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I, LAST WEEK

‘ Date: February 27, 1942
“ Place: Recreation Room
Powell Hall
Time: 12:15 to 1:15 P.M,
Progrem: "Hay Fever in Children”

Albcrt V, Stoesger
Discugsion
A, V, Stoesser
Irvine McQuarrie
R. V., Ellis
Pregsent: 156

Gertrude Gunn,
Record Librarian

IT. MEETINGS

1. ANATOMY SEMINAR

Saturday, March 7, at 11:30
AWM, in room 226, Institute of Anatomy.

Jenn Hay Dougherty - "A review of
the literature on the eticlogy of leu-
kenmia,"

Robert H. Reiff - "Myeloid meta-
vlagia,”

N
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2, SEMINAR Ol THE STRUCTURE
AND BEHAVIOR CF PROTEINS

Thursday, March 12, at
8:00 P.M,, Room 15, Medical Sciecnces.

Professor M, H. Roepke - "Virus Pro-
tein Studies.”

5. PATHOLOGY SEMINAR

Mcnday, March 9, at 12:30
PoMs, Room 104, Institute of Anatony.

S, Bernick - "Giant cell tumors of
riandible, "

—_

L, CLINICAL RESEARCH CLUB

Monday, March 9O, at
8:00 P.M,, in Eustis Arnphitheatre.

Milton Levine and Heinz Siedentopf -
"An apparatus providing continuous
filtration in blood transfusions,’

Samuel Schwartz - "Chromatographic
study of biological pigments (with
dericnstration).”

John J. Boehrasr - "Tiect studies in
college students (preliminary royxort)."

5. CENTER FOR CONTINUATION STUDY PROGRAMS

March 23-28

Kenny Method of Treating Peliomyelitis - for medical

directors of training schools of physical therapy tech-
nicians (Joint sponsorship by National Foundztion for

Infantile Paralysis).

March 23-28
others.
March 26-28

April 6-18
April 30-May 2

Digeases of Rectum and Colon

Obstotrics or Gynecology - for obstetriciws

-~ for general practitioners and

Anegtheslology for nurse ancsthetists.
March 30-Apr. 1 Roentgenology of Head and Neck - for rcentgenologists.

Internal Medicine - for specisndists in interual medlcine.

and omceelesicste,

*



"IX%. TREATMENT OF PITUITARY TUMORS

Jules D. Levin

The purpose of this report is to call
attention to methods accepted today in the
treatment of pituitary tumors, to analyze
the pituitary tumor trcatment results at
the University Hogspitals during the past
15 years, and to compare our results with
those obtained elsewhere,

Anatomy and Physiology

The pituitary gland, or hypophysis
cerebri, 1s an egg-shaped grey mass about
the size of a bean, attached tc the tuber
cinereum by a cone-like gtem, the infundi-
bulum, and situated in the sella turcica,
which is a deep, dural-lined depresgion
in the sphenoid Pone just above and pog-
terior tc the sphenoid sinus. The bul-
bous portion of the gland conaists of twe
lobes, (a) an anterior lobe, originating
from the roof of the pharynx, and Ib) a
smaller posterior lobe which arises Ir-m
the floor of the third ventricle. About
the upper portion of the body of the
gland the dura forms a circular fcld,
the diaphragma sellae, with an amplec
foramen thru which the infundibulum
pagsses,

Pitvitary tumors of clinical interest
are limited essentially to thoss of the
anterior 1lobe, and arigse from cne or
more of the 3 types of cells found in
this lobe: (a) acidephil or ecsinophil
cells with granules gtaining with eosin;
(b) basophil cells with granules stain-
ing with haematcxylin; the eosinophil and
bagovhil cells are classed together as
the chromophil cells; (c) the chromophobe
cell with non-granulor cytoplasm which
8tains faintly. The chromophcbes make
up abcut 50% of the total cells, the
acidcphils about 39%, and the bascphils
about 11%. The chromophcbe cells are
the mother cells and may differentiate
into either cf the chromophilic types.
The chromophobe cells are generally
thought to be without gecretory function.
The somatotropic or growth and develcp-
ment regulating principle is elaborated
by the eosinophil cells, while the zonado-
tropic or reproductive regulating princi-
B vle is produced by the bascphil cclls.
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The chromophil group 1s also credited wit
the production of thryotropic, adrenctrc-
pic, lactogenic, and diabetogenic prin-
ciples,

Incidence and Pathological Physiolcgy

Intracranlal neoplasms constitute
nearly 2% of tumors found at operation
or necropsy. Pltuitary tumors make up
approximately A% of intracranial tumors
or about 0.12 percent of all tumors;
roughly, 1 out of every 800 tumrrs is
located in the pituitary gland. Costello
in a study of 1000 pitultary glands in
routine necropsy examinations, frund aden-
omata of microscopic size in 22,5%.

