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STAFF CONFERENCE
University Hospital - Thursday, October 30, 1930.

Case 1.
Subacute Bacterial Endocarditis

The case is that of a white male 24 years of age admitted to the Univer-
sity Hospital on 2-12-30 and dled on 10—17 30. At the time of admission the patient
complained of; 1. fever 99 - 101°, 2. weakness, 3. lack of strength, Y. cardiac
palpitation. The patient stated that on the night of January 5th, 1930 before which
time he has been perfectly well, he went to bed feeling somewhat ill, He rose in
the morning feeling stiff in all his Jjoints and neck. There was no joint swelling,
heat or redness. There was no upper respiratory G.I. or G.U. disturbance., Stiff-
ness in the joints persisted omne day. 3 days later he felt feverish and saw a2 M,
D. when he was advised to stay in bed for 24 hours, after the fever had left. He
was also given medications. MHe remained in bed 3 days following which he left his
bed with o temperature of 97°, He went back to work st the Universit ty and on the
same day began to feel weak and perspired freely and noticed that his strength was
very much decreased. He 2lso ngticed that he had again developed fever, the tem-
perature at this time being 101 The patient returned to bed for another 3 cday
period. He again returned to hls work at the University. Had no fever but had
l1ittle desire to take care of his work because of his marked loss of strength.
During the latter part cf January the patient noticed on clearing his throat that
he could raise a slight amount of bright red blood along with the mucous. This
condition persisted for approximately 2 weeks. 17 days after the patient returned
to his usual worlz, he again saw a physician and was hospitalized at Minneapolis on
February 1, 1930 for observation. He remained in the hospital for 3 days and a
basal metabolism test was taken which was found normal, Doctor informed him that
his pulse was normal but that his temperature was abnormal. TFollowing his stay
in the hospital, patient stayed in bed ot home, February Uth and remained in bed
until the time of admission to the Univers ity HOSPltul on 2-1%~30, TFor 16-12 days
before pdm1551on the patient seemed to feel that he was feverish in the afterncons.
Also developed night sweats during the preceding one week before admission to the
hospital, Patient's past history was essentially negative., He had the usual
childhood diseases consisting of mumps, tonsillitis, followed by pneumonia and
diptheria 2 months following the attaclk of rmmpe and tonsillitis. Patient under-
went tonsillectomy at 13 years of age. There was no history of accidents, and
venereal diseases denied. Histery by systems was also essentially negative. There
wag no evidence of any ear, chronic nose, throat, or simus infection. There was a
Ligtory of frequent epistaxis 4 - 5 times a year for the preceding lp years, the
eplstaxis being brought on by blowing the nose., It is to be noted that the tonsil-
litis at the age of 12 was very severe. There is no history of clhorea or rheumatic
fever. In 1918 during an insurance examination, the patient was told that he had
heart trouble. There was no pulmonary history other than the pneumonia following

tonsillitis at the age of 12. Gastro-intestinal and urinary history essentially
negative.

Physical examination revealed a male of dark complexion presenting on e€x-
ternal examinction, a visible pulsation in the suprasternal notch and a sthenic
type of structure. Trere was also a funnel chest. Examination of the throat re-
vealed some injection of the tonsillar pillars and with tonsillar tags present,
The heart revcaled no thrill. There was heavy pulsation in the Hth interspace,
and the heart was considerably enlarged to the left by percussion. There was also
a to and fro rurmr over the centire precordium, systolic rathier than the diastolic
rarmr. This to and fro murgur was best heard over the aortic area and was trans-
nitted to the vessels of the ncck. Pulse was &4, Corrigan in type, there was a
pistol shot femoral and brachial. Durochiez sign was negative. Blood pressure
was 150£30. Examination of the aolomen was entirely negative. Diagnostic ilnpres-
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sion was aortic regurgitation and stenosis, probably on 2o basis of subacute bacter-
iel endo-carditis. It is to be noted thnt in regard to the physical examination by
the staff exanination of the‘he&rt showed it to be enlarged, especially to the left
and of the aortic type. There wos 8 gystolic and dinstolic rurmur heard throughe
out, diastolic was louder over the aortic area. There was a wnter-hammer -ulse,
pistol shot feroral and a positive Durochiez phenomena was reccorded. Capillary
pulsations wero alsc recorded. Nc peteclhice were noted,

