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LicamexTUM NEPHROCOLICUM. (LONGVEAR.)

Ilustrating the location of the nephrocolic ligament. showing the right
kidney attached te the colon and eecum by the peritoneum and ﬁm nepheo-
colic ligament. The peritoneum has heen drawn azide with a cord, and
the nephrocolic ligament iz shown isolated and drawn away from the gut hy
the author's forceps hook. The cecum hasz been turned half around in order
to show the insertion of the nephrocolic ligament, the ileum being turned
under the cecum.
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FOREWORD.

This monograph presents my views of the subject
treated, and is not a compilation or a historie treatise,
mention being only incidentally made of other epinions
and theories.

I believe that in the nephrocolie ligament 1 have dis-
covered the principal positive etiologic factor in nephro-
ptosis. The belief that a nephroptosis, becaunse of the
action of this ligament, must always be secondary to and
the result of a coloptosis (exeept when due to trauma),
and consequently should not be considered separately
from, but of necessity with, the prolapsed colon, explains
my reason for both the form of the title of the book and
the etiologic basis on which the subject is treated.

My contention regarding this action of the nephrocolic
ligament gives a raison d’etre for, and assists materially
in proving the truth of, the observation of Glenard, viz.:
“Lnteroptosis without nephroptosis, but never nephro-
ptosis without enteroptosis.”” This fact being accepted,
the consideration of the subject of displaced kidney by
itself, ignoring its cause and unavoidable accompaniment
in the displaced colon, wonld be a serious pathologic
error and an omission of a full statement of fact, which
would tend to lead to the unsatisfactory therapeutic re-
sults that have usnally attended the treatment of cases
of nephroptosis in the past.

The terms ‘“‘splanchnoptosis’ and ‘‘enteroptosis,”
while deseribing a condition which may exist in exeep-
tional cases, give an erroneous idea of the pathology when
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applied to all eases of nephroptosis, and tend to lead into
a maze of uncertainty and indefiniteness regarding both
etiology and treatment. Gastroptosis may be present
with a nephroptosis, but not necessarily so, as is the case
with a coloptosis, and when so present is almost inevit-
ably a sequel to the nephrocoloptosis, and one of the later
developments of the pathologyv. The liver has no ana-
tomie connection to be influenced by a nephrocoloptosis,
and hepatoptosis may oceur independently of any of the
other conditions,

To arrive at a working basis for treatment, it is true
that all of these conditions and their relations to each
other must be considered, but a concentration of thonght
upon the beginniig of the involvement of the pathology is
necessary to such an end. Still more misleading is it to
look into the pathology no farther than the loese kidney.
I believe that because of the commonly accepted and
erroneous idea of considering the displaced kidnev by
itself, the full pathological sitnation is misunderstood,
as well as the true significance and value of the symptom-
atology. It is quite commonly asserted by a number of
authors that this little body, when movable, ean, by the
pressure of itz weight, cause a variety of serious dis-
orders, such as a kink in the colon by dragging it down,
uterine displacements by the right kidney falling upon
the organ, appendicitis by its weight interfering with
circulation, ovaritis, salpingitis, menorrhagia, metror-
rhagia, hematoecele, cystitis, ete. When one considers
that the weight of the kidney iz only from four to six
ounces, this all seems absurd; and when the fixation of it
by the old methods—even when anatomically suecessful
—so often not only has failed to relieve the numerous
manifestations attributed to it, but has angmented them,
it is no wonder that many physicians have hecome skep-
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tical on the whole subjeet, and advise their patients to
rather bear the ills they have than fly to those they
know not of.

Patients are often told that the displaced kidney is of
little importance, and that all that i1s necessary is for
them to ‘“‘get fat’’ and they *‘will be all right.”” That
is quite a safe prognosis, as these patients usually can not
oot fat, but, on the contrary, continue to lose flesh, re
gardless of dietetic regimen, tonics, ete. These are the
patients who may be temporarily benefited by the Weir-
Mitchell treatment of forced rest and feeding. They get
up feeling much improved, and consider themselves well,
but the erect position soon causes a return of the irrita-
tion of the digestive organs, and consequent interference
with nutrition. The fat fades away, and the old drag
of colon on kidney and duodenum again begins. The
rest treatment is not to he deeried in these cases, but an
operation should precede it, after which the rest and
feeding will assist materially in making the cure per-
manent.

I was much in the uncertain frame of mind mentioned
when an aecidental observation during an appendectomy
led to the discovery of the action of the tissue which T
call the nephrocolic ligament. After this the pathologic
landscape became eclear, symptomatology meant some-
thing definite, and therapeutic indications hecame posi-
tive.

The operation referred to took place at the Solvay
Hospital, Delray, Mich., December 3, 1903, The patient,
a girl of 16 vears of age, had complained more or less of
constant pain in the region of MeBurney’s point and in-
ereasingly obstinate constipation for over a vear. After
a thorough examination (no radiograph), in which every-
thing was negative, excepting a sensitive area in the sup
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posed location of the ceenm and appendix, appendectomy
was decided on. Both kidneys were normally placed and
in no degree mobile. At the operation the cecnm, with
the appendix deformed by adhesions to itself, was found
in the bottom of the pelvic cavity. During the manipulation
it was noted that the right kidney could be pulled well
down into the abdomen by making traction on the cecum,
and, moreover, could be held in the prolapsed position by
continning the traction, so that it was impossible to re-
turn it to its normal position by counter-pressure with
the finger inside the abdomen. On removal of the trae-
tion, however, the kidney quickly slipped up to its normal
position. These observations led to investigations on
both the cadaver and the living subjeet, with the object
of ascertaining what connection there could be between
the gut and kidney that was strong enough to give sucl
a manifestation. The result was the isolation of the
tissue, which T eall the nephrocolic ligament, as the only
union between the gut and kidneyv which was strong and
inelastic enough to canse the kidney to bhe so readily
pulled down.

This girl’s constipation continned to inerease, and one
vear after the appendectomy, reasoning from myv previous
observations, I coneluded that the torpidity of the howel
was due to the low position of the cecum, and made a
nephrocolopexy, solely to relieve the constipation. The
operation was a marked sucecess, and has continued to he
0 up to a very recent date (October 17, 1908). At this
operation the nephrocolic ligament was found to be long
and lax, which accounted for the kidnev remaining in
place with such a marked coloptosis,

I helieve that a more general nse of the x-ray, a more
thorough palpation technie, and a due appreciation of
their symptomatology will resnlt in a needed improve-
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ment in the early diagnosis of these cases and conse
quently in the treatment of less of them for nenrasthenia,
intestinal indigestion, chronie appendicitis, cholelithiasis,
choleeystitis, gastrie dyspepsia, ete., and a practical thera-
peusis based on the existing pathology—the canse, and
not the efieci—will then receive attention.

