The mest freguent postoperative complice~
tions are obstructive dyspnea, acute
hyperthyroid reaction, vulmonary edems
and infections. Points out the use of
the o“vgen chamber for cyanosise.

Sarmar (1) There has been a de—
crease in the mortality rate from 4.1
to 0.9%. (2) The duration and severity
of the hyperthyroidism, as measured by
the height of the basal metabolic rate
and the age of the patient, are signifi-
cant influences in the surgical hazard
of all patients with toxic goiter.

(3) Visceral degeneration and inter—
current diseases are factors affecting
the mortality rate. (4) Success of
operative treatment of the patient who
is a poor risk is largely dependent on
the avoidance of prolonged general
anaesthesia and of technical errors.
(5) The indications for the employment
of ligation and lobectory are limited.

6. Lahey points out delay in diag-
nosis of "apathetic hyperthyroid-

ism" (with apologies for another addition
to goiter terminology) stresses poor
surgical risk of this type, gives figures
on malignant changes in adenomata;
comments on blood supply of intrathoracic
nodules, places hyperthyroidism ia
secondary role in heart failure, cuotes
his mortality figures (very lecw), sho
means ef avoiding crises, treats heart
failure surgically, mentions other
complications.

Thyroidism.
XCIIT,

Apathetic
Ann. of Surg.
1931.

Lahey, F.H.,
1026-1031 (liay)

Definition: All signs of activation
which are seen in hypertlyroldism are
negative in apathetic or non-~activaied
type of hyperthyroidism.

- )

Activated Hyperinhyreidisn.

1. lijddle aged and youthiul.

2. Exophthalmes or obvicus stare.

5. Glands of greater than nerual sicze.
4, Pulse high, full and beundinz.

5. Apex inmulse sfirili'nz and feorceiul.
6. RLUWLd_inoL 'Oil

Te liolst., soift sitine.

8. Basal mebtabelic rate SO to 100.

Q. Short duratlon of discase.
10. Die in distivct ovor-activeation.



Apathetic Hyperthyroidism

1. Middle aged and past niddle age.

2. No exophthalmos and litt,e if aay,
stare.

2., Small, firm glands without striking
increase in size.

4, Low vulse, verying from 100-120,

5. Unimpressive apex impulse.

6. Reposed and apathetic.

%. -Dry, firm, cool skin.

8. B.M.R. 40 and downward to 20, ana
occasionally under.

9. Aged appearance, appear older than
ugual age.

10. Die in stage of distinct apathy,
progressive iato coma.

Comment @ The apathetic thyroidism is
more or less atypical.
may be overlooked because of its lack of
obviousness.
weight loss, unexplained tachycardia, un-
explained myasthenia, chould be investiga-
ted by careful clinical investigation and
careful metabolic studies as to the pre~
sence of a possibhe apathetic type of
thyroidism, regardless of the absence of
any of the typical signs of hyperthyroid-
ism. |

Any of these cases that are submitted to
subtotal thyroidectomy may be resbored
to health and relatively normal capacity,
Patients with thyroidism of this atypical
apathetic type die unexpectedly giving
few or no warning signs as to the impend-
ing fatality in their course upon the
operating table. Some unexpected
fatalities occur after subtotal tayroidec-
tomy, in spite of the fact that their
course on the operating table was anything
but a disturbing cne. One should look to
the preoperative history of the patient
and recognition of existence of this
apathetic type of thyroidism to protect
against too early and too much surgery,
rather than those striking danger signals
of high pulse rates, high basal rates,
high pulse pressure, and recent and exces-—
sive activation and intensification of
the thyroidism wnich so characteristically
accoupany the typical-patient with the
activated type of hyperthyroidism and warn
one of its dangers. The particular dan—
ger signals in the patient with the non-
activated type of apathetic thyroidism
. are mwarxed weight loss, usually gradual
: and over a long period of time, in coantra-
diltinction to the rapid and extreme 16ss

Because of this, it

All patients with unexplained

120,

which charaeterizes activated
thyroidism; the existence of the apa-
thetic thyroidism for a long period of
time, usually over a year; and an
increase in apathy which characterizes
the disease. In this type of case.
two—-stage operation may well be done
with six week intervals in between.