Tumors of the pitultary gland cre
ugually benign adencmata. The occasional
malignant tumor is adenocarcinomatous.
The benign adenomata are divided into
5 main groups according to their cell
origin: (a) chromophobe adenoma, which
ig the commoncst variety of pituitary
tumor, gives pressure symptoms only, (in-
cluding symvtoms of piltuitary insuffi-
cicncy by a compregsion of functioning
eoginophil and basophil cells)., The
adenona often remains confined to the
sella, causing disturrance only in skele-
tal and sexual development, More fre-
quently, however, it distends the sclla
and may wltimately rcach such size to
implicate the optlc nerves, optic chlasm,
and optic tracts, as indicated by viecual
field changes. 1f it brecaks thru the
membranouns roof and presses on the tuber
cinerewn, hyvothalamic adiposity may be
suner-added. (b) The acidophil adencio,
which occurs a good deal less frequently
than does the chromophobe adenoma, is
associated with overgrowth, i.e., gigon-
tism and acromegaly. (c) The basoprhil
adenoma, which giveg rice to the well-
mown Cushing's syndrome, is the least
cormionn of the benign groun. The nalis-
noant adenonmn is relatively rove, It
destroys tic bone of the base of the
skull, bursts thru the roof of thoe o¢
invades the fleor of the third vountrl
and causea gpontincous dccorprossion,
accounting for the fact that nallgnant
adenoriata are relatively syryton-1rooe i
the early staoen as capred with the
benigm adenornato,
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The incidence of the various types of
pituitary tumors in Cushing's series of
~verified tumors over a period of 20 years
(1913-32), and in our series over a per-
iod of 15 years (1926-41), is as follows:

Types of Pituitary Tumors

Adenona Cushing's  University
Hoaspitals
Chromophobe 260  77% 10 3%
“Acidophil 67  20% 15  49%
Basophil - - 5  16%
‘Malignant 11 3% 1 3%
Total 338 100% 31 100%

- It should be noted that Cushing described
the basophil adenoma and syndrome in 1932,
hence, in his geries this type may have
been included in other groups.

Pathological disorders from excessive
or Insufficient secretion of the various
cells are associated with adenomata of
anterior lobe, Acidophilic hyperpitui-
tarism leads to gigantism when the pro-
cess antedates osgsificatlon of epiphyses,
and *o acromegaly when it is of latver
origin., Hypopituitarism leads to adipo-
8ity, with skeletel and sexuwal infantil-
ism when the process originates in child-
hood, 2nd to adiposity and sexual infan-
tilism of the reversive type when ori-
ginating in the aduwlt. Hyperpituitarism
may be elther acidophilic or bascphilic
In type, in the former with excessive
gecretion of the growth hormone, in thec
latter, superabundant secretion of sex
hormene. Hypopituitarism mey also be
either ocidophilic or basophilic, the
former representing the obverse function-
al state as regards growth, the latter
invelving deficiency of sex hormone.

Many gradations and combinations of the
above occur clinically and may be ex-
Plained by the following: a tumor of
one cell type may cause symptoms due to
rerversion not only of its own sccreticn
but also of secrction of the other cells,
. the latter being caused by pressure

. atrophy due to encroaching tumor.

Symptoms and Signs

When the pitultary gland is involved
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in tumor growth the symptoms and sicns
may be grouped into those due to per-
version of cell secretion and those due
to mechanical encroachment and inereansed
intracranial pressure. The clinical
features of acromegaly, gigontisen,
Cushing's and Frohlich's syndromes, and
the sexual dystrophies are classic. The
signs and symptoms due to mechanical ef-
fects are of special interest, for it is
the progression or regrsssion of these
symptoms and signs that furnishes us
with an index of cefficiency of treatment.