Early diagnosis of these cases should also insure the
proper treatment before the development of symptoms of
a serious nature, which ocenr occasionally in an explosive
manner, and at unexpected and inopportune times. Such
a case came under my observation recently: A voung lady,
having a well-recognized nephrocoloptosiz, had improved
for several months and gained some flesh under the use
of an abdominal band. She became engaged to be mar-
ried, and a date was set and invitations issued for the
wedding, Three dayvs before this was to oceur, while
packing a trunk, she was taken with pain in the right
side, and a well-marked and very severe attack of Dietl’s
erisis developed, which completely prostrated her and
confined her to bed for several weeks, resulting in mueh
mental distress as well as bodily pain, and great incon-
venience and embarrassment of all parties concerned.

No one can foretell the stage of a nephroptosis in whieh
torsion of the pedicle may oceur and such an attack he
precipitated. Without fixation by surgical means, any
case i1s liable at any time to the aceident. The attacks
are not only severe and painful at the time, but, especially
when long continued, sequele of a serions nature are
liable to develop.

Diagnosis of this malady has not been tanght to stu-
dents in any practical wav in the past, and of recent years
teaching has been, at best, superficial. The nze of pos
ture, palpation, and the x-ray in abdominal diseases
should be as thoronghly taught elinically as is the phys-
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ical diagnosis of diseases of the chest. Very few general
practitioners know how to examine for nephroptosis;
they do not recognize these cases, and wonder where
their fellow-practitioners find so many. I was asked re-
garding this question, during the reading of a paper he-
fore the Michigan State Medical Society, by a country
physician of large practice, who said he had seen but one
case 1n several years. Another doubted my diagnosis in
a case which he had sent me, but subsequently demon-
strated the fact of the displacement by following my
written directions for examination.

I recently operated on a case of extreme nephroptosis
in a woman, who had been suffering from severe neuras-
thenia and malnutrition, and who had spent the last year
in a fruitless search for health, trying sanitarinms, osteo-
pathic and other kinds of treatment. She had been
examined by a number of reputable physicians, bhut only
one—a neurologist—told her she had a floating kidney,
and he barely mentioned it, remarking that it might
trouble her some time. She said she had had many elabo-
rate examinations of her chest, blood tests, tubereulin
tests, and urine and sputum analyses, but no one even
suspected the kidney and colon. She had been treated
by these physicians for neurasthenia and intestinal in-
digestion.

The forezoing is a common and, from my point of view,
a rather disereditable picture. The diagnostic obsessive
apathy that exists among the rank and file of the profes-
sion regarding the pathology in question is almost he.
vond belief or explanation. 1 believe the tendency to
neglect this serious pathologie condition is simply a bit
of every-day human nature, arising from disinelination to
delve into that which is not definitely understood and for
which, if discovered, one is unable to apply a satisfactory
remedy.
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What it is hoped to accomplish by here recording my
observations and experience is to furnish a remedy for
this unsatisfactory state of affairs. If by the use of some
original theories, and others equally as good, an etiology
can be formulated that is not only simple to understand
and reasonable in theory, but which is also based on
sound mechanical principles, a comprehensive symptoma-
tology advanced, a method of diagnosis deseribed that
every general practitioner can apply, and a plan of treat-
ment recommended that will give positive results in the
relief of symptoms, then my object will be attained and
the science of this important field of endeavor be ad-
vaneced.

The prevalence of nephrocoloptosis is widespread and
not wholly confined to any clasg, nationality, age, or sex.
The floating kidney is found among the Bedouin women,
who live a nomadic life close to nature, where the de-
velopmental restraints of civilization and the corset play
no part, as well as among the women of the most civilized
countries, where dress and artifieial ways of living are so
much in evidence. The hard-working, muscular factory
girl and the delicate, pampered society belle suffer equal-
ly. Manv cases of nephroptosis have been noted in
voung children, and I have seen a well-marked case in a
wirl of 8 vears of age,

Women are mueh more subject to the displacement
than men, and vet many cases among men have been
noted by other observers. Suckling® states that he has
found movable kidney present in about forty percent of
women and in six to seven percent of men suffering from
nervous digorders.

As my work has been almost entirely confined to the
gynecologie field, myv observations relate largely to ex-

I Movable Kidney, 1909,
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perience in connection with the diseases of women. OF
the last two hundred examinations of women presenting
themselves with histories of some kind of abdominal or
pelvie disease, I have found floating kidneys present in
fifty-six—{fifty-one right nephroptoses and five in whieh
Lboth kidneys were down, but net one case of only a left
displacement. In four hundred cases preceding this se-
ries I found seventy-six floating kidneys—seventy-four on
the right side and two on both sides—but here, also, nof
oite only on the left side. In another series of four hun-
dred cases preceding the second series 1 report only
twenty-three cases—nineteen on the right side and four
on both sides. These three series show percentages of
28, 19, and 5.75 respectively. The larger percentage in
the more recent series doubtless represents the difference
i skill acquired in their diagnosis, as well, probably, as
my inereasing interest in looking for them.

A comprehensive understanding of the subject should
lead to more thorough diagnostie effort directed to the
kidney and colon than is usnally displayed in the publie
mstitutions condueted for the treatment of those suffer-
ing from nervous and mental disorders. 1 have been of
the opinion for a long time that our asvilums and sani-
toriums have many chronic invalids whose mental re-
cuperation could be assisted by the discovery and treat-
ment of this condition. Many may also be saved from
complete mental breakdown by the early recognition of
the condition, as the long continued malnutrition, intes-
tinal irritation, toxemia, and neurasthenia caused by the
displacement are =o frequently the chief factors in the
beginning. The young woman who has a sudden nervous
eollapse, preceded for some time by indigestion, flatu-
lence, headaches, ingsomnia, progressive emaciation, and
anemia, mayv be suffering from nephrocoloptosis, and not
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be one of those common cases where the easy diagnosis of
““Just nerves’’ is made.

Suckling refers to nephroptosis as a frequent and most
positive cause in mental and nervous disorders in the fol-
lowing words: ** All phases of mental disturbance are
met with in dropped kidney, but mental depression and
melancholia are the most frequent. The following con-
ditions are very common: loss of memory, suicidal tend-
encies, mental confusion, homicidal impulses, mental de-

pression, morbid fears, melancholia, emotional disturb-
ances. The frequency of snicide when dropped kidney
exists is remarkable.””  An operation for this condition
made by mys=elf in an asylum had a most happy outeome
—the patient, a voung woman of fine education and bril-
liant literary attainments, recovering and afterwards
marrying. A photograph of her first baby—a fine,
healthy boy—was sent me four vears after the operation.

