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6th

fennIe,
to 3- fe .....

ABSTRACT

TREATMENT OF CARe Il~OMA .9X SKIN.
Ericksen, L. G., Tillilor Conference,
May 15, 1931 (Anthor's Abstract) ..

.p.g~ factor: Basal most frequent
decade, "1 irJ1i t s (;11. to ~2 ~"ears);

with origin 0nd headquarters in Twin
Cities is outstanding contribution to
field of b8tter technique and laboratory
service. Fostered by high ideals, they
have done great deal to better standards
of their profession. They work hRnd in
hand ~nth radiologist and are credit to
our part of CountIJT.

Sex raJ-:;io: Basal, 4 males
~Si"l-e·s ~- ~guamous, 2 ma.les to 1

mixed, '7 male to 1 fe~nle •

II.

3.

1. ~aterial: 152 cases (161 lesions)~
Basal cell carcinoma 83 cases, 88

lesions (55%), SquRmous carcinoma 61
cases, 65 lesiona (4~); Basal SQuamous
carCinOllla 8 cases (5% of total cases,
lO1f of basal lesions). Period - 4 ~'ears.

4 0 Widal Tests - frequently returned
as unsatisfacto!y. Usual complaints,

too scanty for satisfactory examinatiOi.1,
wet blood. State Board of Health advises
us to use one large dro£ on foil and
allow to drl thoroughly before sending
or to put 2, 3 cc. in Wassermann tube
(mark especially for Widal undulant
fever and tularemia). Cooperation Dill
be appreciated.

1. Clinico-pathological Conference:
Friday, V~y 22, 11 A.M., Todd

.Amphi theater.

2. Radiographers - American Society of
Radiographers meet St. Paul, Lowry

Hotel, ltay 25-29, 1931 under presiden-
cy of Mrs. E. C. Grierson (St. Paul). 3. Nurses Last lecture in six
Address of Welcome: Gerhard J. ]undl~e, weeksi short course for public
Mayor of St. Paul." Greetings: Carl T. health nur"ses was given by Leo G. Rigler,
Schunernan,President,.Saint Paul Assoc- Monday, 11ay18th, 4P.M•• More than 120
iation of COfilmerce. Badiographer's nurses have been in attendance. W. T.
Creed: Peyton dis"c.ussed field of surgical treat-

. ltWe believe that every Radiological ment of nalignancy; K.W. Stenstrom,
Technician should work under the direct radiologicp.l treatment ; and 1~ G.
supervision of, and be directly re- Rigler, radiological diagnosis. ~rly
sponsible to, some member of the Radio- signs, treatment and public health as-
logical, Medical, Surgical or Dental pects discussed by W. A. 0 'Brien. TJ-:ds
profession, such member beil1~ general- is part of general program of Cancer
ly recognized in his professlon as Education sponsored by Cftizen's Aid
being qualified to do the work attempted. Society. Nurses by attendance and in-

"We are opposed to the so-called terest shown ha,Ve apparently appreciated
schools (whether conducted by profes- effort in their behalf. We are glad
sional men or laymen) ~~o urge th~ of the opportunity to spread cancer
attendance of any or all layme~ vnth kl10wledge to most important group.
the promise of speedy preparatlon and
handsome remuneration for their ser­
vices. In other words, we are opposed
to the comnercial school.

"¥Ve believe tl1a t the standards for
all plate and film work should be es­
tablished by the professional lnan doing
the work of interpretation, and that
it is our duty to qualify ourselves
to produce the desired standard.

"We believe that no expression of our
opinion regarding treatment, diagnosis,
or interpretation concerning any patient
with whom TIe ~ork, should ever be made
to other than the professional man to

- . bl 1\whom r:e are responSl e.
Forty-five papers will be read by

members of Society from var~ous parts
of Country. Distinguished guests:
Frederick Melville, Honorary Secretary
Society of Ra.diographers, London, and
Ed. C. Jerrn.-'.ll1, D. Sc., Presi.dent
Emeritus, Chicago. Papers also by
Drs. Ehrenberg, Schons, nhinehart,
Desjardins, Hanson, Lt. Col. Gentz
Perry; Foley, Cole, Waldron, Allison,
Rigler, Clement, Jc:nnes F. Kelly (~ma.1?a) 2 ..
and Roy Kegerreis (Chicago). BenJamIn
H. Orndorff, Chicago, wi 11 represent
.American Congress on Radiology. Meet­
lng follo~ed by day at Mayo Clinic•.
AQrone ~nterGsted in subject of.R~dl0­

logical Technique invited. SOCIoty

~.;



~QUU1OUSt ~ decade, limits (30 to 87
lears)i mixed, 6th decade, limits (45 to
82 years~. - --
4. Duration: Basal average Q years,

Median 1 years; Squamous average 3
year, median 2 year; Mixed average Q year,
mediang years.

5. Location: T~~ors of lip excluded ­
Basal 98~ above level of mandible,

Squamous~above level of mandible.·

6~ Treatments: number of each and re-
sults:

Type Treatments Cases Lost Fail Cured

Basal I 48 8 2 38
II 2 22 1 I 20
II 3 11 0 1 10

" 5 I 0 0 I
II 5+ 1 0 1 0

Squamous 1 40 8 4 28
II 2 14 1 1 12

" 3 4 1 1 2

" 4 I 0 0 I
II 5 I 0 0 I
It 5+ I 0 1 0

7. Retreatment:

Basal Cell:
Persistence of lesion (retreated wi th-

in3 mo. of original treatment) 20
Recurrence of lesion (retreated -

after 3 mo. of original treatment) 13
Failures - - - - - - - - - - - - 5

75% of those requiring retreatment be­
cause of persi~tence were in cases vath
clinical dia~~osis only.

50% of those requiring retreatment be­
cause of recurrence were in cases ,rith
clinical diagnosis only.

Squamous cell:
Persistence of lesion - - - - - 16
(~ of these ~ere clinical
diagnosi s)

Recurrence - - - - - - - - - 3
Fat lures - - .- - - - - - 6

8. Results
!aaal: 83 cuses - 2-lost - 5 failures,

all far advanced CB>ses but 1 who was not.-1- to return for retreatment because of
' .....4 feebleness. Should h,-\ve boen

2.

cured with I treatment however.
Squronous: 61 cases - 10 lost - 6

failures, all far advancedbut 1 ~:"'lho
was earl;)T and had 1 treatment with re­
currence and could not return for re­
t reat:l11ent.

Basal squamous: e cases - 3 failures,
all very far advanced when first seen.

T -

.. - . .

9. Cases treated surgically:
Basal Cell: 2 cases both far ad­

vanced, given surgical cautery and post­
operative radiation. Both failures.

Squamous Cell: 18 cases.
(1) Early cases with surgical excision

and post-operative X-ray and are ~ell

now from 6 nonths to 4 ~lrs. - 6 cases.
(2) Early· cases excised surgically v.-i th

recurrence, later treated withX-ray
and well now 6 months to 4 yrs. 2 cases.

(3) Far. advanced cases treated ;ith
surgery and radiation. 4 cases all
fai.lures.

(4) Earl~ cases treated wi th surgical
excision with recurrence. Sent for
radiation treatment when far advanced.

(5) Far advanced case treated with
X-ray and radium and lesion healed but
found it had extended into parotid
gland which was excised with cautery­
no recurrence for 1 year.

(6) Received radiation first and sur­
gical excision later because involvement
of cartilage ~ 2 cases. Both well
6 mo. -. 2 yrs.

Basal Squamous: E. cases.
(1) One case far advanced - cauterized

surgically - failure.
(2) One early case treated s"Llrgically

twice at University Dispensary ~Ni th
recurrence. Came to us far advanced ­
failure.

10.· Conclusions:
(1) Youngest Basal Cell CRrcinoll~,

11 years old vhich is Y0U11gest f01..Uld re­
ported in literature.

(2) Basal cell carcinoma diagnosis as
such clinically will turn out to be
basal squamous in 15 to 20% TIhen exam­
ined microscopically.