Adenomata usually extend upward and
backward between the optic nerves and
under the chiasm and cause optic nerve
and optic tract lesions which vary from
decreased vision, visual field dcfects,
and choked discsg, to optic atrophy. The
incidence of one or more of st h visual
disturbances in the University Hospitals!
geries 1s shown below:

Visual Disturbances in
University Hospitals Series

Present 23 Th
Absent 8 265%
Total 31 100%

The variation of visual symptoms and
signs is due to extreme variation of
anatomical relations of optic nerves,
optic chiasm and optic tracts to the pitul
tary., The anatomical variation in length
of the optic nerves and the angle at
which they meet to form the chiasm is
shown in the slides. Generally the angle
formed by the junction of the optic
nerves and the chiasn is acute, the intra
cranial semment of the optic nerve is
long, and the chiasm is far back, that is
over the dorsum sellae; if the intra-
cranial optic nerve segment is short, the
angle i1s wide, blunt, and U-ghaped, the
optie chiasmn rides cover the tuberculum
sellae. Sanetimes, when the intracrani=zl
nerve gscgments are long and the chiasm
is post-fixed (i.e., it lies far back ove:
the pituitary and the dorsum sellae), the
nerve-chiasm angle may be wide 3spen be-
cause the optic nerves are less convergent
as they approach the chiasin,
a larger space in front of the chicem coud
betweernn the optic nervog,  Usueldly s srent



. elongation of the optic nerves results
in a post-fixed chiasm, with most or all
of the hypophysis anterior to the chiasmn.
Short intracranial optic nerve segments
result in pre-fixed chiasm, with the
pituitary posterior rather than anterior
to the chiasm,

The anterial cerebral arteries fre-
quently cross over the optic nerves to
converge toward the beginning of the
great longitudinal fissure of the brain.
If the anterior cerebral artery passes
over and conmes in contact with the optic
nerve it may compress the nerve, produc-
ing a groove in front of the chlasn when
the chiasm ig elevated by an upward growth
of pituitary tumor.

Bitemporal hemianopsila or temporal
visual field defect in both eyes is an
Irportant sign in pituitary tumors, but
other types of field defects also occur,
In the tumors at the Unilversity Hospitals
visual field defects were seen in 19 out
of 31 cases or in 62%. When present,
biterporal hemianopsia is called the
"signature of hypophyseal tumcrs." In
our series bitemporal hemianopsia was
present in 3 out of 19 cases showing
visual field defects or in 16% of all.
With few exceptions hemianopsia due to
pitultary tumors is deliberate in its
develcrment, It is an advancing pro-
cess and may be divided into stages. The
early findings may be mere visual field
congtriction; the defects usually begin
in the upper temporal fields and proceed
downward, and in the lower nasal fields
and proceed upward.

X-ray Changes

Roentgenography of the sella and
sphenoid sinus of the skull frequently
shows changes in pituitary tumors.
Encroachment upon the sphenoid sinus
has been reported in 50% of cases at
the first visit, while erosion of the
dorsum sellae and the posterior clinoids
vas present when the process was of long
duration (Frazier). Incidence of roent-
gen findings in our series is shown
below.
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Roentgen Findings in Pituitary Twnors
University Hospitals

Sellar enlargement

and erosion 25 80%
Normal sclla _ 6 20%
Total 3] 100%

Great increase
gests that the

in depth of sella sug-
growth 1s primarily intra-
sellar. Altho roentgenographic changes
are diagnostic of piltuitary tumor, their
absence dces not rule out a pituitary
lesion since these changes are not al-
ways present early in the dilsease,

Treatment

Three methods are available for
treatment of piltuitary tumors: irradia-
tion, surgery, and combinations of the
two. Endocrine therapy is frequently
used as an adjunct to the above methods,
many times with gratifiying results, but
it is not a basic method of treating
thege tumors.