[ am under obligations to the following persons for
valnable assistance in the preparation of the material for
this book: Norman Saxon Chamberlin, the artist who
made all the drawings and also contributed many helpful
sugeestions; Dr. (. B. Burr, who contributed the article
on ‘‘Psychiatric Nephroenteroptic Syvmptomatology,”’
and rendered valuable revisionary assistance; Dr. P. M.
Hickey, who contributed the article on the *‘Technic
of the Examination of the Gastro-intestinal Tract by
Means of the Rontgen Ray,”” made all of the radiographs,
and gave freely of time and energy in their preparation;
Dr. William E. Blodgett, who contributed the article on
“Orthopedic Considerations of Abdominal Ptosis;”" and
the publishers, who have heen most generons and pains-
taking in practical co-operation.
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NEPHROCOLOPTOSIS.

CHAPTER 1.
ANATOMY AND PATHOLOGY.

In the presentation of the subject of the anatomy of
the parts involved in the pathology in question, no new
or previously unrecognized tizsue 12 offered for considera-
tion, but, instead, the privi

ege 18 claimed of presenting
a new name and a newly discovered function for a previ-
ously recognized anatomical part, whose important office
had not been recognized until it was presented by the
author to the profession in an original observation re-
ported first in the transactions of the Michigan State
Medical Society, in June, 1905," and three months later
in a presidential address hefore the American Association
of Obstetricians and Gvnecologists.®

Apart from the deseription of the nephroecolie ligament,
the anatomical descriptions in this book arve drawn from
well-known sources. Only those parts which are pri-
marily concerned in the displaced colon and kidney, and
those which are secondarily affected as a result of the
displacement, will be considered. The prime object is
to direct attention to the essentials which have an im
mediate mechanical bearing on the parts involved.

While the apparatus under consideration has that vital
force which is called “‘life’” or “‘vitality,”” and whieh

1 Journal Michigan Stale Medical Society, vol, 5, No, 1, p. 41,

z4A Btudy of Floating Kidney, with Suggestions Changing the ':-‘I"'!'-j-
tive Technic of Nephropexy,” Transactions American Association Obstetri-
cians and Gynecologists, 1505,

21
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must be acconnted an important factor in any study of
the varions parts coneerned in the displacements, this
condition is almost purely of a mechanical nature, and
may very properly, and it is thounght with profit, be
treated largely from a mechanical standpoint.

The parts to be deseribed are arranged diagrammatie-
ally for the purpose of indicating the relations of the dis-
placed organs to each other, and, as far as possible, also
the eontinuity of the various structures with each other,
which continuity makes possible the ptoses and their
sequele. It will be found that this arrangement also
simplifies the question of pathological sequence of in-
volvement of the varions organs.

Relations of the Kidneys with Other Organs and Tissues.

The following two illustrations are diagrams showing
the relations of the kidneys with the other organs and
tissues involved in nephrocoloptosis.

By referring to and comparing the two diagrams, a
alanece is sufficient to impress the mind with the fact that
the right kidney, because of its adhesion to and intimate
relations with more important tissues than is the left,
must be of the greater relative importance in any con-
sideration of the displacement of the two organs. It is
especially interesting to note the relations of the right
kidney to the organs above it which become influenced by
the nephroptosis. The chain of descensus 1s thus seen
as beginning from below, with the hepatoecolie ligament
relaxation (or absence); then, in succession, the right
end of the colon, then through the nephrocolic ligament,
the kidnev (which degree of displacement may be influ-
enced by the adhesion to Gerota’s capsule), duodenum
(by its adhesion to the fatty eapsule, and held in angula-

tion by the mesocolon), stomach. common bile duct—the
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latter disturbing the funection of the liver and pancreas.
On the other hand, the left kidney, being isolated, as it
were, above (the duodenal adhesion so slight as to be

I_Liuh pPRRCTreas ]

Mesocolon [ Com. bile duct |
|  Stomaeh |

Duodenum

Gerota’s capaule

Hephrocolic ligament

Cecum, ascending and transverse colon

Hepatocolie ligament

Fig. 1. Diagram showing the right Kidney; the fatty capsule sur-
rounding it, and passing downward to form the nephrocolic ligameont;
Gerota’s capsule to the outside of and attached to the fatty capsule, and
paszsing downward to form part of the nephrocolic ligament, the ascend-
ing colon connected with the Kidney through the nephrocolic ligament;
the hepatocolic ligament attached to the colon. Above the kidney the
duodenum adherent to the fatty capsule; stomach connected with and
continuous with the dundenum; common bile douct connected with the
duodenum, and liver and pancreas with it; mesocolon, where ducdenum
passes under it

negligible), its displacement affects no other important
organs. The great complexity of symptoms arising from
a right nephroptosis, and the rarity of symptoms of a left
side displacement—which must be of a venal character
exclusively—are thus clearly indieated.
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The kidnev, being the center of disturbance, will be de-
seribed in detail first, and then the other organs aceord-
ing to their etiologic importance in the displacement.

Gerota's capsule

MNephrocolie lipament

Transverse and descending colon

Phrenocolic ligament

Fig. 2. Diagzram showing the left Kidnev: the fatty capsule surround-
ing it, and passing downward to form the nephrocolic ligamentl; Gerota's
l.'.'![l?-'»1l|!' to the out=zide of and attached to the r'.-.lr:.- 1':l]"l:-'-h|!l-', il ['I:IHFEIL,'.:'
downward to form part of the nephrocolic ligament; the colon connected
with the kidney through the nephrocolic ligament; the phrenocolic liga-
ment attached to the colon.

The Kidneys.

The kidnevs are bean-shaped organs, situated on either
side of the gpinal colummn. (Fig. 3, Nos. 4, 9.) They are
nsnally deseribed as lving in the lnmbar region, but are
really intersected by the horizontal and vertical planes
which separate the hvpochondriae, lnmbar, epigastrie,
and nmbilical regions from each other, and may therefore
he said to pertain to all three segments of the abdominal -
space, They lie on the fascia of the quadratus lnmbornm
muscle and on the vertebral portion of the diaphragm,
and extend from about the third lumbar vertebra to the
eleventh rib. or even above. The left kidney 1s somewhat
higher than the right. They are usnally of a flattened
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oval shape, with the long diameter nearly parvallel to the
vertebral column; but the form is variable, and they may
be slender, the length being three times the breadth, and
the convex and concave borders almost concentrically
curved; or they may be short and broad, the vertical
diameter being only a little greater than the transverse.
The **horse-shoe’ kidney is found quite frequently, and
other anomalous forms may be encountered.