(3) Due to above fact and also to
detennine radiosensitivity biopsies
should be 111r..~de on all suspicious lesions ..

(4) BRsnl squruTIOUS sho':1s incidence 01
"about l25S of epi thGli1..UTIS.

(5) Basal squarJous cell carcinoa'1 are
very resis tant to treatment and l:lUSt Ll6 . I



Negative except for pneumonia ~~ich she
hact three times. Laboratory examinat5.on
on a&ni s si on: Hb 90%; wbe 26,400; pmll. IS

91; lymph 9. Urine negative except for
trace of albumen. P 120; ~ lOO.8~ The
patient was catheterized,75 cc of urine
was obtained. Morphine sulphate gr..l!4,
atropine gr. 1/150 given.

Past Historv
"

Operation
~egun at 12:37 P.M. and ended 1:15

A..M. (Time 38 minutes).. Under spinal
anesthesia the abdomen was explored
through a McGurney1s incision)~ben the
peritoneum was opened there was a gush
of purulent fluid. Coils of 00','le1 were
deep red, and adhered. Three drains were
inserted.

·3~-

Post-operative
The patient returned from the operating

room in fair eondi tion. P 120; R 24.
3000 ee. of saline was given per vein.
4:30 P.M. Morphine sulphate gr. 1/4
given. Patient was put in a semifowler's
position. Complains of pain in the
operative region. 8:30 P.M. MODJhine
sulphate gr. 1/4. P 120; R 22. Patient
perspires profusely. 12 Midnight ­
Patient is hyperventilated 5 minutes;
coughs some; continuous steam inhalatio:t1
is instigated. P 120; T to 102.6.

Restless (~hours)

4-11-31 - Patient perspires profusely
and is ve~J restless. Continuous steam
inhalations are given.H3~erventilated

5 minutes three times daily. 2:50 A.M.
Talks irrationally at times. 4:20 A.M.
Mo~ine sulphate gr. 1/4. T 101;
P 112; R 22. Copghs some and is unable
to r~isesputum. 5:00 P.M. 1000 cc 10%
glucose and 1000 cc saline is given per
vein.

X-ray
A portable R-ray of the chest at this

time--there is some density at the right
base with pRrietal obliterations of the
costophrenic sinus. This nmy represent

Hospital (24 hours) either a beginni.ng pneLUDonia or possibl~:-

4-10-31 Adrfli tted to the UniversitJl:: a small mnount of fluid, the former
Hesp! tals. Physica). Examinati on: Sho','Ted seeming soraev7hat more probable. Thera is
defini te tenderness in the lower abdomen some incre[\se of the mtl.Tkings throngllC'ut
more marked over the right low'er quadrant. but no other defini te evidence of pi~I'8n-

There was also some rigid.ity. i. chymal infiltrn.tion. There is a dense
sbad.O':l 1:1 the ric;ht infracl[\.vicul:1T

The case is that of a white female,
56 years of age, admitted to Universi ty
Hospitals 4-10-31 and died 4-12-31 (3
days) •

Acute abdominal attack
4-9-31 6:00 A.M. '~1en the patient got

up, felt nauseated. 9:00 A.M. The
~atient was seized with a sudden severe
pain in the lower part of abdomen which
was more intense in the right lower
quadrant. Pain became progressively
worse so physician was called and gave
her a hypo. 10:30 P.M. Patient began to
vorni t greeni sh material and some IffilCUS.

Patient rested somewhat after IDedicati on
was given by physician.

COE1ment: Excellent report showing value
of biopsy in deteTIJining t2~e

of treatnent, value of,reradiation and
fl»110w-up, and essentially favorable
type of tumor to treat.

III. CASE BEPORT

ACUTE ULCERATIVE ~~TERITIS. Path.
Pearson.

t~eated as grade II Squamous type.
(6) Basal SqUB.1J.10US cell carcinoma. show

!' narrow strands of tl.,lIfiOr cells iilfiltrat­
ing deeper 1!Jto surrounding structures
than basal or SqU8.E10US and therefore
wider aroa of apparer.tl;)i normal tissue
should be excised or radiated than in
other two types.

(7) Basal Cell carcinoma practically
never metastasizes. If it does, it pro­
bably will prove to be mixed cell t;;rpe.

(8) Basal squamous cell carcinoma is
a metauorphosis fron basal cell to
squarnous cell and not a degenerative
form of the l2.tter.

(9) Multiple lesions of eithor or both
t~'Pes may occur on the S$.nl3 patient.

(10) If diagnosed early and properly
treated, very good results may be ob­
tained in t reatElellt of skin carcinoma.

/

j
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region which may possibly represGnt some
calcification ~ithin the lung but more
likely a. thic}:cnc.:-:d pleura. Conclusi~:

Probable bcginni:.1g ?neumonia, right b.:1.se.
7:20 P.M. 2 m~pules sodium chloride
added to the intr~avenous. The pqtiont
has a large emesis. 8:30 P.M. co~eine

sulphate gr. 1/2. The patient has a
~tery emosis of 200 cc. 10:30 P.M.
Codeine sulphate gr. 1/2. T 102; P 120;
R 24.

Distension (72 hours)
4-l2~3l Patient is very restless.

The abdomen is ~ot distended. 12:30 A.M.
Codeine sulphate gr. 1/2. 1:55 A.M.
Morphine sul:phate gr. 1/4. Complains of
distress fran distention. Rectal tube
is inserted \"l:tth relief. 6:00 A.M.
MorphL1o sulphate gr. 1/4. Dressing
applied•. Pulse :10VTYTOak and irregular.
HyPe~entilat8d three times daily.
12:15 P.M. Surgical pituitrin 1.5 cc
given. SS ,3nelJJa \lith poor results.
Respirations are now slow and labored.
2:00 P.M. Patient does not respond when
talked to. Sodium chloride two ampules
added to tho ir..trnvcl10us. 1000 cc 10%
glucose per vein. 6:15 P.ll. Gastric
lavage 500 cc retention. SS eneITIa ex­
pelled flatus. 1 cc surgical pituitrin
and rectal tube•.Broathing is now ra?id
and labored. 9:20 P.M. Caffeine sodiurn
benzoate 7-1/2 gr. The pulse is now
very vleak. 9:50 P.l~. Patient expired.

4.

hosions on both sid.es, especial13T marl;:ed
on left side. The PERICARDIAL SAC con­
tains a miniuBlaLnunt of fluid.

The HEART weighs 300 Gm. The chambers
and valves are normal. The ROOT OF THE
AORTA is norrnrtl and showed a minimal
ah10unt of sclerosis.

The RI~HT LUlJG weighs 750 Gm. ail~ the
LEFT 525 Gm. There isa Qoderate amount
of anthracosis in both upper lobes. Both
The lower lobes show the beginning of
bronchopneumonia.

The SPLEEN weighs 140 Gm. and on cut
section, the pulp is soft and reddish.

The LIVER weighs 1375 Gm, Is very
soft and pale. On cut section, especiR1­
lyon the anterior surface there are a
few small, pin-point ,glazed areas sug_·
gestive of STIB1l 8bscesses.

The GALL BLADDER and ducts are rrorrna1.
The lower portion of the jejumum and

i1eun1 are fiery red in color and a~herent.

!n ~tto~t wasnnde to wall off a pelvic
abscess; when this was freed about 300 cc
of pus was found in the pelvis. The
pelvic organs are carefully exami!led fl-ud
show no evidence of any old infl3Ji.llnatolJ'­
disease but· was quite red and congested
due to the associated peritonitis. TheTo
were also three drains in the PERITOI~L

CAVITY' extending up along the right
gutter. The appendix showed no evidence
af perforation. The bo~el was e:romil1ed
very carefully and showed no evidence
of perforation. The uppor jejmnun, how­
ever, when dissected showed an ulcerntion
of the nfficosa with a gray membranous-li~e

strLlcture covering it.
The PANCREAS and ADRENALS are norLlal.
The LEFT KIDI~Y weighs 175 Go. and the

RIGHT weighs 130 Gu.
The BLADDER is normal.
The AORTA sho~s a moderate amount of

sclerosis.
The organs of the ~--.AD and l:rn;CK are

not examined.