Results in pituitary tumor therapy
depend upon clinical judgment; in some
instances irradiation alone may produce
the desircd effect; in others, it is
imediate surgery; 1n others, it is
surgery and irradiation, OSame of the
facters in the choice of therapy, to-
gether with results obptained, based upon
our cxperience and that of others, is
shown below,

Reoentgen Therapy

Since Beclere's and Gramegna's
first rcport on irradiation of pituitary
tumors (1908) improvement in methods
has been made, and the results are much
better than those of carlicr days., Un-
til recent years little more than pallia-
tive therapy was administered to »itui-
tary tumors becausc there was the
pression that brain tumors were radio-
regsistant and there was thie ooy taot
large doges of irradiation would dumnse
normal brain tissuc. It

an-

1 now nown
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3thﬂt large doses, properly administered,
do not damage the normal tissue.

Superficial tumors may recoive moder-
ate doses of irradiation thru a single
portal, but deeply situated tumors, like
those of the pltuitary, must be treated
more vigorously thru multiple portals.
The technic of irradietion employed here
at the University Hospitals! Department
of Radiation Therapy is as follows:

220 K,V,., 15 milliampereg, Filter =
1l Cu, + 1 Al, H,V.he = 1.7 mm, Cu.
1200 r. (in alr) given to each of
three fields - Right lateral, left
lateral;, and anterior superior.
Total dose of 3600 r, given in 17
days. 1Lk0O r, to tumor.

Same dose may be repeated in 6 months
if necessary.

Of the 3 groups of pituitary tumors,
the basophil adenoma is the most radio-
respongive., The effect of irradiation
1s noted through decreased secretion of
the hyperplagtic and hyperfunctioning
cells, Reports of the resuwlts of ir-
radiation treatment of basophil adeno-
mata are meagre, Most authors agree,
however, that irradiation is the treat-
ment of choice, that definite improve-
ment in symptoms occurs with adequate
radiation therapy. Our limited exper-
lence bears this cut.

Irradiation of Basophil Adenoma

Patients treated: 5
Vision involved: 3 60%
Vision nct involved: 2 L 0%
Vision improved: 3 100%
Vision not improved: 0%

Headaches present: i 80%
No headaches: 1 20%
- Headaches improved: 3 5%
* Headaches unchangod: 1 25"
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Acidophll adenomata; whose host com-
plains chiefly of headaches and endocrin
disturbances, are moderatcly radio-
gensitive, and here, too, irradiation
gives a better result than surgery. Oc-
caslonally there is rapid fatal prolif-
eration in pituitary tumors, especially
in acidophil types, even after geveral
years of gpontaneous symptomtomatie in-
activity. KXaplan therefore suggests
that irradiation therapy should te ad-
ministered on the assumption that the
tumor 1is actively proliferating. Hence,
in apparently mild acidophil adenomata,
Intensive therapy is used to inhibit any
possible growth. Rand and Taylor (1935)
stated that in their 20 pituitary twmors
all 5 of their acidophil adenomata ghowec
marked improvement with irradiation ther-
apy, as evidenced by definite visual
field improvement. Our expei ence also
bears out this observation,

Irradiation of Acidophil Adenomate.

Total i3
Vision involved: 9 70%
Vision not involved: L 30%
Vision improved: T 78%
Vigion unchanged: 2 20%
Headaches: 11 85%
No headaches: 2 15%
Headaches improved: 8 73%
Headaches not improved: 2 18%
No follow-up: 1 9%

That irradiation therapy is suverior
to surgery for acldophilic and basophil-
ic adenomata is generally accepted, but
there ig considerable difference of opin-
ion as to the best method of treating
chromophobe adenomata. These tumors act
mechanically to produce symptoms, dis-
tending the sella, compressing the optic
nerves and chiasm, with resulting visual
disturbances. Surgical treatment removes
the bulk of the tumor and relieves the
pressure, but it is not certain that
irradiation will recue the size of the
tumor. Irradiation, producing hyner-
aemia and edema of the tissucs, moy tom-

—
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- porarily increase the size of the tumor

go that at the beginning headaches may
" be increased in intensity and visual

" disturbances may be more pronounced.
- Same consider this to be an indication
- for surglical decompression before irra-

diation, Satisfactory remission of
signs and symptoms were obtained in ap-
proximately 50% of the vatients with
chromophobe adenomata irradiated by
Sosman, which is less favorable than his
results in acidophil adenomata. Rand
and Taylor, in contrast to most obser-~