Fach kidnev is about four inches in length, two inches
m breadth. and about one inch in thickness, the left heing
somewhat longer and thinner than the right. The
weight of the organ in the adult varies from four fo six
ounces, being somewhat heavier in the male than in the
female, and the left kidney slightly heavier than the
right.

The kidney is surrounded by two sheaths—an inner
fibrous laver ecalled the true capsule, and an outer =o
called fatty sheath or eapsule.  As it is in the latter—the
fatty capsule—that our special interest lies, heing the

tissue the framework of which forms the nephrocolie
ligament, it will be of interest to note the observations of
cthers on this particular structure.

Grav: An old edition of Gray refers to the fatty cap-
sule as a “‘considerable quantity of fat,”” by which the
kidneys are nsually surrounded.

Kellv-Noble: ““The fatty capsule is developed espe-
cially on the posterior aspeect of the kidney, about the con-
vex border and the lower pole; in front it is very thin.
Beneath the inferior extremity of the kidney it forms
quite a pad or bolster for the organ, and is continuons
with the cellulo-fatty tissue of the false pelvis. The
fatty capsule itself is confined hetween the two layers of
what is known as the perinephrie fascia, and throughout
its extent there are fibrous septa which pass from the
kidney to those layers.”
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Fig. 3. Front view., Showing the normal location of the orzans in-
volved in the pathology of nephrocoloptosis,

1. Gall-bladder, 7. TIleum.

2. Common bile duct, 5. Cecum.

3. Duadenum at the point of 9. Left kidney covered with
attachment of the hepatoducdenal fatty capsule,
ligament and where it passes under 10, Splenic lexure of colon.
the gastrocolic omentum. 11. Jejunum.

4. Right Kidney covered with 12. TL.eft ureter.
fatty capsule. 13, Buspensory muscle (seen

5. Hepatic flexure of the colon, through stomach) which supports
6. Right ureter. the duodenojejunal angle.
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Fig. 4. Front view,

'{?-'lﬂ]'fﬁi‘.‘:’d’,uﬁ‘ﬁhﬂ' | |

Showing the resultant chain of pathology fol-

lowing prolapse of the colon at the hepatic flexure,

1. Common bile duet

2. Gall-bladder.

3. Angulation of ducdenum at
the insertion of the hepatoduodenal
ligament and where it pagses under
the gastrocolic omentum.

4. Angulation of ducdenum at
point of insertion of suspensory
muscle, behind stomach.

5. Angulation of common bile
duct,

6. Acute angulation and re-
gsultant dilatation at splenic flaxure
of colon.

7. Jejunum,

. Umbilical reglon.

9. Right kidney displaced be-
low costal margin.

14. Angulation of duodenum
at itz peoint of adhesion to the
fatty capsule,

11. Angulation of prolapsed
transverse colon at its lowest point.

12. Right ureter compressed
and kinked.

3. Ileum,

4. Cetcum,

5. Appendix vermiformis sit-
low in pelvis.

16. L.eft Kidney,

17. Nephrocolic ligament pass-
ing from right kidney to posterior
wall of descending colon,

1
1
nated
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Wm. Billington, M. B., M. 8., Lond.,, F. R. C. S, in
““Movable Kidney from a Surgical Standpoint:’® A
typical movable kidney, as seen during operation, pre-
sents certain well-marked features. The true capsule is
thickened and has a mottled appearance, due to the pres-
ence of opaque, yellowish-white patches of varying size.
These patches indicate areas of greater thickness, and to
them are attached adhesions, often of great strength.
The perirenal fat is nsnally scanty, and its place is taken
by adhesions which surround the entire kidney. The ad-
hesions arve sheet-like in appearance, with dense bands
leading to the opaque patehes on the true capsule. They
extend between the true eapsule and the fascial capsule
outside. . . . Sometimes the adlesions between the colon
e Fiduwey are very dense and their separvation is effected
with difficulty.’” (Italics by the author.)

(. A, L. Reed, of Cincinnati, in ** A New Technique for
the Fixation of Floating Kidney, with Special Reference
to the Utilization of Longyear’s Ligament:’’ . . .

sut another thing that impressed me was the frequeney
with which, in endeavoring to enucleate the kidney, I
fonnd it bound down by apparently connective tissune,
strie extending downward from its lower extremity. |1
took the trouble to see if these strize belonged there, but
found no reference to them, either in the anatomies or in
(ilantenay and Gerota’s valuable contribution on ‘‘Le
Fascia Perirenal.”’

Zuckerkandl was equally silent? ‘1 accordingly looked
upon the structure as strictly adventitions, probably of
inflammatory origin; but, as it seemed to hold the kidney
in its displaced position, T divided it with scissors. This
feft a good stump, which, situated as it was, seemed to bhe
a good thing to stiteh into the upper angle of the wound,
where it served a good purpose in holding the kidney pre-
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cisely where it belonged. . . . The lower segment of
the ligament is best disposed of by fixation to the lower
margin of the wound.”

Thus 1s seen the development of recognition of the fact
that the structure of the fatty capsule is something he-
sides fat and loose connective tissne. The last two
observers—surgeons of large experience—are emphatic
in their opinion regarding the strength of the tissue.
Both believed its volume and strength to be of mflamma-
tory origin, and thus abnormal and adventitious. Bil-
lington’s observation that this condition is peculiar to
cases of nephroptosis coincides with that of the author,
and seems to cover a valuable point in the anatomic ex-
perience of some others, who, failing to find the ligament
as deseribed, base their opinions on the examination of
subjects which have had no displacement of the kidney.

[f Billington and Reed had gone a little farther and
examined the attachment of this tissue, they would have
found the distal portion in the posterior wall of the colon,
and that the bowel formed the resistance which pre-
vented the easy delivery of the kidney, which was liber-
ated by cutting through the tissue, as reported by Reed.
This is as the author finds it, and would define the strue-
ture as follows:

The Fatty Capsule.

The fatty capsule is a sheath which envelops the whole
kidney, is situated upon and attached to the surface of the
fihrous ecapsule, and is composed of a network of fine
faseieuli, or tendon:, interspersed more or less with fat.
The fasciculi composing the network of the capsule coa-
lesce at the lower pole of the kidney, and, passing longi-
tudinally downward, form
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Fig. 5. Back view. Showing the situation of the nephrocolic liga-
ment and the normal loecation of the organs invelved in the pathology of
nephrocoloptosis.