Diagnosip
1. Acute ulcerative enteritis (cause

undeten-nined) •
2. Generalized peritonitis.
3. Bilateral beginning pneurnoDia.
4. Bilateral pleural aru1osions.
5. Recont operative incision.
6. Hultiplo abscesses of tho liv8r.
7. Cloudy swelling of the liver and

kid.neys.
8. Multiple puncture TI01D1ds.

, I
j I

I
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4. Morbid Anatomy: . Involvemont of large
intestine. Usually begins in rectum,

sometimes at mucocutaneous border; may
remain localized in rectum or extelu

'upward, involving at times entire large
intestine and fewer instancos even ter­
minal ilourn. }~y begin at cecwn and
as,cending colon and descend. By scope
(procto and sigmoido) primary involV8­
ment of mucosa (hyperemia, friability,
tendency to bleed, edema, usually dis­
crete and petechial ulcerntionswhich may·
be preceded by miliary abscesses). In
others, spongy, diffusely hemorrhagic,
ede~~tous tissue. As disease progresses,
other layers of intestine ~re involved,
resulting in contre-ction, narrowing
(fibrosis)( roentgenoscopically Dlld
roentgenographically). Rarely, if eVGr ,
completely heals ,although mucous mom­
brane may assume nornal appearance or
show fibrosis. Complications ~ myocar­
dial changes (toxic myocardium?),
metastatic lesions of joints, erytheuB
nodosum, pol~~oid masses, malignancy,
peri-rectal abscess, peripheral neuritis,
performation with peritonitis. Colon
empties rapidly and is irri table. Luraen
mayor m3.y not be con·stricted or haustra
obliterated by spasm. '.

! I
~ j

,

I
. I. ,

.' j
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5. Clinical Signs - diarrhea, continuous
or intermittent; blood, mucus and pus

in stool; debility; progressive anemi~;

pyrexia; and eventual emaciation. Note­
stasis D~Y be present when disease is
restricted to distal segment. Extreme13T
severe helJorrhages are not uncommon.
Comment: in one of our ca.ses this was
main feature, and diagnosis of llemorr­
hagic colitis wa·s sl..1gge?ted:in excised

5.

or Balantidium coli; not a secondary--manifestation of a known etiologic agent;
not the type seen at necropsy as terminal
mnnifestion ih disease, e.g., nephritis.
In short, etiology still Undetermined;
cannot be even stated to be a di stinct·
entity, although it is a well recognized
syndrome.

IV. ABSTRACTS: CHRONIC ULCERATIVE
COLITIS.

2. Synonyms: Non-specific ulcerative ..
colitis, idiopathic ulcerative colitis,
colitis ulcerosa, colitis gravis,
primary ulcerative colitis, and suppura- .
tive colitis. Condition a~parently on
increase (with ~sual argument as to
~ether it reuresents increased diag­
nostic effici~ncy or acutal increase).
Literature volUll1inous, consists in main
of case reports, cl inical observations
and impressions, therapeutic procedu~

and opinions. Formal research and ex-
perimenta~ effort have been very limited.
Purpose of present cornnmnication to sur­
vey more important data at hand.

3. Definition: (Negative). It is not
colitis g~strogenous, putrefactive,

fermentative) endocrine, pancreatic, .
nervous, onvironmental; not due to sprue
or pellagra; ~ot duo to n&uinistration
or excretion of metallic products such
as mercury or arsenic; not due to ox...

. eretion of toxins of e.nd secondar~,r to
·known disease; tiot brout,!;ht Q.!l !?x knov,In

··lDfectlous agents such ['.s tuberclo I d~­
_'-17 or cholera. bv.cilli; E..Q.1. oc~,,~sJ.on­

. ";II,"to.-,' Entamooba. histol:,,'tlca

1. Reference: Brown, T.R., and Paulson,
M., Inter. Surg. Digest (Lewis)·

Critique Section 8: 67-85 (Aug .. ) 1929.

COrJment:
Mild forcs of enteritis (catarrhal)

show congestio~, edena, and incteascd
secretion of LlUCOUS t and are thought to·
be due to irritcting foods. Infectious
enteritis may be produced by organis~s

normally present in intestine, especially
if injury of r.1UCOUS r;ler.1brane is present.
Specific enteri tis I:.18Y be due to B. enter­
i tidis, B. par8.typhosus, and cholera vi­
brio. Ulcerative ent critis of un..1.cno\m
origin may be seen. In severe foros;
fibrino-purul t3nt inflaTJInati on of the

. diphthoritic type.is present. Phleg­
Donous inflw~JUtion Lk1Y be encountered
at any point along the intestinal trnct.
Sone of the cases of so-called pri~,ry

peritonitis ~ny h~ye their origin in
enteriti s. This condi tion L1aY occur
at any tine. Note: once seen in wonan
who was beii1g sent hone fron hospital
after renoval of nixed paratid tw~or.



6.

l;;: bowel. Not all variations 'and phases
are to be seen in same individuals.
Acute manifestations tend to -be self­
limited; poriods of ~emission vaEY in
duration; condition fluctuates between
acute exacerbations and chronicity.

6. Historical: IIBloody flux" known for
more than 300 years in available

English literature. Wilkes (1875) first
suggested chronic ulcerative colitis as
distinct from epidemic tropical dysentery.
Hale-Wili te (1883) - first adequate .
description 0 f path9logy and sY1nptornatolo­
gy. Believed it to be a distinct entity
of u."1known etiology." Monograph by Gem:mel
(1898)~ Definite differentiation by
Vedder, Duvall,Eyro.

7. Etiology: Restricted nei ther to
sea.son , locality nor zone.. Apparent

increase since Great War. No respect
for age or sex. Apparently o~~lly di­
vided between both sexes. ,Most casea
fall in third, fourth, and fifth decades~

Ten unouestioned cases in children fro~- . .
7 to 15 years. Also reported in advanced
years.' Never has occurred in ~pidemics.41 '
No definite evidence of transmission.
In 560 cases, L(gan found four instances
in ~e faQily exception Eroves rule)5
PrediElposing factors - debility and over­
work; yet on other hand frequently seen
as acute invasion i:i.1 individuals in
apparently perfect nealth. In SOBe in­
stances associated with acute upper
respiratory tract infections (see Bargen)

8. ' Bacteriology: Mo st literature deals
with conjecture, impression, and

opinion.· Etiology has been suggested
because of presence as unusual in location,
increase in number of o;ganism (already
present) alterations in bacterial flora.
Fallacy, in fact danger, of regarding
coincidental or a110malous findings as
cause of given result, appears to have
been fo rgot ten.

a. B. Dysenteriae: Aberrant form of
bacillary dysentery (H:urst, 1927

England). ~ny supporters in Great
Britain, Canada, and Continent. Reason
offered similar appearance of lesions in
both conditions, startling responses to
intravenous lnjectioll of polyvalent

. antl-d7aenter1c sora. Hurst does YlOt
bell.,.ecau8e is foreign protein ilS in­
;I~tlona of immune horse serum do not [;1 vo

same result. Thorlakson <:J.ud Cadham,
Canada, (1928) found few cases ~ith or­
ganisms in u~cers. Recognize necessity
of further study before final opinion
can be given. Against view: Non-agglu­
tinatio~ of patient's serum with any
of known strains, non-contagious, ]1011­

transmissable, very rare to find :':lOre
-than one case in same f~ily, incre~se

in number of cases of chronic ulcerative
colitis without corresponding incrense
in true bacillary dysentery forms.
Cornrnent: In Minnesota experience bacil­
lary dysentery is not ~!common, especial­
ly as cause of II SUITll11er diarrheas".

b~ B. Coli: Bassler (1922) -
Authors isolated B. coli fr0D

normal sigmoid ulcers of amebic dysen­
tery and bowel of ulcerative colitis
produced sane lesions in aninalso No
convincing evidence of priraary etiolo­
gical relationship.