- vers, noted their best response in chromo=

phobe adenomata. Our results compare

- favorably with those of others:

Irradiation of Chromophobe Adenomata

Total patients Q

Vigion involved: 9 100%
Vision normal: 0. -

Vision improved: 6 67%
Vision wnchanged: 3 33%
Headaches: 8 894
No headaches: 1 11%
Headaches improved: 7 889
Headaches unchanged: 2 12%

Most authors believe that solid
tumors respond to irradiaticn betier
than cystic varieties, 1In cystic
tumors, surgery gives good immediate re-
sults due to decomprecssion of the tumor,
Irradiation should follow surgery to
preclude recurrences and it should be
started within 6 weeks to 3 months.

In 63 adenomata of the pituitary
treated with irradiation by Dyke and
Hare, 26.4% of 36 chromophobes were im~
proved and 40% of 25 acidophils. Surgery
alone improved 68% of the chrouwophobes in
Cushing's series reviewed by Hendergon.

Pfahler and Spackman recermend that
irradiation should be given routincly to
all pitultary tumors in the following
menner: 200%, 1600 r through 3 portals
in 3 monthg; if at the end of this time
there is no improvement, but rather pro-
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gression of symptoms, resort to surgery.
Sosman believes that 6 months of treat-
ment is advisable, and that surgery
should be employed only in those patients
who do not respond., If early visual fiel
defects are detected irradiatlon may be
effective in preventing progressive loss
of vision, but it is difficult to decide
how long it should be employed to the ex-
clusion of surgery. It is genecrally
agreed that the status of the visual
flelds and visual aculty 1s the important
index to improvement following therapy,
and 1t is the only guide which will deter-
mine whether to continue to irradiate or
to resort to surgery. Length of life is
no indication of value, for pitultary
tumors do not as a rule kill; they merely
disable; restoration of health and
activity is the important thing, and
especially is restoration of :zht, In

a series of tumors seen at Bellevue Hos-
pital, recently reviewed by Kaplan,

there was no regression in any bony
change, and if an enlarged sella was
demonstrated roentgenographically, there
was no evidence of shrinking or of sclero-
sis in the walls following arrcst of symp-
toms. Therefore, the visual fields and
not the x-ray findings of the sclla nust
sexrve ag an index of therapeutic measwures
The importance of frequent visual field
examinations cannot be over-emphasized.

Trradiation in tumors of the pituitary
is a therapeutic measure of established
value. When large doses of irradiation
are employed, tumors heretofore consider-
ed radio-resistant are brought infto the
radiocurable group. When vproperly ad-
ministered, intensive treatment does not
destroy normal brain tissue, Chamberlin,
Sachs, Sogman, and Grant all agree that
irradiation trial should precede swurgery,
except in patients with rapid and ful-
mimating visuel faillure.

Surgical Therany

In 1897 Giardanc proposzd o trons-
phenoidal approach to the vitultoxry
body, and this operaticn was rirst gue-
cessfully performed in 1907 by Schloeiier.
The tranafrontal operation was don by
Krause in 1903, using the same apprroach
that he caployed 1n 1900 ror the oxtrae-

ﬁ
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raral removal of a bullet in the region
f the optic nerves. TFrazier is credited

is indiceted. Gudden visual failurc, as
manifested by rapid diminution of visual

74th popularizing the transfrontal ap-
sroach, Since Krause's and Gchlaffer's
sriginal ventures numerous modifications
»f both approaches carry such familiar
1ames as von Eisclsberg, Kanavel,
Jalstead, Hirsch, Frazier, Cushing, and
Jeuer,

The following comparison of the oper-
ative mortalities during the various

periods well demonstrates the progress in

pituitary surgery:

Operative Mortality
During Various Periods

1905 (Horsley) = = = = = - 70 - 80%
1911 (Hirsch 12 cases) - - 16,6%
1912 (Cushing 29 cases) - - 13,7%
1012 to 1931

(Cushing 360 cases)- - 6.2%
1928 to 1931

(Cushing 39 cases)- - 5.7%
1939 (Grant 143 cases) - - 10.0%

Surgical treatment of pituitary
tumors is limited to those neoplasms
producing visual disturbances. Unless
the adenocma has become so large that it
displaces the optic nerves laterally and
the optic chiasm posteriorly, the chiasm
rides so closc to the tuberculum of the
gella that it is impossible to enter the

8ella without injury to the optic nerves.