1. Gall-bladder. 6. Right nephrocolic ligament
2 Duodenojejunal angle at the inserted in posterior wall of colon
point of insertion of the suspen- between peritoneal reflection,
SOV musele. 7. Umbilical region,
2. Right kidney coversd with 8. Cecum,
fatty capsole, and duodenum ad- 9. Left kidney coversad with
herent to front surface of capsule. fatty capsule
4. Right ureter. 10, Left nephrocolic ligament,

6. Jejunum,
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Fig. 6. Back view.

lapse o

1. Gall-bladder,

2. Common bile duct,

5. Kink, or angle, in the duo-
denum at the insertion of the hep-
atoduodenal ligament and where it
passes over the gastrocolic omen-
tum.

4. Angulation of colon at
aplenic flexure caused by the pro-
lapge of the transverse colon.

Angulation of common hbile
duct,

6. Right
fatty capsule,

. Angulation of ducdenum at
itz point of adhesion to front sur-
face of fatty capsule,

Kidney covered with

[N A T N

o

=]

o o

10

’f =
| e

-.fl;aﬁaiwa: it

Showing the etiologie importance of the nephro-
colic ligament and the resultant chain of pathology
the colon at the hepatic flexure,

following the pro-

5. Right ureter compressed by
position of kidney.

9. Right nephrocolic ligament
making traction on kidney by pro-
lapse of colon (seéen  through
ileuwm),

10, Cecum,

11. Left kidney covered with
fatty capsule,

Angulation at duodenoje-
junal junction at insertion of sus-
pensory muscle.

Left ureter.

14. Left nephrocolic ligament.

15. Prolapzed transverse colon
and lines of attachment of meso-
colon,
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The Nephrocolic Ligament,

which, on the right side, is inserted into the posterior
wall of the ascending colon between its peritoneal attach-
ments, and on the opposite side in a similar manner into
the descending colon. (Iig. 5, Nos. 3, 6, 9, 10.) The
nephrocolic ligament is adherent, ventrally, to the peri-
toneum above its attachment to the bowel; its tissue co-
alesces with the attenuated wall of the anterior lamella of
(Gerota’s capsule, which adds considerably to its tensile
strength. The ‘‘ligament’’ is an irregularly shaped
ageregation of fasecienli, which have much resisting
power when bunched together, but it may be readily torn
apart and its continuity destroyed if carelessly and
roughly handled, or if traction is made upon it section-
ally with tearing or lacerating instruments.

To demonstrate the nephrocolie ligament in its integ-
rity, showing its relations and attachments, the following
directions for the dissection should be observed:

Lay open the entire npper abdominal ecavity (Fig. 7)
to inspection by an incision, severing all of the tissues of
the abdominal wall superiorly and laterally, beginning at
Poupart’s ligament below the erest of the ilenm on one
side, passing upward close to the side as far as the costal
margin, then aecross to the opposite side and down to
Poupart’s ligament. The flap thus made and turned
downward exposes the entire cavity, so that the ascend-
ing and descending colon, with the hepatic and splenie
flexures, may be readily reached, and their attachments to
the kidney demonstrated without mutilative dissection.

On the right side, tie and ent loose the ilenm close to the
cecum, and the transverse colon near the hepatie flexure,
sever the peritoneal attachments of the ascending colon
and the peritonenm covering the kidney, so as to leave
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the bowel and kidney covered with the membrane. (Fig.
8.) Then pass the hand under both bowel and kidney,
and disseet them, held thus together and protected by the
hand, from the loose attachments to the back and the
tougher tissne composing Gerota’s capsule. The remain-

amf:taﬁ_;&n:

Fig. 7. Showing the lecaiion of the ineizlon in the cadaver for the
removal of the attached kidney and colon in the demonstration of the

« presence of the nephrocolic ligament.

ing attachment will be the blood vessels and ureter,
which may be severed with the scissors. Now, with the
specimen still in hand, torn it over, with the peritoneal
side downward, and on removing the hand, which covers
the back of the kidney and bowel, the connection of the
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kidney to the colon by the nephroecolic ligament is readily
seen. (Fig. 9.)

To demonstrate the ligament still farther, turn the

Fig. 8 Showing the method of dizsection for the removal of the at-
tached kidney and colon for the demonstration of the prezence of the
nephrocolic ligament,

specimen over, so that the peritoneal covering of the
kidney and bowel will be nppermost; strip back about a

half inch of the eut edge of the peritonenm from the
parietal side of the kidney and bowel, and the margin of
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Gerota’s capsule will be uncovered and seen to pass
downward and merge with the ligament. (Figs. 10, 11.)
The left side is removed in like manner after severing

Hepatic flexure
of colan

Ni?]h roveal i .. o . AF
igament -

oo Margin of
i peritaneum

Ascending colon
Iewm (tied)

Appendix

cmeee s Margin of peritoneum

Cocum - s

Fig. 9. The Nephrocolic Ligament. Fosterior view of the right Kid-
ney, colon, and cecum, showing the nephrocolic liznment.

the colon above and below the kidney, and shows the
same formation of capsule and ligament. (Fig. 12.)

For the best demonstration a very thin subject should
be used, as the presence of much adipose fissue may
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obscure the charaeteristic appearance of the ligament.
Like many other struetures of the body, the nephrocolie
ligament will be found to vary much in size and tensile
strength in different individuals. Like the round liga-
ment of the uterus, whose constant presence in the in-

Fig 10, The Mephrocolic Ligament. Anterior (peritoneal) view, (Same
gpecimen a2 Fig, % turned over.) Right Kidney, cecum, and agcending
colon, showing the anterior surface covered with peritoneum, the edge of
which has been turned back between the kidney and bowel, showing the
nephrocalic ligament secured by the forceps-hook (open), as in the author's
operation of nephrocolopexy.

guinal canal was for many yvears a subject of contro-
versy, in a small percentage of cases it will be found
very fragile, but, also like the round ligament, it can
always be utilized for practical surgical purposes if skill-
fully handled, whether large or small.