Laboratory: A report from the Department of Healtl: on February 1lth,
1930 in regard to agglutinati-n test on blood concluded that ngglutination was
absent for bacillus nelitensis and bacteria tularense antigen, There was also
negative Widal and a negative acgglutination for pera typhoid A. and B, Examina-
tion of the blood on 2-13-3Q showed a Hb., &€0%, WBc 8,950, differential of P 67,
L 31, Bo 1, M1, Stool exanination was essentially negative. Blood culture 2-17-
30 was negative. Blood Wasserman was negative, Blood chemistry 2-18-30 U, N. 19.06,
sugar +091., The following month the WBc showed 16,000; blood cultures still nor-
nal. However, 3-12-30 a blood culture showed slort chains of streptococei, many
occurring singly and in pairs. This blood culture was reported in the same fash-
ion 4-19-30, Hb. 5-29-30 was 65%, and Rbes 2,850,000. Spinal puncture was es-
sentially normal. P.S.P. test on 65-23-30 showed an exeretion of 10% in first hour
and 20% in 2nd hour, total of 30%. Urinalysis on 2-13-30 showed spec. gravity
1022, acid reactinn, without sugar or albumen and with a negative sediment. These
urinary findings remained the sane until 3-14=30 when it was noticed that the spec-
ific gravity was lower, having dropped to 1012 and from this time until exitus
spec. gravity remained low, vorying from 1012 to 1006. Albumen was occasionally
noticed being present in a trace, Sedimental findings were completely negative
until Y4=26-30 when 3 - 4 RBcs per H.P.T. were noticed and an occasional WBc. These
findings were repented only intermittently and not constantly. 5-13-30 an occe+
sional gramular cost was noticed. 6-26~30 it was noted that there were occasional
RBcs ant WBes, casts and epithelial cells. This condition remained the same fron
day to day until 7-7-30 when except for a trace of albumen being present, the
sedimental findings were otherwise negative. The sediment on this date and until
the tine of exitus contirnued to be negative, and there were no unusual Tindings in
the remaining urinary tests.,

Electrocardiogram 3-7-30 concluded that there was myocardial disease pre-
sents T 2 and T 3 waves were negative consistently. X-ray exanination of the
simises and 6' chest 2-13-30 concluded that the sinuses were negative, and that
there was cardiac enlorgement which was moderate, aortic or hypertension in type
and in the 2nd stoge. B-8-70 chest exomination concluded thnt there was cardiac
enlargzerient of the left ventricular type and a vpossible slight pleural effusion.
3-U4-30 examinntion of chest concluded that the lungs were negative but that the
heart was enlnrged and of the gortic or hypertension type.

At the tine of admission the patient!s temperature was 1019, From this
time on the patient ran an up and dovm tempersture varying from 101° as an average,
with 97 as an extrerme low and 103 as an extreme high,

Miedications and nrocedures: mnercurachrone 2%, dichloramine T and boric
ointrient bed sores anl abrasions. Pectrol agar repeatedly and luminal gr. 3 repeﬁt;
cdly, IHorphine sulphate gr. + repcatedly. Cod liver oil repentedly, cascara

occasisnally. Blaud's pills, gr. 5 t.i.d. p.c. Anytol toblets 3.