C e Unconnnon Bacterial T;)rpes:
e.g. , -B, proteus, B. p;yocyaneus,

B. rffilCOSUS capsulatus e Questionable evi­
dence as to any relationship.

d. Virulence Ascribed to Norma,l,
Bacterial Inhabitants of Colon: or _
lowered resistance to nOTI1Bl flora.
Th~oretica,l possibility; difficult to
prove.

e. Cocci: Diplococci, Pnewuococci,
Enterococci, Streptococci:

Autho rs state IIdiplococc~" is descrip­
tive, morphological term, describing
condition whiCh may be assumed by wBny
forms as listed above~. Diplococci max
change to characteristic chains in older
cultures. May be confused with others
in smeal. Pneuruococci rarely present in
bowel. In 300 specimens of norD~1 feses,
none found. Doubt if pneumococci can
thrive in hlunan colon or infect ~alls.

When dependence is placed on morEhologi­
cal feature, all who are familier vlith
bacteriological methods Imow it w.ay be
misleading. Enterococci probably should
be classified i~ separato group: little
tendency to chdns; not true streptococci
or staphylococci. Bar~on (Hayo Clinic
1924, 1925) working lu1dor RosenoTI ~ith

Rosenow's methods atten~ted to establish
gr~positive diplococcus as otiolosic
factor. Papers srrid to be inconplote
Rsf~r as bactoriolosical ~ork is con­
corned? Strains (~5) only (25) ~0r0
studied cuI tura.lly; 50 s tro.ins esto.l1li~3h­

cd on basis of Elorpholo6;Y n.Io!li:J, (in~_c ....

~ I
i
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10. .Clinical Features: '. Two main t;y~es

. (a) One essentially chronic, acute
exacerbations comparatively "infrequent,
usually not severe. May be localized to
rectum or gradually extend. Pnt ients
seem immune to general toxaemia* - Most
are ambulatory, relatively well nourisned•. _
or just below ideal weight. Nearly all
able to perform daily tasks: (b) other
type acute, rapid extension; soon present
marked toxaemia, and other signs of
severe di sease. _ Both show varying de­
grees of secondary anemia•. · S;ymptoms
depend upon severity end extent of i~~

volvement.

7.

9.-· Microscopic Anatomy:' Some observers
found no nerve cells? . Replacement

fibrosis with degenerating muscle and
rOUl1dcell infiltration common. : Large
ulcers covered by mucopurulent or
fibrinopurulent exudate leave eroded sur­
face on removal•. ~fucosa between h~~er-.

trophic, friable, and sanguinous. " Sup­
purative condylomata nny appear_. ,
Strictures apparentl~r not very common., '

h.. Vitamin Theory: :McCarrison has
shown that intestinal mucosa is

da~ged b~avitaminosis. Many clinical
ca%es, how~ver•. give history of well
bal'p.nc?d diet before onset... '. Secondary
s 19ns may appear."

i.' Focal Infection: .Role is not
clear. Should be eradicated

whe?ever,present. No indications to
d~t€ to show amelioration of signs or
symptoms. Experimental focal iJlork of
1~yo Clinic (mixed cultures). Non-
sp~cific?, .

:. j •. ,Vagotonia:, Apparently not
di rectly related, but condi tion

may follow in pati~nts who have had
irritable bowel, spastic constipation, ,
mucus colitis, etc•.

h•.. Duodenal Enzymes: ,'Thought that
hyperperistalsis caused partial

d~gestion of mucous membrane 1 "

11. Diagnosis: (a) Histor:r~: Dial"rhea
need not be present. St[lsis In:::"1Y

be fOUl1d. Stools l1k'C'.y be softer thnn
usual, although a little blood att.racts
patient1s attention.

(b) Stool shows nmcus and pus,
afton blood. Even duri~g remissions
occult blood test is pO~3itivc.,

(eO Sigmo i do Be op ic Gxnt} i 2-t-; t i 011

shows chtUH!,OS in mucous mcmlil'L1n0. G-oocl
~_. .

euratemethod?). Even agglutination is
unreliable with enterococci (often spon~

taneous)., Bargen claims lesion. produc,eo,
experimentallyi~ large intestines (30 to
32%) of rabbits following intravenous
injection of IIdiplococcuslt • . Similar le­
sions by intravenous injection of mixed
cul:tLres from cases of ulcerat iva coli tis.
No control stuCly except those done by
Rosenow for o"ther- types 6f investigation.
Cultural characteristics of ,.bargenls
diplococcus vary ~ith different obser-.
vers•. Thought by Bargen to belong to
enterococci, (streptococcus faecalis group)
Note: constant and ree;ular inhabitants
of normal faeces. (Cultural variation may
mean different types). Authors believe
not a single unquestioned confirmation 9f
Bargen IS work published to date, as all
workers use sarre method (mixed cUlture).
(1928) Bargents-answered major defect in
early (controls) work.' nather strains
of streptococci were frequently isolated.
None produced lesions in rabbi ts similar
to those described. II' No further descrip~

tion given. Authors studiod 14 cases
(eXacorbations). Ten t~.~es of streptococ­
cic including "diplococcus ll 'meeting ori­
ginal criteria of Bargen, isolated from
13 cases •. , In one, only B. _coli _. was. de­
monstrable. ,No 1 type was found to be
present in more than 3 cases._ In 2,
diplococcus was found, in 1 it was pre­
dominating organism•. Seven of 10 varieties
were injected intravenously (rabbits).
Experimental lesions (in one-half) varied
from involvement of mucosa to wall with
multiple hemorrhages (5 varieties includ­
ing diplococcus). Authors question speci­
ficity of]argen' s. organism and state
streptococci from ulcerative colitis as
well as many others produce identical
lesions in laboratory animais.. Flora
in presence of mucus, blood, and pus,
enterococci, ~1d streptococci thrive.
Can also be incre~sed in number by 'saline
purging, indicating possible hypermotility
factor "chango of flora". _

f. Positive Blood Cultures have been
secured from time to time (rare).

Too much significance ca~not be placed on
such f~ndings in an etiologic way (absorp­
tion).

g•. Entamoeba Histolytica Infectiop
with Ulcerative Colitis (may be

aa.oelated). Observed that after entamoe­
ba U,.ppear ulcers ~ co ntinue from see­
0Ddat7 lDfectlon (a1 so other tropical
......••)e".. .
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ference to difficulty in establishiDg
etiology (bacteriology). ShoTIS critical
viewpoint in taking into account two
t;Y])8S of diwease and natural course.
Definition indicates scope of diagnosis
is being enlarged to include milder
fOTIns (nc:v]' to. those mo see only
hospital, severe, types).

3. Pathological picture (Buie):
Easily bleeding, granular, diffnsely

inflmned muoous membrane, process' extends
throughout entire wall. Any part, or all,
of large bowel may be affected. Ile~

rarely ~ttacked; if involved, usually
only lower portion in latter part of
course in severe cases.

1. Reference: tarson, L.M., Proc.
Staff lieeting ¥Pyo Clinic. 6: 241­

245 (Apr. 22) 1931.

2. Definition: Chronic ulcerative
col i ti s rela.tively cormnon, may be

mild, symptoms not alarming, severe,
depleting, and occasionally fatal.
Teiology studied eXhaustively (Bargen)
Who, along with other investigators,
believes diplostreptococcus demonstrable
in l~sions is of etiologic si~nificance.

Logan (1917) 117 cases said metabolic
disturbance was among causes of condition•

4. Diagnosis: Roentgenogram (bariurn
enema) ~10WS characteristic

appearance; (diffusely narrowed, fore­
shortened 1 nonhaustrated colon). Oc­
casionally, regional or migratory ty~~

present, difficult to distinguish ex­
tensive tuberculosis or malignancy?
With clinical data, different ial cli.ag­
nosis usua.llJi- possible.