There is no doubt, however, that in well-marked cases
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of nephroptosis the fibrillee composing this structure are
much more voluminous and have more tensile strength—
and can thus be practically ntilized—than in cases having
no renal displacements. Whether this increase of tissune
over the average is cause or effect i not known. It may
be due to both—a congenital strength of the connection

Fig. 11. The MNephroecolic DLigament. Anterior (peritoneal) view,
Right kidney, cecum, and ascending colon, showing the anterior surface of
howel and kidney covered with peritoneum, the edge of which (1) has been
stripped back from the underlying capsule of Gerota, showing its margin
(23 to pass downward, and, becoming attenuated, merge into the nephro-
eolie lignment (%), which is seen secured with the forceps-hook (open), as
in the author's operation of nephrocolopexy,

between bowel and kidney allowing the kidney to be
pulled out of place, and afterwards the constant activity
of the connected parts, due to the great mobility, causing
inereased development of the ligament connecting them.
The attachment to the bowel has been found invariably
present. In some cases the ligament is short, and binds
the bowel eclosely to the kidney, while in others it is long
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and loose, allowing a good deal of play between the kid-
ney and bowel. The latter condition is believed to be
present in cases of coloptosis without nephroptosis,

The nephrocolie ligament and fatty capsule may, for
illustration, be compared to the cordage of a balloon—
the kidney the bag of gas, and the ascending colon and
cecum the car.

Fig. 12. The Nephrocolic Ligament. Anterior (peritoneal) view. The
left kidney and attached portion of the colon at the splenic fexurs, shows-
ing the anterior surface covered with peritoneum, the edge of which (1)
has been stripped back from the underlving cap=sule of Gerota, showing its
margin (2) to pass downward, and, becoming atitenuated, merge into the
nephrocolic ligament (3), which iz zeen secured with the T}JI‘L'N}H—'--IIH(“".
{opend, ag in the author’'s operation of nephrocolopexy.

Gerota’s Capsule.

(Gerota’s capsule, or the perirenal fascia, 1s a compara-
tively new anatomical discovery, no mention of it being
found in the older text books on anatomy. At the fime
the author read his first paper mentioning Gerota’s cap-
sule, a demonstrator of anatomy in a prominent medical
college called on him and asked to be shown the an-
thority for it, stating he had never seen it in dissection,
and knew of no literature on the subject. At that time
the only reference at the author’s command was in the



ANATOMY AND PATHOLOGY. 39

article on the kidney in that admirable encyelopedia,
““The Reference Handbook of the Medical Seiences,”’
which was shown him. The drawing here presented
(Fig. 13) is an adaptation of one in the article referred
to, and shows clearly the mode of formation of the
capsule.

As the perirenal faseia has much to do with both the
etiology and therapenties of nephroptosis, its character-
isties and relations should be studied carefully. As
deseribed by Gerota, Zuekerkandl, G

autenay, and others,
it is eomposed of the subperitoneal fascia, which splits
into two lamellae when it reaches the line upon the lateral
aspect of the abdominal wall on either side of the body,
from which the parietal peritonenm is reflected, to
pass on to and over the ascending and descending colons
respectively. At this point the fascia divides into two
lavers, one of which passes over the front and on the hack
of the kidney of each side. The anterior laver (Fig. 13,
No. 6), after erossing the kidneyv in front, is continned
and joins its fellow of the opposite side, making a con-
tinuous membrane overlving the posterior part of the ab-
dominal wall. From the point at which it separates from
the anterior lamella, the other, or posterior, leaf of the
perirenal faseia passes behind the kidney and 1s con-

tinued across the psoas musele, to be inserted on the
lateral aspect of the bhodies of the vertebrie near their
anterior surface. (Fig. 13, No. 12.)

The two lamelle meet at the upper end of the kidney
and send fibers to the under surface of the diaphragm;
they also pass between the upper pole of the kidney and
the adrenal body, sending fihers to hoth, thus loosely at-
taching one to the other. The connection is not an inti-
mate one, and on this account the adrenal remains hehind
when the kidnev is removed, except when there has been
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YT
L

L=

L S

Fig. 13. 3 i
sule and the nephrocolic ligament.
tations. )

Transverse

1. Psoas muscle.

2. Body of the sacrolumbalis
musele.

3. Quadratus
le,

Iunmborum mus-

Peritoneum
]‘\:]ltll!‘:‘.'.

f, Anterior lamella of Gerota's
cap2ule (becoming attenuated as=s it
passes downward and merges with
the nephrocolic ligament),

7. Colon.
i  Bubperitoneal fascia.

4. {dotted line).
0.

seclion showing the

relations of Gerota’s cap-

(After Gerota, with supplemental no-

9. Proper point of entrance to
Gerota’'s capsule in the operation of
nephrocolopexy (elose to quadratus
lumborum muscle, and just below
the twellfth rib),

10. Improper point of entrance
in the operation of nephrocolopexy
(peritoneal cavity, and not Gerota's
capsule, will be enterad ).

11. MNephrocolic ligament.

12, Posterior lamella of Gero-
ta's capsule.
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a previous inflammatory process which has produced ad-
hesions, binding them together. In this way there is
formed a sac which incloses the kidney and its fatty en-
velope, and which is elosed above and at its outer side,
but is more or less open below, and entirely so toward the
median line of the body—a very important anatomiecal
point in its relation to nephroptosis,

The trabecula forming the framework of the fatty
cupsule are more or less adherent to the inner surface of
the perirenal fascia, and, as they are likewise attached to
the outer surface of the fibrous capsule, the kidney’s
motility is to a considerable extent dependent on this
peculiar distribution of tissue. This adhesion to Gerota’s
capsule and its attachment to the back around the hilum
and blood vessels form the kidnevs’ only defense against
dislodgment.

Thus it is seen that the kidney is, first, surrounded by a
closely adhering membrane—the fibrous capsule—which
encases it firmly and moves with it; second, around this
is the fatty capsule, holding the kidney loosely in a net-
work of fascieuli, which allows the kidney some motion
within if, but vet moves with it, and may be pulled down-
ward by its lower attachment to the bowel; and, third, we
have the eapsule of Gerota surrounding the fatty capsule,
excepting at its inner side and below, where it becomes
icament at
its attachment to the ascending colon. (Figs. 11, 12.)
The kidney, in its exenrsions, must thus earry with it
both the fibrous capsule and the fattv capsule, but the
capsule of Gerota, being fixed, remains in place, and, be-
ing open at its inner aspeet, allows the kidney to pass
out of its embrace in that direction. This formation of

attenuated and merges with the nephrocolie

Gerota’s eapsule, with resnltant action of the loose kid-
nev, explains the cause of the discomfort experienced by
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many patients suffering from nephroptosis when lying on
the left side.

The Large Intestine.