Dandy advocated making the transfrontal
approach to the pituitary from the side
of poorest vision and if necessary scc-
tion of thils optic ncerve to expose the
lesion., Other neurosurgeons suggest
approach from the side of maximum vis-
ion because one can better see the good
optic nerve and thus avoid injury to it.
Complete romoval of pituitary tumors is
not possible because of the danger of
tearing the vessels of the circle of
Willis, and also because of the great

Probability of trauma to the hypothalanus.

Intracapsular enucleation is the more
safe and proper procedure.

Most neurosurgeons agrce that in ad-
. Vanced and progressive incrcased intra-
- cranial pressurc or encroachment on the

i)

chiasm and optic nerves, immediate surgery

flelds and visual acuity also requires
prompt operation. Grant believes that
unless irradiaticn gives definite improve
ment in visual findings within 6 weeks,
surgery is indicated. Other obscrvers
extend the period of trial from 3 to 6
months. The continuation of severe and
intractable headaches which are not in-
fluenced by irradiation is considered
by some neurosurgeons to be sufficient
indication for surgical exploration.

The transnasal or transphenoidal
approach has been abandoned in favor of
the transfrontal route for several rea-
sons:

l. The transfrontal approach gives
a better oxposure, faci_.itating
a more thorough removal of the
tumor, decreasing the possibility
of recurrence; also allowing nore
adequate exploration of supra-
gsellar and chiasmal structures.

2. The transfrontal route decreascs
incidence of postoperative menin-
gitis Tor it is an aseptic route
in contrast to the one through
the potentially infected sphenoid
sinus.

5. The mortality rate has been lower
with transfrontal operation.

The transfrontal route entails a right
transfrontal craniotomy; the frontal lobe
is elevated and the dura 1s separated
from the anterior cranial fossa. Disscce-
tion continues posteriorly to the wing
of the sphenoid bone and then to the mid-
line. The dura is incised on the antcr-
inr crest of the sella and the incision
is carried laterally for 2 cm. along the
wing of the sphenoid bone and anteriorly
parallel with the falx for 3 cm., in
order to obtain adequate exposurce ol the
chiasmal structures. The vegsels on the
capsule of the tumor are cozgulated be-
fore the capsule 1s incised; the iutia-
capsular contents are rerioved by cuwrets,
pituitary forceps, and aspiration., ‘''ho
capsule is then dissccted free 'rom thic
nerves and vesgels and drawn rorwand iato
the pre-chiasmal space where it io ro-
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:3ecteds Bleeding is controlled by
sompression with cotton pledgets or
coagulation. For best results the tumor
‘18 extensively removed with a minimum

of trauma. Most authors agree that cys-
tic chromophobe adenomata lend themselves
best to this treatment.

The following chart shows the chang-
ing methods of treatment of such adcno-~
~mata in the various periods since the
beginning of pituitary surgery:

Treatment in Chromophobe Adenomata

1913-19 - - -~ Transphenoidal surgery alone

1920-28 -~ - - Transphenoidal surgery
plvs irradiation
1929-35 - - - Transfrontal surgery with

28p

The following shows percentages of
patients alive and symptom-free in
Cushing's series:

Patients Alive and Symptom-Free
after Treatment

Interval % Patients % Symp-
Pogt-0Op. Alive tom Free
5 years 76.6% 70.5%

10 years Tl 55.0

15 years LL, G 40.6

20 years 31.6 38.1

The next chart shows the percentage of
S5-year cures (no evidence of recurrence)
according to the various periods of sur-

or without irradiation gery, in Cushing's series:

1936-present- Irradiation trial before
transfrontal surgery,

with irradiation as follow-up

therapy.

Cushing has the largest and best stud-
ied series, by Henderson, of pituitary
tumors. The mortality rate in 260 cases
of all types of pituitary tumors that come
to surgery was 4.9%. This is lower than
others (approximately 10% in Grant's secr-
ies of 143 cascs). The results with sur-
gery and surgery and irradistion based on
visua. improvement is shown in the follow-
ing:

Irprovement after Surgery of all
Types Based on Visual Improvement

Surgery alone (Grant) 38 55%
Surgery plus

X-ray (Grant) L6 T0%
Surgery plus

X-ray (Cushing) L7 71%
Irradiation alone

(Grant) 10 Increase in

efficiency
59% to 87%.