History fairly t3~ical. Discharge
from rectum of pus, blood, and mucous,
either vrl th or wi thout fecal mntter.
Usually dates back months or even ye~rs,

(remissions and exacerbations), during a
characteristic e-ttack froquency of eaual
intensi ty cla~z and night. Without tren.t­
ment COUTSO llsuall;y progrossos to cnronic.
invalid.ism. Onset insidious with grtJ"dunl

=~..;..------ ..
incroase in nmnbor of rectal di sch'-"rge.s,
or s avera (}!1d fuLmil1o.. tint;, '.T.t th !ill,:rk0d.
pro stration, anerllia, Cral,l}) s, fever, :t.:--.d
genoral dopletio:l. DO[Ltl~ is oftcD duo t.o
comr.'llicntions, :Lnclnding llmltiplc poly­
posis with ml:llit~:l'lnnt degonoro..tior:, pori-

~:.". ~".

way of getting cultures and protozoologic
specimen.

(d) Roentgenologic Aspects Day be
negative in nild restricted cases. some­
tines resemble spastic colon. Typical
forn shows lac3: of hnustra. and tube-like
colon. SometiL~s string of sausages.

12. Prognosis: Cures, by c~fferent ob-
servers (15%, 20%, 59%,,63%, 70%).

Crohn highest figure ".:7ith acriflavin?
Crohn wonders if the spontaneous natura-l
curability of disease is not just about
figure reported by various observers?).
Nn specific vaccine or sora· ewployed by
above obsorvers in trcatucnt save for lAayo
Clinic. Figures do not convey real ser­
iousness of severe types. Large nLvJbers.
of nild proctitis, oild signoiditis are
included. Res"ults look very good indeed.
Acute fulnii1n.ting severe cases present
high DQrtality regardless of treatTIent.

~ .

13. Treatnent: Prioarily uedical, die-
.tetic, rJodicinal ,and local. Fow

heal spontaneously. Sev(~ cases, usual­
ly discouraging. Apl)O,rent cure, whatover
agent, too often only followed by relapse.
Surgical intervention in severe cases·
should take nl2.ce earl:r: enough to do good
(not noribun'a. procedure). Appendico stogy:
and caecosto~y are of little value?
IleosigrJoidostowY is impracticable .When
rectum and sigmoid are involved, but may
be indicated when cecum and ascending

, colon are affected. Colectomy dangerous.
IleostoITW is the operation of choice. Do
not restore contim~ity until normal rrmcosa
appears, blood, pus, and mucou.s are not
found; othe~~ise recurrence may develop.
Heliotherapy is helpful, heat for gas
pains.. Foreign ~rotein been used.
Remarkable results follow polyvalent anti­
Q.ysonteric serum (in some). Intranmscul cr
injections of anti-pnemnococcis so~nn,

boiled milk, Bargen 1 s sorunl, vaccine) atc.
impression (anthors) IINo one who studies
these cases conscie~tiously over a long
period of time can fail to bo profoundly
discouraged as rog[l.rd.s treatment whatever
it I:~Y bo in severe cases of ulcorative
colitis. Until we lQ10W the real etiology
and can e stabl ish proph;y·laxi s or specific
treatment, '!Te foel thr~t this unhap})y
stato of affairs will continuG to provnil ll

•
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(s tool and proctoscope) 8; 2l?iclemic
dia.rrhea (undeteTInined et io log;y-) 6;
perirectal abscess, 3; hemorrhoidectomy,
2; opera t io:a for [1:.1a1 fis tula, 2.
Others were: (Psychic factors, 6; preg­
~lncy, 4; climate change, 3; urethral
dilatation, 1; "Rid-O-Fat" patent meo.i­
cine, 1; all probably represent a lower­
ing of general resistance.)

(c) Flare ups: 60% ascribed cause;
38% were (head colds, 47; removal

of foci, 15; influenz~, 14; sore throat,
6; sinusitis, 2; chronic infectious
arthri tis, tuberculous arthritis, con­
junctivitis, prostatitis, and cholecy­
stitis 1)•. Do not believe flare up
(removal foci) should deter. In e~ch
eventual benefi t overshadowed teIrq)orar3T
setback. 22 patients blamodpsychic
factor proof for recurrences, (seems to
be defini te significance in etiology).
lflUrray, "The outstanding trai t in coli tis
patients besides fearfulness is their
omotional irnmaturi ty-...,it goes wi thout
saying that diarrhoa is an infantile
response to fear. 1I

Agents of doubtful significance in
flare ~~s, 23 (menstruation, 10;
chilling, 6; hay rover, 2; pregnancy, 2;
migraine) 1; ether anesthesia, 1; and
smallpox vaccination, 1). Two stated
drinking alcoholic beverages brought on
s~nptoms. Only four could definitely
trace trouble to dietaI'"'J indescretions.

(d) Conclusion: In more than
half of cases of chronic ulcer­

ative coli tis, prod.isposing influenc G

could be ascertained, both as regards
initial attack and subsequent recur­
rences, and the lnajority of these in­
fections were in upper rospiratory tract.
Fact would tend to bear further evidonce
of infectious nature of disease.

Bargen, J. A., in discussion, said:- .......--.. -
This tJ~G of report offers several
valuable suggestions. It is worth ,vhj.le
not only from s tanclpoint of 171w.t may be
lec-"trned about colitis but much mort~ so
from stand.point of method of stud3r•

All 233 pationts VIere questioned,
observed, a::1d investigatod b::r Dr. Larso:1,
pers011ally. He i7ishcd to emphasize the
following po j.nts: 1. lvnny workers h:i.ve
substantiatod our original exporimDlltQl
studios; that is, diplostroptococcns ht:s
etiological siRnif!cnnco in chronic
ulcorati vo coli tis. 2. Chronic ulc\="l'tl,­
tivc colitis is cntit3r • 3. The c1.iSt;:'..~3,'

occurs in the activo period of 1ifc rtr:d

rectal abscess, severe j.ntestinal hemorr­
hage, endocardi ti s, and perforation of
bowel with general peritonitis.

5. Etiology: If1C1ny emphasize infecti.ous
nature although they are nO.t absolute­

ly certain ,;:1,S to the organisms responsi­
ble. Several clinical fa,cts .point to
bacterial cal/se, e.g., complica.tions
(arthritis, irritis, stomatitis, cutaneous
abscesses). same organism found in le­
sions of bowel Caj,lnot often be identified
in di stant infections (metastasis from ,­
prllfr~ry infl~TIWntion?). Definite im­
provement after foci removal withs~np­

tomatic cure although in some dis ease ilk'l,y

follow operation (previousl;y norrrk'll in­
testine). Colitis seems to be dissemina­
tion t."1.rough s~rstem of organisms previous""
ly lodged in foci. Onset and recurrence
of chronic ulcerativG colitis frequently
concomitant infection of upper respira­
tory tract. Any dise~se which lower~

ge~3ral resistance or local traumatiza­
fion of the borlfel likely to initiate the
disease of its recurrenCGi.

6. Factors ~hich predispose.
233 patients at Clinic (1930) were

studied. Sex of no great si&lificance.
~ about same as for any other infec­
tious diseaso. 73% between (20 and 50)
'youngest 22 months of age, old.est 73.
Nationality and geograph~~al distribu­
tion correspo:L1ded with Clinic registra­
tion.

(a) 233 cases (53%) show definite pre­
disposing factor (seemed to have rel~tion

to O..1.S8t of disense.) r In rOIJ:1D,7-l1der, .
C&118 on ind.ependent of any other distur1)...
ance of hoalth (about half). 124 casos,
predi'posing factor was definite infec­
tions in 52 (i~fluenza 31, head colds ll,
sora throat and appendicitis 2 each,
otitis media, sinusitis, whoopLng cough,
pleurisy, cholecystitis and epidemic
jaundice 1 each).

Note: Infections of upper rospiratory
tract are l~~n offenders (portal of ontry)
3 patients noticocl chronic ulcerative
colitis folloTIOQ removal of foci, 1 ton­
sils, and 2 tooth.