The large intestine (Fig. 3) is that part of the ali-
mentary canal which conneets the small intestine, ending
at the ileocecal valve, with the anus, and 18 from five to
six feet in length. Tt is readily distinguished from the
small intestine by its saceulated contour and its longi-
tudinal musenlar bands, as well as by the greater thick-
ness of its walls. In its normal position it is horse-shoe
shaped, with the curve uppermost, and extends from the
right iliae region upward to the under surface of the
liver, then across the abdomen—under the liver, stomach,
and spleen—to the left side, where it passes down and
over the brim of the pelvis to its outlet, the anus. It has
three flexures—viz.: the hepatie flexure, the splenic flex-
ure, and the sigmoid flexure—the first two signifying the
angles which the bowel forms in passing respectively
from ascending to transverse (at the liver) and from
transverse to descending (at the spleen), and the third,
sitnated in the pelvis, at the termination of the deseend-
ing colon, so called beeanse of its fancied resemblance to
the Greek letter sigma, 2. These flexures are all im-
portant anatomical points in the bowel, as they are so
frequently concerned in oeclusions and constipation; but,
as the pathological conditions under consideration prac-
tically implicate no structure lower than the splenic flex-
ure and the beginning of the descending colon, only the
hepatic and splenie flexures need bhe especially consid-
ered in this connection.

The large intestine is supported in its position in the
abdomen centrally by its mesentery, laterally by its peri-
toneal attachments (occasionally partly by mesentery
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also), and to a considerable extent, in the opinion of the
author, by the nephrocolic ligament. The large intestine,
at the hepatic flexure, passes in front of the lower pole of
the right kidney, to which it is attached by the nephro-
colic ligament (which is situated between its peritoneal
attachments), and on the opposite side it 1s in about the
same relation with the left kidney at the splenic flexure,
being attached to it in like manner by the nephrocolic
ligament. The most important points of support de-
rived from the peritoneum consist of two folds of this
membrane, a fold situated at either end of the transverse
colon. They serve mainly to hold the gut suspended in
its upper position in the abdomen. These folds are
known as the hepatocolic and phrenocolic ligaments,
(Giray says the hepatocolic ligament is not invariably
present. The hepatic and splenie flexures are apparently
formed by the upward pull of these two ligaments at the
respective ends of the transverse colon, and become very
important etiologic factors in connection with the sub-
jeet of nephrocoloptosis.  The bowel is further supported
on each side by the nephrocolic hgaments, which connect
the kidney on the right side to the posterior wall of the
aseending colon, and the kidney of the left side to the
posterior wall of the descending colon.

The diameter of the large intestine decreazes from the
cecum, where it is abont three inches, to the descending
colon, where it is about one and one-half’ inches. The
divisions of the large intestine are the cecum, ascending
colon, transverse colon, descending colon, sigmoid colon
or flexure, and rectum. The cecum is the blind sac which
forms the end of the bowel and receives the contents of
the ilenm through the ileocecal valve. The ascending
colon is that portion which extends from the cecum to the
splenie flexure at the hepatocolie ligament.
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The cecum and ascending colon together form a most
important and interesting part of the large intestine, for
this portion, unlike the remainder of the gut, performs a
very important part of the process of digestion and ab-
sorption. It is here that the reverse peristalsis occurs,
producing the ‘“‘churning’’ action of the bowei, which
makes it possible for this sae, with its only outlet upward,
to absorb the large quantity of fluid poured into it from
the small intestine through the ileocecal valve. This
part of the bowel is the most richly supplied with lym-
phatics, and is apparently designed to finish the process
of absorption, passing the residue—the waste and nseless
matter—along into the remainder of the bowel, which
acts simply as a reservoir, holding it only until it can be
evacnated.

With this understanding of the office of the cecal end
of the colon, it can be readily seen that any interference
with the normal mechanics of its function would cause
serious derangement of the parts and consequent dis-
turbance of normal nutrition, to say nothing of discom-
fort, distress, and annoyance cansed by the disturbed ac-
tion of the muscalature of the parts incident to such in-
terference.

The transverse colon is that section of the bowel which
passes across the upper abdomen from the hepatie flexure
to the left side, ending at the splenie flexure. The de-
scending colon 1s that part which commences at the
splenic flexure and passes down close to the left parietes
to the sigmoid flexure at a level with the erest of the
tlenm. The sigmoid flexure lies helow this latter point
and terminates in the pelvis with the rectum and anus.

The combined form, position, attachments to the body,
and peculiar office of the eolon result in its easy displace-
ment, which is attended with a greater consequent de-
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rangement of function than obtains in the displacement
of any other part of the alimentary canal. Its position
being semi-fixed, and its contents, beyond the hepatic
flexure, semi-solid, and not freely moved by peristalsis—
as is the case with the fluid contents of the small intes-
tine—any displacement which causes unusual angulation,
it can be readily seen, would result in defective elimina-
tion of its contents. Its fixed position, in connection with
the fact that it must be of a definite length to fill a given
space, renders the question of its distention and elonga-
tion—which oceurs as a result of long continned partial
occlusion by angulation, ete.—a matter of serious impor-

tance, and one to be duly considered in connection with
these anatomic conditions.

The Duodenum.

The duodenum (Figs. 3, 4, 5, 6) is that portion of the
small intestine which passes from the pyloric end of the
stomach to the jejunum. It is about ten inches in length
and about two inches, or less, in diameter, runs a tor-
tuous course, is covered only in part by the peritonenm,
and differs essentially in position from the remainder of
the small intestine, being almost completely fixed and
immovable. It is this immobility, coupled with the fact
of its adhesion to the fatty capsule of the right kidney,
which makes this portion of the small intestine an im-
portant factor in the somewhat complex pathology of
nephrocoloptosis. The gut, soon after it leaves the
stomach, passes under the transverse mesocolon, and is
within its embrace during the remainder of its nearly
cireular course, passing through it and becoming intra-
peritoneal again at its junction with the jejunum. The
bowel is further held by the suspensory mmuscle, a deli-
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cate, flat, fibromuseular band, which starts from the left
crus of the diaphragm and runs downward to its inser-
tion on the duodenojejunal angle. (Fig. 5, No. 2.

The common bile duet (Fig. 6, No. 2) empties into the
gut shortly after it becomes extra-peritoneal, and the
head of the pancreas lies within its concavity and is ad-
herent to it. It is thus readily seen what effect the trae-
tion of the descending and adherent kidney must have
on the duodenum, held, as it is, rigidly at two points—
the first near its origin at the stomach by its attachment
to the hepatoduodenal ligament and by the edge of the
transverse mesocolon where it passes under it, and the
second at the duodenojejunal angle by the suspensory
musele. The result is angulation of the gut at these
points, as well as the causation of more or less distortion
of the common bile duet, with consequent disturbance of
the normal hepatic and pancreatie funetions. (Figs. 4, 6.)