The Management of Goitre. Lahey,
F.H., J. of Indiana State Med. Ass!in.
23, 117-122 (Mar. 15) 1930.

Malignancy: 94% of carcimomes of the
thyroid arise in discrete faetal adeno-
mata. Of 1,484 adenomatous goltres
removed, 92 were malignant (microscopi~
cally). Therefore, one should remove
all adenomatous goitres.

Intrathoracic: Practically all
intrathoracic goitres are adenomatous.
The intrathoracic portion always gets
its blood supply from above and if this
portion 1s not removed the piece left
behind degenerates and may cause a very
severe mediastinitis. Due to this fact
condition becomes almost hopeless.
The patient usually dies. Therefore,
one should leave no fragments behind
and should paclt the cavity to prevent
nediastinitis,

Secondary cardiac: Any patient
who has hyperthyroidism with cardiac
decompensation becomes a very possible
candidate for surgery and has a gooC
chance of fully regaining cardiac
compensation to a degree of being able
to earn a living. . Cardiac decompensation
due to thyroidism is due to thyroidism
superimposed upon a heart which is
already damaged or abnormal.

Deductions from 5,700 goitre |
operations. Lahey, F.H. New Eng. J.
or Med. 200:909 ~ 916 (May 2) 1929.

Selection: Preoperative use of
iodine has practically eliminated pcle
ligation. The mortality of exophthalmic
goitres has diminished to a very low
figure in spite of the fact that many
cases have been accepted and none re—
Jjected for operation except where
vomiting and deliriuwm are present.

-Delirious patients have all been lept

in hospital and when they have
ed from their acute crisis are operated
upon wibhin 2 weelis of their crisis
and this had not been attended with

recovel-



any mortality.
Mortality: 1927. 6 deaths in 954

ﬂoperated patlenus in 1118 thyroid opera~
"tions. Total patient mortality .6%

“0f this group, 550 were toxic geitres and
5 ¢f the 6 deaths occurred in tkls Zroup.

Mortality in toxic grouns is . 9%.

1928, 3 deaths in 1,068 patients and
1,223 cperations. lLortality .28%. Of
trese 618 were toxic goitres in which
‘there was 1 death, mortality of .16%.

Crises: There are fewer cases of acute
thryroid crisis seen. t should be
~stressed that 1f lives are to be saved
from crises, the impending onset of the
condition mist be recognized as an emer-
gency and the ianstitution of prevealtive

measures, such as fluids, glucose, lodine
and morphine immiediately started. If

‘emergency measures are delayed until
patients are already in crises, they may
die in spite of all measures.

126,

Diabetes, Tuberculosis, Tetany:
The disbetic with hyperthyroidism is a
serious problem. The "eat themselves"
(Joslin). Thyroid surgery. should be
done as soon as hyperthyroidism is
diagnosed in these cases. Cperative
mortality 4%. Urges subtotal thyroidec—
tomy when hyperthyroidism complicates
pulmonary tuberculosis. This should
done under local anaesthesia. No
mortality in a small group of cases.

0f 6,700 thyroid operations, he has
ad only 3 cases of complete and
persisting tetany.

No permanent bilateral abcuctor
paralyses. He occasicnally has szen
unilateral paralysis particularly in
large intrathoracic types and in re-—
current hyperthyroidism.

One should male sure that both
recurrent laryngeal nerves are func—
tioning before operation (competent

e

Petients with increasing thyroid toxicity neose and throat consultants).

are always in lmmediate danger of passing
suddenly into severe and fatal thyroid
crisis.

The addition of a severe infection,

z&stric upset resulting in vomiting, an
acute abdominal condition, or merely the
inexplainable increaesing toxicity vhich
not infrequently occurs without any con-
plications may convert a natient with
moderate toxicity in 2 or 3 days inte one
with severe thyroid crisis with deliriwm,
vomiting, diarrhea and death in spite of
all corrective measures.