(b) 22%7 233 cnsos, local rosistance
of bovel lowered dUG to tra~una or

infoction. F[~ctors: Long hi story of
CQRat\p:,\'U.9Jl (lnxntives n;denoIrk:'1.s) 18;
a:ttacka of dio.rrhea folloTIod ingestion
oI:~QiQllZcooked food or polluted

,,,I:t1*1Dg _tor t 13; amobic 9Ysonto!X
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may take a severe toll. 4. Infections
of upper' respir~tory tract froquently
initiate the disease and even more fre­
quently cause eL~cerbations of it. 5.
Trauma of the colon, physical and mental
fatigue, and other conditions which
lowor porson's resistance, predispose.
6. Foci of infecti~n, not only cause
disease, but may act as smoldering vol­
canoes for patients afflicted with same.;
7. Evideuce at hand points to close
similarity between the causative org&~­

ism and 0 rga.'!1i sms f ound in upper re sp i ra~
tory passages i~ course of infections in
these regions.

Comment:
Method of clinical study is of interest

but evaluation is difficult. l~ny dis­
eases mentioned are difficult to diagnose
and may represent response to colitis,
e.g. "influenzall • No roferences were
ma.de in abstract to many workers who sub­
stantiated original experimental .study
although this may appear in original.
Neither is evidence given to show methods
used to demonstrate similarity between
the respiratory tract organisms and tho se
in the colon.

v. CASE REPORrr:

CHRONIC ULCERATIVE COLITIS.

The case is that of a girl, 10 years
of age, reafuilitted to the University
Hospitals 4-11-31, and died 5-14-31
(33 days).

Tuberculosis
1922 - Mother died of tuberculosis.

Mastoid
1929 - Mastoiditis, left, with

mastoidectorny. Wound discharged ten
months.

Anemia
Summer 1929 - ~!emia discovered and

treated.
10-20 (1)-29 - Wound st<hpped draining.

Colitis
11-4(7)-29 - Doveloped pain in abdo-

moat 4tarrhea, blood iYl stools, nnd
_1:Ia~ 'iX to aeven stool s daily. Ln,rgo

~_, ot 'blood at tims•
• _~c~·,~ ..

10.

12-3-29 - Stools became formed 8€ain.

Hospital
12-7-29 - Admitted to University Hos­

pitals. Physical ~~~il~tion: Markedly
anemic with sub-icteric tinge. l~~stoid

scar, left, with slight tenderness in
lower portion. Left ear dnurr perforated,
slight serous drail~~e. Bilateral tonsil
tags. Posterior cervical glands orr
right and left. Heart - Systolic mUTI:mr
over entire precordium. Abdomoil­
Distended and tympanitic. Liver and
spleen palpable and tender. Marked ten­
derness over descending and pelvic colon•

. Rectal - negative. Diagposis: Ulcer­
ativG colitis, probably from chronic in­
fection•.. Laboratorl: Hb. 18, rbc f s
1,850,000, wbc's 6,450, P 76, L 20,
and 1.1 4. Mc'lrked h~rpochromasis, aniso­
cytosis, and polychromatophilia. Stools
negative for ova, parasites, and blood.
Wassermann - neg8,tivee

Diet
12-8-29 - High protein, low residue,

and bland diet with buttermilk t.i.d.
12-9-29 - 250 cc. transfusion. X-ray

chronic mD.stoiditis, loft. X-ra~ of
sinuses and chest - negative.

12-12-29 - Proctoscopic - ~qny bleed­
ing points in rectal mucosa, No ulcer­
ated areas.

X~ray

12-16-29 - X-ray - left mastoid shows
large defect due to operativG procedure.
Right shows slight haziness of Bastoid
cells of outer portion, especially over
sinus. Significanco doubtful.

12-19-29 - X-ray of sinuses and rip1t
nnstoid - thickened I;1.1..lCOUS membrane,
right maxillary. Right a'1.stoid nega­
tive. Hb 57%.

Barium enema
12-20:29 - Bariun cnerJa. Colon sho'\7s

loss of haustration, especially in dis­
tal po rtion. C0218 idernble irrognlari ty
of sigooid. Appearance sugg~sts fairly
Darkod degree of colitis localized
chiofly in sig;noicl. A few Clreas of
u1cora t ion can bo t:lade out.

12-23-29 Floro scopic ,91' che st - net:';a-
ti ve.

1-'7-2"10 - 275 cc. "blood trn.nsfusio:1.
Respirator~r infecti on cleared ul:'.

1 ,..., r. r> 0 ITb ..-/",-< ~'. t c ,., r-; \)(') ('l.'-y')
..-GU-0 . - .! C'VjJ, 1 DC .:;J ...J J I '- ,-. , ~ \. \..
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and anemic. Laboratory - Hb. 42, rbc's
3,100,000, wbc's 8,050, P 39, L 60, and
M1. HJ~ochromasia, anisocytosis,
poikilocytosis, and anochromasia \nth
decided shift to left. Urine - except
for wbc l s occasionally ffild sU1all annuu!t
of albun1en, urine remained practically
negative throughout stay in Hospital.
Stool - frequent stool examinations
usually showed blood and lTIUCUS. T leO.8;
P 82.

Dysentery
6-8 - Agglutination test for Fle~~?r­

Shigo bacillus and administration of poly~

valent serum il1travonously suggested"
6-9 - Blood transfusion.
6-11 - X-ray of chest - negativeo
Complains of pain in abdomen &'1d rectuEl

daily. Medications: Bismuth subcarbonate
gr. v t~ied. Stern's liver extl~ct

capsules gr. iii t.i.d. Synlp of iron
citro chloride drams i t.i.d. Codeine
sulphate gr. ~S (M) occasionally. Bis­
uuth subsalicylate gr. x used instead of
carbonate also•

6-18 - Hb. 55% has increased. 13 :points
since blood t ransfusio:i1 two TI801:s ago.
Pain and diarrhea; pus and blood still
persist in stools. Pain and diarrhea are
relievod b~r bismuth snlic;llato. Plncooes
also effectivo in rolievinG pain and i~,:­

ducing sleep. Irritaplo {lnd uncoopcl':>.tiY8
at times. Tem:gern.ture vn..ries bot'.':eon
norrnal w!d 103 •

Still
eat
Advised
daily.

Proctoscopic
6-6 - Proctoscopic and hemorrhoidectomy.

Mucosa thickened, fibrous, and somewhat
polypoid in character. In the distal
10 em. of the recturn, there were several
flat, ragged, indolent appearing ulcers
with indurated overhanging margins" The
~lcerations were bluish in color. At the
~mcocutaneous 'junction anteriorly ~as a
large fi brous external hemorrhoid which
was ulcerated on its inneraspecte There

;,were numerous large external hemorrhoids
; entirely surrolL"'1ding the anal opening.
: There are a few snnll, very fibrous

Has gained: internal hemorrhoids. It was noted that
~he mucosa of bOTIcl is very friable and
,bled easily on examination. Probably is
the origin of tho bleeding which has been
noted recently. Procedure: The large skin
tag with its ulcerated inner aspect was
excised and the defect thus left 17as
closed ~1th several catgut suturGs~ Good
postoperative recovery.

from University
Improving daily.

2-1-30 - Discharged
Hospitals.

Dispensary
2-28-30 - Temperature normal.

has blood in stools. Advised to
rice, milk, bananas, andjello.
tea and mercurochrome enema once
and mine ral oil.

3-7 - Feels fine now. Put on general
diet. Enemas advised two times a week.

3-14 - Passing blood again by bowel
since resumption of regular diet. Feels
TIell. Vegetables and f~lits continued.
Tea enemas, mineral oil, and milk of
bismuth.

3-21 Weight about same. Still pass-
ing blood by bOrTel and hE.ving some ab­
dominal cramps. Has 3-4 stools daily.
Complains of so re thro ate

3-28 - Feeling Dmch bettor. Passing
very little blood by bowel. Using tea
enema.s and rnercurochromo.

4-4 - Improved. Liver, chicken,
and fish are added to dieto

4-11 - No blood in stools.
f ourpoun as.

4-25 - Had a little blood in stool for
first time yesterday. Add vegetables to
diet.