Nurses notes: Poticnt reccived usual daily care. Most of the time he
was fairly confortoble anl drowsy, excepting for some poin associated with bed

sBores. It was noted thnt occasionally tho paticnt devcloped o chill. Patient's
appetitie was consistently poor. It was noted that the potient slept most of the

time. 9-23-30 noted that patient was complaining of pain in the cordiac resion
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' and that he had repeated emesis. 10-16-30 it was noted that the patient seemed to ..
!  have considerable rmcous in the throat and was unsble to cough it uvp. 10-17-30

. without umusual preceding occurrences it was noted that the patient's pulse was

. very weak and that he did not respond. It was also noted that the vatient's color
was very poor, Exitus occurred at 8:45 A,M. on 10-17-30,

On 2-18-30 1t was noted that the patient was continuing with a septic
fever., No petechiae were found. The spleen was not palpable., Urinary sedinent
and blood culture were negntive. Note by staff on 2-24-30 concluded that the con-
dition was probably a rheunmntic heart disease of aortic insufficiency. U-20-30
noted that there was a pain that was complained of under the left costal margin
which was concluded to be a nrobable splenic infarct with associated peri-spleni-
tis, 2-18-30 Cuff test applied for 12 minutes and negative except for £ dozen
small petechiae. 3-10-30 2 small petechiae were noted in the palm of the right
hand, pin head in size and tender. 6-6-30 it was noticed that the patient's left
arm and leg were paralysed. Physical examination also showed paralysis of the
left side of the face, with deviation of the tongue to the left, and deviation of
the uvula to the right. Biceps and patellar reflexes were increased on the left.
Ankle clonus and patellar clonus were present on the left and absent on the right.
Babinsky reflex not present on the right side. Abdominal reflexes absent on the
left, normal on the right. 6-7-30 hemiplegia on the left side of embolic origin
involving the motor area of the right side of the brain. This remnined essentially
the some tntil 9-5-30 when it was noted the patient was having considerable pre-
cordial pain. This pain was finally controlled by administration of morphine. 10-
16-30 noted that the vpatient was apparertly rwnning a Jdown hill course.

1. Subacute bacterial endocarditis.

2. Decubitus ulcers.

3. Bilateral pleural effusions.

4. Pericardial effusions.

5. Cardiac hypertrophy.

6. Myocardial insufficiency. .

7. Vegetative endocarditis of the left auricle, bicuspid and aortic valves.
g, Bilateral pulmonary congestion.

9, Multiple splenic infarcts.
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Carcinoma of Testicle With Metastases

o R

The case is that of a white nale 3% cars of age adni iver-
s?ty Hospital on 10~8-30 and died on 10--11-%0.y At the t?ie g?lzgggszgoﬁh:hgn;Zfr
tient complained of 1. pain in the chest, especially on breathing‘Z. pa{n in %hé
right hip, 3. generalized weakness, particularly in the rightvleg and arm, In
March 1930 the patient noticed pain In his chest and a swollen left testicle.

He saw a physician at this tine and vwas taken to a hospital and the testicle
re?oved. After 2 - 3 weeks he wes 2ischarged. He worked one nionth and all during
Ehls time he was troubled with pain in the right chest. His case at this tine was
uiagn?sed as a tuberculosis and the patient was sent to a sanatorium. Here he

was discharged after 10 day staf of "no tuberculosics found". He was then hospital-
1zed at Benidji and stayed there until adnission to the University Hospital. TFor
?he past.u ~ B weeks the patient has developed pain in the right hip and weakness
in the right leg and arm. His Temily state that he has lost considernble weight,
t?? exact amount not being kmown. TFor the rast 2 months the patient has had con-
s?&erable cough, raising some sputum. For 2 weeks before admission to the hos-
bPital, the patient has been raising blood in his gputum. Before the onset of the
Present condition the ratient was perfectly well, He had the tisusl childhood
diseages_copsisting of measles, chicken-pox, mumps’ and whooping cough. He also
??i dipﬁh%rla and smalipox. LThe patient was operated on in March 1930 for hernio-
famzlun¢ 1i§ova1 ?f left testicle. Most of this hi story was obtained from the

s Y as the patient was ugable to give it, Familsy history is essentially nege-
v1ve, except that 2 aunts of the patient died of camcer; one of cancer of the breast,

+he other of unkknown location, Patient!s ocrupation was thal o1 a 1armer and Then

& laborer. The past history generally and by systems is essentially negative
except for the developement of pain and weakness in the right Zip and leg and arm.
ﬁEurological history states that for the past 2 -2 wecks his memory has been

7 failine.