Heart failure: The rewoval of thyroid
toxicity by subtotal thyroidectomy in the
thyro—cardiac cases (patients with heart
failure complicated by hyperthyroidism)
gave startling gratifying results. OF
00 such cases, there were but 3 deaths.
He now urges that there are no thyro-
cardiac cases thaet are too sick or tco
decompensated to be subtmitted to partial
thyroidectomy. ilany of times these
patients resain their compensation in a
few days after hyperthyrcidism is removed
and in 2 or 3 weelss are able to walk out
of the hospital. So frecuently has this
ccxurred tihnt he feels decompensation
Bascoiated with hyperthyroidism is of a
different choracter than cardiac failure
Parely of eardinc origin. This failure
#eems to be dae to extracardicc burden of
superimpesed hyperthrroidisa on & previows-
;7 dainaged Leart. overy eiiort should be
W08 to decrease the decoumensation pre-
Bperatively. |

that

limpressions:

1. Thyroidectomy for hyperthyroild-
ism in the young makes up 2.5% of all
operations. Retic is 5 girls to 1 boy.
Syraptomatology essentially the same as
in adults. One—-stage thyroidectomy
may be done in all. liore thorough Tfollow-~
up is indicated in this young group.

2« Results of cure from thyroidec—
tomy range from 18% to 8292

. It is advisable tc followvp
all cases after thyroidecteomy in orcer
to make a correct estimate of our
results., This should be done at
stated intervals (3 months?).

4. The clinical features o7
case of hyperthyroidism sheould be
studied and understood before attemmi-—
operation. '
5. The precperative, operat
and postoperative carve have been I

resular

N
~3A
gachh

1 &
LAl
=

77el]l standardized since the advent of
iodine.

6. llortality from t1W1oldcc1c*r in
hyperthyroidism is gueted as 1. 30,
1.25% and .28%. The b Dhest rate
appears to be in the texic adenomns,

7. The leneer the natient has
tihe direasze the reater the oporntive
hezsard.

8. The rosistance of wontisnts
under 20 vears ie less Soan eorter D00
matarits. Use 1anoz Samen Tt v

\
e o --

nreperatic



9. fhere is a Ligher Wortallty in

those of advanced yrears (toxic adenoma).

2 10. Higher percentage of deaths in

i gersons with hiszh basal metabolic rate.
: 11. Yortality fectors from thyroidec-
' tomies are: crises, cardiac failure,

and complications.
§ 12. Any type of physical disorder
Fmay change a patieat with a toxic thyroid
iinto a dangerous or fatal crisis,
é 13. Iodine should be used,brlmarﬂlv '
*as a preoperative measure. Its indis—
crlmlnate use may be harmful.

14. Hyperthyroidism complicated by
‘cardiac failure is best treated by sulb-
total thyroidectouyy. Saie procedure
‘advised when conmlicated by diabetes, and
~pulmonary tuberculesise.

i 15.. Prevent delay in the diagnosis
-of apathetic type of hyperthyroidism.
Care should be taizen not to do too much
(two-stage is preferred)..

16. Hyperthyroidism recurs in 5% of
thyroidectomies for excphthalmic goitre.
It is not generally attributable to
inadequate surgical removal.




Vigitors tu the office of Richard E. Scammon, Dean of Biological
Sciences, have noted the following message, recently hung on the
wall of the outer offiice.

"I think this will Be found no matter of

words that, when men combine together

for any common object, they are obliged,

as 2 matter of course, in order to secure

the advantages accruing from united

action, to sacrifice many of their private opinions
and wishes, and to drop the minor differences
which exist between man and man.

Compromise, in a large sense of the word,

is the first principle of combination; and any
one who insists on enjoying his rights to the
full, and his opinions without toleration for:
his neighbors, will soon have all things to him—
‘self and no one to share them with him.

But most true as this confessedly is, still
there is an obvious 1limit to these compromises,
however necessary they be; there shoula be no
sacrifice of the main object of the combination
in the concessions that are mutuvally made.

When, then, a number of persons come for-

ward, not as politicians, not as diplomatists,
lawyers, traders or speculators, but with the

one object of advancing Knowledge, much we

may allow them to sacrifice,--ambition, repu-
tation, leisure, comfort, party-interest; one thing
they may not sacrifice—-Inowledge itself.”

John Henry, Cardinal Nevman in:
The Idea of a University, 1852.

"Our appreciation for your interest and suppeort"

VERRY CHRISTMAS and HAPPY NEW YEAR

Next lleeting - January 7, 1932.
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