In our own series surgery was erployed
in 5 cases. In 2 the surgery was done
outgide of the Univergity Hospitals. Four
of the 5 were in extremis at the time of
operation and expired shortly after. The
remaining patient was given postopcrative
irradiation therapy and has improved con-
siderably (followed for 9 years).

Five Year Cures
According to Periods of Surgery

1913510 = = = = = = - - - 20%
192006 = = o o 2 = - - . 557
1929-32 - =« @ 4 - - ~ 4 71%

The chart below is a comparison of
S-year cures in Cushing's series with
use of surgery alone and with irradiatior
plus surgery:

Five Year Cures
According to Method of Treatment

b5, 2%
75.2%

Surgery alone
Surgery plus irradiation-

- em em e me e

Bailey and Cutler report 3 malignant
adenomata of the pituitary all treated
surgically with follow-up irradiation;
there were 2 operative deaths and ouc
heyear cure. Rand and Taylor report 2
pituitary malignancies both treated with
irradiation with no effect on coursce of
discase. Qur experience with one waliz-
nant growth is gimilar to that or Ran
and Taylor.

Conclusions

is the treoatment or
adenomata, acidovhil

the

1., Irradiation
choice in basophil
adenorata ard malimont
pituitary cland.

T

adenomata o1

*
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. 2. Surgery finds its greatest use-
*ulness in the treatment of chromophobe
adenomatea.

3. There still remains a difference
of opinion regarding the treatment of
non-cystic or solid chromophone adeno-
mata, In general, surgery is preferred.

L, Irradiation alonec may be used,
in chromophobe adenomata, if there is
continued improvement in vision.

5 Surgery is indicated when there
is progressive visual loss degpite irra-
Gdlation therapy and should be employed

‘when vision fails to show improvement.

6, Immediate surgical intervention
is indicated in all types of pituitary
tumors when there is sudden rapid visual
failure.

Te Irradiation prior to surgery is
of definite valuc and it probably does
not make swurgery any more difficult.

8., Irradiation following surgery
prolongs the period of relief and pre-
vents recurrences,

9. Constant cooperation between the
ophthalmologist, neurosurgcon, and
roentgesnologist is of utmost importance
in the rational treatment of pituitary
tumors.
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A

‘Iv. GOSSIP
Word from the Unit has been re-
-ceived in many letters to staff members
and friends. An optimistic, cheery reply
from our chief Lieutenant-Colonel L.
Haynes Fowler speaks of a plane ride which
“he took from Fort 5111 to a post in Texas-
apparently it was a good will tour to in-
troduce cur cormanding officers to their
neighborsg in the south. This trip was in
sharp contrast to the icy, slippery ride
by car which Colonel Fowler made from
Minneapolis to Fort Sill. The arrival of
the advance guard of officers brought
great Joy tc the early birds. Everycne
speaks warmest terms of the attitude and
helpfulnesg of the commanding officer as-
gigned to the Unit from the army, Lie ten-
ant ¥, V, Kilgore. Apparently, nothing
was left undone to make everyone comfort-
able. The Unit is quartered in comfort-
able wooden barracks. The chiefs of the
nedical and surgical services, Colonels
Borg and Fowler, are located in the per-
menent officers! quarters. Colonel Fow-
ler sends his best regards to all and
thanks everyone for their courtesy up to
and including the time of departure of
the unit, Word from Colonel Kilgore was
equally enccocuraging. He had many nice
things to say of the character of our
gtaff and their evident accomplishments,
He also spoke of the great pleasure it
was giving him to serve with U.S.General
Hospital 26. A card from Warner F.
Bowers, Major, Medical Corps, formerly of
Fort Leonard Wood, Migscuxri, gives his
new address as station hespital, Cqmp
Cliaffee, Fort Smith, Arkansas as of March
1. He hasg been appointed chief of <tThe
surgical department in an 850 ted hospital.
Major Bowers also agsked to have the roster
vpublished and here it is.