Physical examinntion revealed o white male, pale and very emaciated and
somewhat dyspneic. It was also noted that he had considernble difficulty in
moving his right arm and leg. There were no eye findings. There was considerable
lack of cooperation on the part of the patient. Examinntion of the chest revealed
dullness over the whole right side with decreased breontlk sounds and increased
voice sounds. There was increased tactile fremitus in that side. Blood pressure
as 1&0/105 and the pulse was 122 and regular. The heart was considered negative.
Exanination of the abdomen revealed some rigidity over the entire abdomen, pain
ond tenderness over the wvper abdomen. There was a scar in the left lower quad-
rant due to a herniotomy, No masses were palpable. The liver was not palpnted.
Genital examinntion revealed absence of the left testicle. Rectal examination
negative, Examination of the exbremities was entirely negative except the right
leg and arm whore the rmuscles vere considpred to be flabby and there was a bed-
sore on the right hip. Nervous and mental examination concluded that patient had
a poor memory and was complctely disoriented. Babinsly was considered positive
on the right and negative on the left,

Laboragory data: Urinalysis 10-9-30 showed spec. grav. 1026-, acid
reaction without sugar or aolbwien and witl numerous Wbes in the seliment. Blood
or 10-8-30 showed Hrv. 74%, Woc 27,500 anl Rbc 3,720,00. Differential of L 13, P
&7 «

X-ray examination of the chest and pelvis concluded there were multiple
netastases of both lungs and a ncgative pelvis,

| Medicetions anl procedures; Zinc oxidedressings were apnlied to the
decubitus ulcer on the right hip. liorphine sulphate gr. 1/6 given repeatedly.
8.8, enamps wero given, 1 cc was given. Cxycen tent vias avplied. Digalen was
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Nurses notes: at the time of admission on 10-8-30 the patient complained
of severe paln in the chest and right am. Sgemed partially paralysed, also right
hip. Complained of pain in Poth legs. 10-9-30 patient's breathing was quite lab-
ored. Complaining of considerable pain and discomfort. 10-10-30 severe dyspnea
was noted. Patient was unable to lie on his back or left side. He was irrational
at times, 10-11-30 the patient was very restless, perspiring freely, became in-
continent, pulse irregular and exitus occurred at 4 P.i. 10-11-30.

Progress notes: 10-10-30 X-ray showed metastatic malignancy of both lurgs,
probably a teratoma of the left testicle.

DIAGNOSIS:
l. Carcinoma of the right testicle.
2. Subcutancous hemorrhage on the lateral aspect of both arms.
3« Left herniotomy scar.
4. Carious teeth.
he 01d amputation of the last 2 phalanges of the left Hth finger.
6. 75 cc frec old hemorrhage in the peritoneal cavity.
7. Bilateral generalized plcural adhesions.
8. Generalized plcural carcinomatous metastases.
9. Right pericardial carcinomatous metastases,

10. Bilateral pulmonary metastases.

11. " " broncho-pneumonia.

12, Carcinomatous metastascs to the spleecn.