5-2 - STIRII alIDunt of' blood in stool
today. Avoid coarse vegetables. Is
taking mineral oil. Barium enema
advised.

5-5- - Barium enema. Comparison Y!Q&
made wi th the fi lIils Hlc'1de .Q1l 12-20-29.
The loss of haustrations in the distal
colon is not noarly as oarked at this
time, suggesting lnarked i~~rovewent

since tho l~st exaoination. The colon
now appears fairly norL~l. Conclusion:
Minina1 colitis, nnrkedly iLlproved.
5-9 - Blood in stool. Has been eating
vegetables. String beans in stool.
About four ctools daily. Continued on
bland diet. Advised ~uree and sieve
vegetables.

5-19 - Hr-ts lost two pounds. Meubrane
.in fossae where tonsils ~7ere rouoved.
Throat cultures uere negative.

5-28 - Has lost thr,;'e POUllds noro.
Enanas ndvi sed t\vo tines a we eli-. Has
haoorrhoids and is using supposi torios.

.ReadpJ.ttod
6-2-30 - Readmitted 1Q University
~. P!qs1cal. examination == no

. .... ftft41ng•• · The patient is very pale
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ener:as.

9-3 - SS enerJa, bariur.1 ei10ua. Findi:1gs
l".1Uch sane as last reported. Process still
presont appears t00 not abstained.

9-4 - No oedications now. Special high
caloric, bland I s diet, Happy and contonted.

9-8 - Discharged frm.~ Hospital. Te:~1Jer­

ature noroal.

Dispensary
9-29-30 - T~.1perature nor.oal. Weighs

67#. O. K. now. Diet - eggs, vegetables,
custards,bananas, and cereals.

10-20 - Looking fine. A little blood
il'l stools in two occasions. Weight 60=/1=.

11-17 - Weight 61=1/4#. HaVing S000

gas pa~ns. SLnll ffiJ01h~t of blood in
stools PRSt two days. Advised netaphen

12-1 - Weight 59-~/2#. Blood in stools
again. Vegetables onitted frOL1 diet.

Edema lJIineral oil advised.
7-17-30 - Temperature practically 12-8 - Weight 61-1/2#. Tenperatnre

normal now. C011siderable pain on eva- non~~l. EneL~s continued,
cuation this morning. Right leg and foot 12-22 - Weight 59-1/2#. TCDporature 97.8
very ederfk'\tous; left leg and foot slight- Coughing. Has acute nasal pharyngi tis.
1y edemn.tous. Lungs negative.

7-28-30 - Rbcls show Doderato hypochro- 12-23 - Blood in stools nlnost daily DOTI.
masia, anisocytosis, and poikilocytosis~ Stools not wellfornod. Advised (1)
Neutrophiles are slightly toxic. Leu- 8nOlJn uith soap of sodiur~ riconcilate,
cocytes are slightl~r increo.,sed i11 percent "·find (2) lactate.
age and show SoDe functional changes. 12-30 - Looks better. Had crm~ps after
Platelets appear to be slightly reduced soap and lactate.
on smear. Since blood is only toxic, i t 1-6~ Weight 60-1/2#. Feels :duch better.
may be possible to increase Hb. on Diet now includes ground spinach and
Blaudts pills (10) daily. finely mashed carrots.

8-15 - Has lost 10# in last 6 months. 1-13 - Stools well foroed. No pain.
Barium enema. Colon filled out fairly ROSlliJe of treatuent now being curried on
well and showed only slight iL~roveDent every other evening - t~~es a Dercuro~
of ulcerative colitis since last examina- chroue eneoa, 20 ninutes later takes 2 oz.
tiona The proxirJal colon still appears of 2% Larson's soap in 8 oz. of TIater.
fairly nornnl.' Diet nov'7 is potatoes, carrots, r:acaro!1i,

custards, tapioca, ceroals, crear~;.. ~ of
wheat, cooked nilk and crearJ, and banan~s.

Is truring lactose drans ii t.i.d.
1-20 - AbdoDinal exercises advised.
1-27 - Weight 62-1/2#. Pulse 128. No";7

taking biscui ts of 50% wheat geln. Tre,c8
of blood in stools, 2 days after biscuits.

2-6 - Ener.Bs di scant inned.
2-13 .... Weight 61-3/4#. Still taJ:::'::'G

lactose.
2-20 - Weight 62-3/~j. Sees a little

blood i~ stools DOTI.

2-27 - Blood in stools at tiDes. I.Ioth-::l'
thil1ks blood is fran Uri118. No p[dn.

3 6 m' It 60~ rna ~r till~o q~.- - IvOlg'l I,. 1 [~I:.' :1, -'~. • •

pulso 100.
.- 3-13 - Loss blooel in stools. Slc~)ps

b 1 d } " ll" pl., t, J~ .'\,.11_~L·'liottor ut 10a n.ews OCC(lSlCH1~:"'_~,,, -' --.

Proctoscopic ,
7-1-30 - Proctoscopic examination ­

complete denudation of rectal ~TIUcosa and
epithelium. Proctoscope passed under
gas anesthesia. Rectum and sigrlioid show
large areas of ulceration plus formation.
of polypoid masses. and tags of mucosa
which projects into lmman of bowel along
the entire length of the visualized
bowel. Appearance is th~t of ulcerative
colitis. Advise daily injections of
1...3000 acriflavine with patient in in­
verted position and kept sa for 15 min­
utes. Later nny substitute 10% argyrol.
Apply 10% argyrol and thymol to ulcera­
tion about anal canal.

7-5-pO - Diet changed from bland to
high carbohydrate. Medication as ad­
vise'd above.

Transfusion
8-22-30 - Temperature is norr:Jal~ pulse

150 to 100. Seens cOLTIortable ID1d had
Dedication now, bisr-nth salicylate gr.
x t.i.d. Blaud's pills capsules ii
daily. Rectal irrigation using acrifla­
vine 1-3000 followe~ by 2% nercurochrone.
Blood transfusion caused rise of Hb.80%
and caused nausea and voni t ing fo r a da;y,
then oarked iuproVODont.

8-28 - E~jinatio~ of teeth by Dental
Deplrtr:J3nt - slight gingivi tis. Advi sod
prophylaxi s.

8-30 - B1s~mth abd Blaud's pills stop­
peA. Irrtgat10n being c~ntinuod.

8.2.- castor oil oz. R. Irrigations
'. di,lOOnt lwed.

. ~.:...
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Negative
4-29 - Pus taken for autogenous vacci~e

frow ulcers in rGctm~. Report froD De­
part~ent of Health state that no dyscnter3
typhoid or para-typhoid bacilli have
been found in stool or fecos. Condition
seems somewhat inproved. ~-ray of teoth
shows affection of pulp in one of the
I::lolars" Extraction advised.

5-1 - Molar extracted under gas. Cul­
ture was taJ~on from root of tooth. cal­
cium chloride gr. x b.i.d. being given.
Repeated irrigation because of soreness
of rectur.l. Has frequent liquid stools.·

5-2 - Ankles cdorua.tous. Very UnCOEl­

fortable.

Pain
5-7 - Still co~laining of the

abdoLlina1 P~:':'1 and diarrhea. Very weak
and tired.

5-9 - BisTJUth subcarbonate gr. LX t~i.d~

Is still getting paregoric, cod liver
oil, organe juice, calciun chloride, and
rectal irr~gations, with oil retention
enerJas daily.·

5-11 - Has sovere continuous a1)doninal
pain. Is voryunconfortable. Codeine
sulphate grc; 1/8 given by uouth.. 350
cc. of citrated blood given by trans­
fusi0n followed by 500 cc. of intrnven~us

saline.
5-12 - Conplnins of difficulty in

breathing, otheF~ise foels good.

,~,~.~ "

Transfusion
4-15 - Blood transfusion 300 ce. Is

on typhoid diet.
4-17 - Poor night due to m.a,n~T watery

stools. Te~erature 99 to 100.
4-20 - 20,000,000 typhoid organisms

for protein reaction, intravenously.
Temperature varies 96.4 at 6 P.M. to
102 at 7:30 P.M.