Executive

Cormanding Officer - F.V.Kilgore, Lt.Col.
Sanitary Officer - Theodore Olson, lst Lt.
Megs Officer - Robert M. Barr, Maj., M.C.

Receiving Officer - Gordon C. MacRae, Maj.M.C.

Registrar - Albert Hayes, lst Lt., M.C,
Detachment of Patients - Robert Rogers,
lst Lt., M.C.
Agst, Medical Supply Officer - Norman
C. Holte, 2nd Lt., M.A.C,
Asst, Mess Officer - Dale D. Shephard,
end Lt., M.A.C.

255

Medical Sorvice
Jogeph F. Borg, Lt.Col., M.C.
Reuben Erickson, Maj., M.C.
Douglas P, Head, Maj., M,C.
Philip Hallock, Maj., M.C.
Samuel A. Weismen, Maj., M.C,
Harvey Beck, Maj., M.C.
Thecdore J. Bulinski, Cap., M.C,
Randall S. Derifield, Capt., M.C.
William H, Hollinshead, Capt., M.C.
Robert E. Johnson, Capt., M,C.
Russell C., Lindgren, Capt., M.C.
Stanley W. Lundblad, Capt., M.C.
Lawrence M. Nelson, Capt,, M.C,
Pavid M. Craig, 1st Lt., M.C.
Robert A, Gireen, l1lst Lt., M.C.
John R, Haserick, lst Lt., M.C.
Charles G, Polan, lst Lt., M.C.
Vern C. Strough, 1lst Lt., M.C.
Rodney F. Sturlecy, 1lst Lt., M.C,

Surgical Service
L. Haynes Fowler, Lt. Ccol., M.C.
Edward T. Evans,; Maj.,; M.Ce.
Jercme—-A., Hilger, Maj., M.C,
John R, Paine, Maj., M.C,
A. G, Plankzrs, Maj., M,C.
Wallace P, Ritchic, Maj., M.C.
Georze 3. Bergn, Capt., M.C,
John D, Galloway, Capt., M.C.
Mayver Z. Goldner;, Capt., M.C.
Lyle French, Capt., M.C.
Lyle Hay, Capt., M.C.
Conrald J. Holuberg, Capt., M.C.
Karl E. Sandt, Capt., M.C.
Leonard Titrud, Capt., M.C.
Herman Keschnitzke, 1st Lt., M.C,
Richard E. Reilley, 1lst Lt., M.C,
Baxter A. Bmith, lst Lt., M.C.
Vincent Swansocon, lst Lt., M.C.
Arnold Kremen, lst Lt., M.C,
Frederick B. Mears, lst Lt,, M.C.

Leberatory Service

RObCI’t HCbbGl, I‘I&j.) I\'j.CO
Paul Kabler, Capt., M.C.
Evyel Larson, Capt., M.C.

X-ray Service
Oscar Lipschultz, Maj., M.C.
Jack Chalek, Copt., M.C.
Eugene E. Ahern, lst Lt., M.C,




Dental Service Catherine M. Haggar

Gladys M. Halvorson
Eunice V. Hansen
Ruth A. Hanson
Lucia A. Helm
Evelyn B, Horstman
Bernett A. Jaeger
Alice M, Johnscn
Myrtle E. Kitchell
Dora E. Larson
Ernestine F. Liermann
Bertha A. Luker
Nurses Margaret Manchester
Derothy H. MclLean
Ione E., Peterson
Sylvia E. Davlovich
Jeane Ramey

Helen C. Redpath

Earle W. Nelson, Maj., D.C.
Charles Peterka, Capt., D.C.
Harold G. Worman, Capt., D.C.
Lyle A, Brecht, 1lst Lt.; D.C.
Virgil R, Ohlen, lst Lt., D.C.
Anthony J. Scholtis, 1lst Lt., D.C.

Edna L, Aderman
Daralene U, Buascher
Audra B. Bush

Ann H, Busgko

Reona P, Christensen
Jean D. Conklin
Dorothie H. Elliott
Esther 0. Emanuelson

Helen G. Spa.oerg
Gudrun E. Stenoien
Florence A. Tenney
Catherine M. Thorenec

Viorene A. Flygare
Adeline M, Gorder

Helen G, Vennes
Helen M, Welch
Willifred West
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