13. Carcindmatous metastascs to the liver.

14. Absence of the left testicle.

15. Carcinomatous metastases to the mediastinal lymph nodes.
16. " " " 1 prisht cerebrum.

CASE III, _ ,
INTESTINAL OBSTRUCTION -

The case is that of a white femnle 28 years of age admitted to the
University Hospital 10-17-30 and died on 10-30-30. At the time of admission the
ratient complained of: Chart does not contain a complete history and physical
examination by a clerk. Theodmission notes state that the patient was admitted
complaining of pain over the lower abdomen, nausea, dizziness, ringing in the ears
and stiffness of the fingers and toes with associated gencral weakmess., Stated
that the onset of her condition occurred at 6 A.M. on the day of admission. There
were sudden sharpabdoninal pains so severe that they coused the patient to douwble
up. There was associated nausea and vomiting and finally the development »f
tinnitus and carpopedal spasm. There was also & history of bad: pain, late
nenstrual period of 3 weeks followed by an abnormnal irregular flow with associated
clots and pain lasting 2 days instead of Y. Since the occurrence of this menstrua-
tion there has been some discharge and pain in the back. It was stated that the
patient had no pain in the back for sore time before admission. Patient had
heen wearing a pessary which had been changed on 10-16-30 and patient had dis-
confort since that time. Patient had 2 children, the voungest 6 years of age.
Past history - the general health was good, the appetite excellent, and the
patient was able to worlz hard. Bowels and urinary tract were negative. There was
no edena of the ankles, no dyspnea, no cough and no cosy fatigue.

Physical exanination at that tine revealed a well nourished femalc 28 ycars
of agec, curled up in bed, very restless, the fingers of the hands in accoucheur
position. There wns definite abdominal tenderness, especially in the right lower
quadrant. There was slight rigidity over this area without rebound tenderncss.
The liver and the spleen were not palpables There was no palpable mass in either
lower quadrant. Irpression by adnitting officer was possiltle ectopic pregnancy,
twisted ovarian cyst and adnexal disease. IExamination on 10-1%-30 by the staff
ghowed the observation of a nidline scar, tenderness over the entire lower abdomen
" with rigidity nwost narked in the right lower quadrant. At that examination posterio:
%a %0 tho cervix o nass was found extending from one adnexel region to the other,
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soft and cystic in consistency, extrenely tender and tenderness increased by
motion of the cervix. Mass was considered to be 2 - 3 cm. in Alaneter and

6 - 7 e, long. Considered to be lefinitely separated from the uterus. Diagnosis
was nade by this staff member of pelvic inflarmatory 'isease, ectopic pregnancy or
twisted ovarian cyst (7). It was considered that operation was necessary. A note
by another nember of the staff on 10-17-30 stated that the patient was seized with
severe abdoninal pain which was sharp, pilercing in character and caused her to
double up at 6:30 A.M. on 10-16-30. History obtained by this staff rerber

stated that the patient was nouseated all rworaning and eorly in the evening. She
began voniting in the afternoon anl was unable to retain any food or liquid sub-
stance, Patient contimed all doy with intermissions in intensity in the pain.
Pain was localized to the lower abdomen in the nidline an) on both sides, and

thet pressure in the right lower quadrant caused pain in the left lower gquadrant.
The last menstrual period was date of September 27. Period was one day late and
was of 2 days duration, normal period being of Y4 cays. Menstruation was
irpegular in that she passed occosional clots and at intervals flowed more fregly.
Exanination of the abdomen showed a midline lower abdominal scar which was
apparently due to uterine suspension. No rigidity, there was tenderness in both
;pwer guadrants, narked over the left lower quadrant. Pressure over the right
lower quadrent coused moderate severe pain over the left lower quadrant. No
nosses were nade out. There was no dstention present. Voginal and rectal
exanination - cervix was considered to point almost in the axis of the vagina.
Consistency of the cervix wasapproximately normal. There was bilateral laceration
and noderate patulouseness of the cerviz., IExamination of the corpus showed it

to be anterior in position and apparently held up anteriorly by a mass posterior
to it. The corpus was considered to be of normal size and shape, a little soft,
freely novable laterally. Pain was elicited on notion. Exanination of the

adnexa showed no mnsses palpable on either side, but pressure on the right

adnexal region cuased paln in the left adnexal region. There is a mass regular

in outline, flattened somewhat anteriorly and posteriorly with the longest axis
directed laterally. The nass is estimated at about 8 cn length, and 3 - 4 en in
widshe It appears faucet shaped, forming a half circle about the posterior