4-22 - Feels better.

Readmi tted
4-11 - Reaimitted to University

Hospitals. Complains of some pain in
lower abdomen, specially on left side.
Heart tones clear, regular, and no rffilr­
murs. Abdomen - slight fullness and. .
slight tenderness in lower left quadrant.
Laboratory: Urine - except for occasional
wbc Js, urine has rerG3.ined practically
normal. Frequent stool e~inations

usually sho'.'Ted blood and nIncus. . Hb. 65,
wbcls 4600, rbcls 3,620,000, L 72,.E 1,
andM 1, P 26. Hypochromasia, aniso­
cytosis, and slight poikilocytosis.

4-13 - X-ray of chest shows no evidence
of pathology. Barium enema shows marked
ulcerative colitis as previously reported.

4-14 - Paragoric 1 cc. b.i.d. Cod
liver oil drams 1 b. i. d. Orange juice.
Blaud's pills ii daily. Rectal irr~ga­

tions with acriflavine 1-3000 followed
by 2% mercurochrome daily.

appears pale with slight icteric tinge.
•. ~vised ~pinach soup and small armunt of

spinach leaf.
3-20 - Weight 59-3/4#. TeI~erature

98.4; pulse 90.
3-27 - Weight 58-3/4#. Complains of

pain when eating and on urination.
Tincture of belladonna gtt.iii t.i.d.

4-7 - Weight 54#. Hb. 28%_ Tempera­
ture 98.4. Co~plains of pains in abdom­
men and bloody stools. Advised to
enter Hospital.

Transfusion
5-13 - Medications now - cod liver 0i1

t.i.d., calciUI1 chloride gr. x toi.d.
Rectal irrigations have been discontinued.
300 cc. citrated blood givon by trQl1s­
fusion~ Pntient hns involUl1tary defo­
cation. Is very weak and restloss~

AnKles and legs very oder.m,tous.. P;],ticl1t
talks irrationally. In stupor nost of
nftOTI10on. Teupernture 97" 6 to 102.2,
rectnllJr • X-rax of abdoE1on two day-s
ago showed no evidence of perforation

Protein shock of the bowel.
4-23 - 20,000,000 typhoid organisms 5-14 - Pulse very weol:. Responds very

for protein reaction, intravenously. slowly. Entire body very edeI-¥ltouS.
Reaction not indicated. CRffeinc gr. iii (H) and adrenalin M

4-24 - Looks palo and woak. No com- (H) gr. x given often from every 5 min-
plaints. Hb. 70. Still having diarrhea. utes to 15 minutes from 8:30 A.M. to
Urine normal. 9:40 A.M. Extremities cold. Respira-

4-26 - ~r.ay Q[ long bonos, rippt elbow, tions rapid. Fingers cyano~ic•. PLlpils
~ iiIlI!. J.9int appear normal. Com- of both eyes dilated. Resplratlon~ :v~-"ry

p1411l8 of stomach hurti!'..g. Given oil labored. Pupils do not react to l~S:l1t•
...'.tlonenemedaily. Pulse imperceptible, 11 :50 A.M. E:-a tus.L .

~~~kQ~;!L~- "i ... .



Autopsy:
The body is tha.t of a poorly nourished,

fairly well-developed, female child, 76
em. long, weighing approxinately 65#.
Rigor is present. F~ost&sis is purplish
and posterior. There is a 2+ edema of
the right leg and 1+ of the left. There
is no cya~osis. The Skin is a brownish­
red. The pupils are equal and regular,
measuring 4 ~4. in diameter. There are
puncture woun9-S in the antecubi tal
spaces and in the anterior axillary lines
on both si des.

The fat on the anterior abdominal wall
is about 2.0 rrrrn. thick. As the peritoneum
is entered, a yellowish-green fluid con­
taining whitish flecks exude from the
lower portion of the abdomen. The iTight
diaphragm is at the 4th rib, the left
at the 4th interspace. The PERITONEAL
CAV!TY is found to contain about 800 cc. )
of t1;le fluid mentionod above. The
APPEiIDIX is 4 cm. long, subcecal, and
free.

Tho LEFT PLEURAL CAVI~Y contain s about
300 cc. of brownish-rod fluid. The
PERICARDIAL SAC contai)'1s about 75 cc.
of clear fluid.

The HEART weighs 125 Gm. Tho forarl1on
ovalo is closed. The valves are norrnal.
Tho 'coronar~'- arteries show no changes.
The ROOT OF THE AORTA is normal.

The RIGHT LIDifG weighs 175 Gm., the
LEFT 150 Gm. They are grayish-pink,
dappled with black aroas 1 to 3 lilln. in
diameter. On cross section, thoro is no
evidence of congostion at the bases.

The SPLEE1T weighs 150 Gm. and on cross
section the trabeculae arc prominont.
Tho pulp is purplish-rod and has a fairly
firm consistoncy.

Tho LIVER weighs 100 Gm. and is light
broTInish-yello~. Tho surfaces made by
cutting evert slightly and arc also
bro"lffii sh-yellow. There r..ro tiny darker
browni sh PI,reas, .5 ms. in diameter,
dapplins the surfaces. The organ cuts
"\71 th slightly i:1cre3.sod resistance.

Tho GALL-:BLiillDER app':;flrs norE12l. A
dark browni sh fluid pns S8 S clO\Vi1'.7ard through
the ducts 0:1 'P'tGssurc ovcr the fU~,1dus.

GA""TRO T~'TrTl"':;;"m T-,- t. T mTl.\ Cm T'l-- 0 --r'"Ills of'.:::> - _:1'.1 .~:)11.J.".ti..LJ l~~ 1. .1' '1'-- ., ~

the colon aDTJC::.r thic2~:cmed. Thoro nTO !'W

s*gns of pG~for,,.,.tion on oxtcr~1nl OXZ1EliDD.­

tlon. On rcmovir.{,. the si€:I.':,101d and GGC'Q:.-l

from tho postorior roll J tho.; tissues bo­
Qeath aro found to bo th icl:en'Jd n:il
.....toU&, a.nd a purulent fluid o).,1.ldoG

froLl the cut surfacos over the psons
and ileo-psoas nmsclos. On o~GDinG

the colon, there 2,TO longitudinal
olongated ulcers tti th rounded Ti1argins
sone of \Thich show marked underElil1i.j'.g.
The ulcers vary in size fro~.1 tbose 5 CD.

by 1 cm. to those .5 CD. in diaDoter,
Dost of theu are in tho roctu':':l and
s~gmoid, and 3. fC i.7 in the descendi:1g
colon and cecUL'l. The SL1c'1.l1 intestine
shows a hypercuia near tho ileo-cecal
valvo. The wall of the sig::loid colon
is fully 4 em. thick in places and tho
cut surfaco sho~s yellowish-green ~re~s

as though infiltrated ~ith purule~t

naterial.
The PANCREAS shol18 110 abnoTLnl changes.
The ADREliJALS show slight posti.:lOrtoLl

autolysi s of the nedulla.
~1e LEFT KIDNEY veighs 110 GD., the

RIGHT 115 go. The capsule strips
casily. The surfaces B~de by cutt~ng

aro pale and evert slightly. The
cortical striations do not stand out
as clearly o.s in t..he l10rual organ.

~le BLADDER sho~s slight congestion
of the Ducosa.

There is a fibrinous exudate liko th~t

over the coils of the intestine oval'
tho utorus, tubes, and ovaries.

The organs of the HEAD FLnd NECK .'::,re
not oxanil1cd.

Diagnosis
1. Chronic ulcerative colitis.
2. Suppurative cellulitis of colon

and retrolJeri toneal tissues, of the
false and true pelves.

3. Fibrino-purulent peritonitis.
4. Serosanguineous pleural effusio;1,

left.
5. Slight pericardial effusion.
6. Fatty metamorphosis of the liver.
7. Cloud.y s':7s1ling of the kidi10ys,

liver, and spleen.
8. Puncture WOU11ds.
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