aspect of the uterus and occupying a larger share of the culdesac. Consistency

of the mass is cystic but not fluctuant and is uniform. Digital pressure and on
this nass cause moderate pain rmore noted over the left adnexal region. Diagnostic
impression of this staff member was extopic pregnoncy first, 2. ovarian cyst

with twisted pedicle, 3, pedunculated nyoma with cystic pedicles, 4, pelvic
inflamatory disease with abscess occupying the cul de sac. An examination by

a constulting staff merber on 10-17-30 showed that the abdomen presented no
rigidity and no rebound tenderness. Voginal and rectal examination showed a large
soft mass situated posteriorly to the uterus, having the feel of encepmulated
fluid. One area posterior to the cervix permitting a finger to be hooked into it.
The uterus was apparently freec of the mass which e xtends to the left beyond the
nargin of the wuterus and is at least 8 cm broad. The ipression was, 1, Bleedin
into a cyst, 2, twisted ovarian cyst, 3, Possible ectopic pregnancy. A dis-
cussion of the dingnosis stated that the sudden onset ruled out probably any
abscess formation in the pelvis or tubal abscess of chronic inflarmation. Laclk of
abdominal tenderness ani fever also tend to preclude the diavnosis of pelvic
abscess or tubal infection. Recormendations by this Staff nember were rest and
morphine, followed by operation.

Laboratory data: Urinalysis 10~18-30 showed Spoc. gravity 1022, acid
reaction, without sugar, cloud of albumen and with sedinental finlings of nany
WBcs, few clumps of pus cells and numerous Rbes. Rlood examination on 10-18-30
showed hb. §3%, Wbc of 17,450. Differential of P 94, I 6, group IE.

X-ray exanination on 10-20-30 of abdoren concluded that there was intestinal
obetruction of the snall bowel,
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Medications and procedures: Nose and throat cultures were taken. Ice bags
were applied to the abdomen. Vaginal and pelvic examinations were performed.
Head of the bed was elevated. Horphine sulphate gr. 4 and atropine sulphate gr.
1/150 given repeatedly. Fluid report. Lysol douches were given, enemas were
given with good results. 5% glucose and saline was given intravenously.
Proctoclysis was commenced. Hyperventilation was performed. Caffeine sodium
benzoate gr. 74 was given, I |

on October 18, 1930 operationws performed with the preceding dingnosis., 4
midline incision was made below the umbilicus and the operation findings were
ir the right lower quadrant; o very dark loop of bowel which was strangulated
6 - 8" in length. It was believed that this loop of intestine had herniated in
an opening in the right broad ligament. Patient was being operated upon when
the surgical staff was called in operative consultation. When the constricting
band about the bowel was found, it was divided and found that the hernia had
occurred through a hole in the terminal ileum about 18" from the cecum.
Operative procedure consisted of excision of this gangrenous section of the wowel,
inversion of the ends in purse string suture and inversion of the stump and a
lateral anastomosis was then made using 2 rows of sutwres anteriorly and posteriorly.
The bowel was aspirated before an anastomosis was made. 3Bloody fluid was obtained
from both segments. Both bowel walls were dilated and fragile, Anastomosis was
performed with facility and seemed satisfactory. Hemorrhagic fluid in the
peritoneal cavity was mopped out. Broad ligaments on both sides were intact.

Nurses notes: At the time of admission the patient was seen by 5 hospptal
residents. Patient seemed to be in acute pain and was nauseated. Patient con-
tinued to complain on 10~18-30 of nausea and abdominal pain. Had emesis of brown
fluid. The temperature was around 100° 100.4k. Sent to the operating room on
10-18-30 and returned in an unconscious and faix condition. 10=20-30 patient was
complaining of nausca and abdominal distress and being very uncomfortable. TLater
in the day the patient was noisy and irrational. Later in the day her condition

became gradually weaker, pulsc became imperceptlble and exitus occureed at
10:35 P.M. on 10-20-30.,

Progress notes: 10~19-30 intravenous saline and glucose was given. 10-20-30
the temperature was 104.4 and blood pressure 160/110 There was no abdominal
distention nor rigidity of the abdominal mascles. The wound was clean and there
was no fresk drainage. The chest was considered negative. Therc was some pain
in the midabdomen in the upper portion of the incision. It was considered on
this day that there were no signs of peritonitis or lung inw lvement., There was
no infection of the urinary tract. The hyperpyrexia was unexplained. Still
later on this date it was considered that there might be leakage from the
anastornosis and a portable abdoninal plate was made. The plate showed narkpn
distention of the small bowel with thickening of the bowel wakl shadows
suggesting fluid in the peritoneal cavity. It was considered advisable to give
intravenous saline and follow this by an ileostomy. Patient became irrational

and restless following intravenous administration of finid and went into a
stupor and exitus occurred. '

DIAGNOSIS:
1. Intestinal obstruction, due to herniation of the ileun through an
orifice of the mesentery of the terminol ilcum.
Gangrene with segnents of ileum.
Unhealed 18 cm right rectus midline incision.
0ld right anterior tibial scar.
Bilateral cubital henorrhage.
Generalized peritonitis.
Recently incised left broad ligameunt.
8. Severesd left Fallopian tube.
Possible carly broncho-pneumonia in the right basc.
10. TFatty motamorphosis of the liver.
11, 8ide to side bowel anastormosis 18 crm proximal to the cecwn.
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Panl H. Fesler, Superintendent of University Hoépitals, President of
Minnesota State Hospital Association, third Vice-president of the American

Hospital Assoclation, is elected to Presidency of American Hospital
Association at annual meeting dn New Orleans,

Former court reporter college man entered hospital field under guidance
of Dean LeRoy Long, University of Cklahoma. Under stern taskmaster
learned to builld organizatioi, make outside contacts and construct build-
ings. When superintendeat L. B. Baldwin, University of Minnesota, died,
noted hospital authorities had only one name to sugzest, Paul Fesler.

He came to Minnesota and repeated success of elsewhere. Has splendid
quality of developing departments under individuals rather than under
central control. Honor well deserved, large number of friends throughout
the country have supported candidacy. Now making triumphant tour through

0old stamping grounds. Will probably be back on the job this week. Con-
gratulations from the entire staff,

Leads

Roentgenologist Leo G, Rigler elected Secretary - Treasurer of Minnesota
Radiological Society after successful two-year term as President. President-
elect Kirkland, Mayo Clinic is now in charge. Dr. Rigler, through per-
severence and effective leadership has combined the radiologists of the

state into compact unit. He stimulated them to make contributions to
programs and to get together for mutual benefits. The society grew from

a small beginning to the present efficient size. Again our splendid
roentgenologist demonstrates capacity for leadership. We are proud ef -
energetic, efficient, affable Roentgenologist Rigler,

Heat

Turn off the heat in the Eustis amphitheater, say we all. Item #1 for
consideration of President-elect Paul Fesler when he returns from trip.

Conferencs

Very interesting case of woman who had signs of toxemia during repeated
pregnancies who finally died of a combination of cardiac failure and renal
insufficiency. Case to be considered Friday at regular staff conference
11 A. M. in Todd amphitheater. Everyone requested to be present.

Praise

Many visitors during recent convention visited University of Minnesota
Hospitals for first time. Favorable comment received, especially concerning
Health Service, Out-Patient Department and cooperation of men. Mr. Dunnevan

stopped here first on advice from frlends at home to visit Surgeon Wangen-
steen.

Psychopathic
01d Psychopathic Hospital committee reorganized, rejuvenated and reactivated
under able direction of executive secretary k. O. Beard. Purpose to organize

lay activities, medical organizations and others interested ingetting ap—
propriation for psychopatiric unit.

Drinker

Respirator now at University Hospitals through activity of Minnesota State
Depertment of Health by o special appropriation of Governor Christianson.

‘Possible aeroplane service already developed.

Anparatus consists of sheet metal tank equipped with comfortable bed and
The patient'!s head protrudes through o flat soft rubber diaphragm or
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eolla? attached to the body of the respirator, the rubber collar noking an air-tight
» seal about the patient's neck. The diamoter of the collar is adjustable, amd thus
- excessive tension on the neck of the patient is avoided.

By means of electrically dirven blowers and an aﬂproprlate valve arrangemert ,
the alr pressure within the tanlz is changed mlternately fron o few centimeters
negative pressure to normal atmospheric pressure. The negative pressure induces
inspiration - the cliest and diaphragn of the pntient expand and air is inhaled.
The return to atmospheric pressure allows the normal tone of the respiratory
mscles to cause expiration. Both the size and the ratc of the breaths taken are
under control of the attendant ond can be measured (or recorded) by means of a
suitable U-tube manometer, filled with colored water and connected by rubber tubing
to the body of the respirator. ' :

In general, negative pressure of about 12 to 18 cm. of water suffices to main-
tain adequate ventilation in an adult or child with complete respiratory paralysis.
I, the case of newborn babies in which respiration does not being within a few
ninutes after birth, lower negative pressures (from & to 10 crie ) have been found
adequate. Our experience indicates that the negative pressure used should be
sufficient merely to prevent cyanosis or obvious respiratory distress -~ nothing is
gained by using excessive negative pressures for long periods, while we have reason
to believe that such pressures actually do harm to the 1ung tlssue plrtlcularly
in the case of infants whose lungs may be atelectatice

Without having the purp stopped the patients can eat, drink and sleep while in
the respirator. A bed pan can be passed through one of the port-holes, enemas can
be given, and rectal drips can be adminitstered in deglutition cases., The noise of
the machinery, although not excessive, is sufficient to prevent the use of a
stethoscope in chest and heart exaninations. We have tolten roentgenograms of
patients! chests both while the resnlrator was runnlng and when the bed was pulled
out and the pump stopped. |

As a result of the 51V@11f10at10n of the apparatus, troatment in the respirator
has become more or less routine hospital procedure and does not require specialized
attention on the part of the authors. ‘ '

The indications are respiratory paralysis fron acute anterior poliomyelitis,
carbon mondxide (gas) poisoning, alcoholic coma, drug poisoning (rorphine, heroin,
barbital), drowning, postoperative resPlratory f vlure and asphyxiation of the
newborn.

The contraindications are simply those of observing the patient!s reaction to 3
the respirator. If the patient is not suffering from respiratory difficulty or is
not cyanosed, there is generally no point in using the respirator. If the patient
does not respond to the treatment and does not spontaneously breathe in
synchronisn with the machine, the artificial respiration may actually interfere
with voluntary breathing and certainly does no good. ZEven in the case of conscious
patients who are frightened and apprehensive but badly cyanosed, we have experienced
no great difficulty in putting them into the respirator. A patient can be trans-
ferred from a bed or stretcher to the rosplrator very easily in less than one ninute
by inexperienced persons.

- In meny instances morphine has been given to patients who are already in
respiratory difficulty but are apprehansive of the machine ardl are restless. This
treatnent has proved effective, especially in poliomyelitis, but obviously it is to
bc used only when the respirator is irmediately available or when the patient has
aiready been placed in it,.

The respirator showld be near at hand for the rosuscitation of infants who do
not respon? to the custonary respiratory stirmli at birth. A sufficient number of
prvients have been treated to indicate that for the newborn the respirator has a
very useful field. A special baby size res spirator has been developed. TIWwo L0 watt
lamps are attached inside to furnish light and heat. The head end is so arranged
that the angle of inclination of the baby may be adjustod. .

Extracts fronm Drinzer, J.A.M.A. 95: 12L9-1253 (October 25) 1930. (Fhilip, et al)
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