The stomach (Figs. 3, 4), when of normal size, should
not be in a position for any portion of it to be found be-
low the umbilicus, except, perhaps, in some instances of
acute overdistention. The organ is said to be in a state
of ptosis when the greater curvature is found to be at or
below the navel, whereas the stomach is not usually
really dropped, but is in a state of dilatation, and, be-
canse of its increased size, the dependent portion is found
in this abnormally low position. The cardiac end is still
held in its fixed position at the termination of the esoph-
agus, and the pylorie extremity is held solidly by the
fixed position of the duodenum, especially at the point
where this bowel passes across and under the transverse
mesocolon and at the point of attachment of the hepato-
about an inch from the pylorus.
This latter is the important anatomie point which is of
interest in connecting the stomach with the chain of

duodenal ligament
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pathology beginning with the relaxation of the hepato
colie lgament, as it is the compression of the duodennm
at this point, before described, which canses gastrie stasis
and consequent dilatation, and the so-called gastroptosis,
The elongation of the gastrohepatic omentum, which may
he more or less relaxed as a consequence of the constitu-
tional condition of weakness of restraiming tissnes, ograd-
nally eventunates as the unusunal strain put upon it by the
imereasingly enlarging stomach continues,



CHAPTER 11.
KTIOLOGY.

The perfect construetion of a well-designed machine re-
quires that it shall be so made as to perform its work
properly, and at the same time to continuously do its
work for a reasonable period without breaking down or
cetting out of order. That these purposes may be ful-
filled, the first requisite that the designer insists on is that
the materials nsed shall be of the gquality best adapted to
the uses of the various parts of the mechanism. An
imperfectly tempered spring, die, or eam results i im-
perfect working of the machine, if not in utter failure.

The human body may be compared to a well-designed
machine, but it must be constructed according to specific
requirements in order to enable it to perform its given
work in a perfect manner—the functions of the various
parts must be performed in harmony, and the purely me-
chanical parts must operate without friction or failure,
and not break or yield when subjected to the normal
strains of the working machine. While this human
machine has been well designed, 1ts construction 1s not
always in accordance with its requirements, and the re-
sults are, naturally, variable—one will suceumb to the
first strain almost as soon as finished, some vital part in
such an instance having inherited the tissue too frail to
de its part in the work of life. Defective construetion in
others may be manifested in funetional disorders, leading
to incomplete metabolism, gouty diathesis, tubercular
tendencies, ete.; or the lack of structural integrity may be
marked in the purely mechanical tissues—those which

43
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have to do with the binding together of different parts,
the sustaming tissues—aponeurosis, fascia, tendon, and
musele.  In this manner the tendency to herria, uterine
displacements, lateral curvature of the spine, prolapse of
the internal organs of the body, ete., may be transmitted
by heredity as well as a erooked nose, imperfect teeth, or
other improperly constructed anatomy. A man says he
has a hernia caused by a strain, whereas the strain was
but a contributing incident, while the real, the funda-
mental, cause of his rupture existed before he was born—
even at the inception of his existence, concealed in the
germinated ovam. It would appear, therefore, that the
canses of displacement of internal organs are both pas-
sive and active—the former being the primary, or funda-
mental, etiologic factor, and the latter the secondary, or
contributory, canses. Finely drawn theories and elabo-
rate arguments are not necessary to substantiate this po-
sition, as c¢linical evidence in its favor is abundant. The
anthor has one family of three generations under his care
in which nephrocoloptosis occurs in the grandmother,
mother, and two daunghters. This is not a coincidence,
but the outcome of natural law.

On the other hand, it does not seem reasonable that the
small weight of the kidney alone is sufficient to eanse its
displacement, even when loosely secured, and =0 we must
look to the secondary or contributing canses for the link
to complete the causative chain. To prove it when found,
it must be always present with the nephroptosis, and its

action must he positive—mechanically positive. In colo
ptosis and in the action of the nephrocolic ligament these
conditions are fulfilled. This conelusion is substantiated
by the evidence of the author’s radiographie investiga-
tions, which show coloptosis present in all of a large num-
ber of cases of nephroptosis examined.
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That the kidney 1s influenced by the bowel, and not the
bowel by the kidney, is proved by the fact, as stated, that
all the cases ol prolapsed kidney had also prolapsed

howel, while a number of radiographs showed prolapsed
bowel with normally placed kidney, which is an indorse-
ment of Glenard’s theory. The presence and action of

the nephrocolic lig

rament makes it the most important
factor in connection with the secondary or contributory
causes, a2 by it the prolapsing eolon pulls the kidney out
of place.

The factors necessary for the oceurrence of nephrocolo-
ptosis are four in number, viz.: (1) weak or abzent hep
atocolie ligament, (2) loose attachment of kidney at its
hilum and to Gerota’s cap=ule, (3) strong and short neph-
rocolie ligament, and (4) prolapse of cecum and ascend-
img colon.  Without this combination the kidney will
not he displaced, except by tranma. If the kidney is
bound strongly to the back by the fissues around the
hilum and blood vessels, and to the perimephrie faseia
(Gerota’s eapsule), as usually found in post-inortem, it
should not be only impossible to dislodge 1t by traction,
but, with a strong nephrocolic ligament, this mechanical
arrangement shonld assist in preventing a coloptosis, and
this is the normal mechanical action of these parts.

Reference to the radiographs of cases will show that
the laxity of the peritoneal attachment of the colon at the
hepatie flexure is the kev to the whole line of descensns.
When this gives wayv, the cecum and ascending colon
drop, and the drag on the kidney throngh the nephrocolic
ligament bezins. Henece the conclusion i1s reached that
the right kidney does or does not descend aceording to
the laxity of its supports and the degeree of traction ex-
erted on it by the dropping of the ascending colon and
cecum, which is permitted by a lax, or absent, hepato-
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colic llecament. The cecmm, consisting of a =ac with its
outlet upward, necessitates the contents of the visens to
be always forced in that direction, which requires the
application of tractile foree in the opposite direction, and
throngh the nephrocolie ligament the kidney is pulled
downward. (Fiegs. 3, 4, 5, 6.) When to this natural
downward traction of the howel is added the weizht of
a full torpid cecum, distended more or less with fecal
matter, the foree applied to the downward movement
of the kidney will be still greater. The violent efforts
of the bowel to unload itself when =o distended, and
to forceithe contents over the acute angle at the hepatie
Hexure, formed by the deseent of the gut on each side,
aid materiallv in the completion of this etiologie factor.
The action of the colon on the left side is in the opposite
direction, and its contents are there forced downward,
thus making no countertraction on the kidney of this
side through the nephrocolie ligament. The phrenocolic
ligament, which supports the howel at the splenic flexure,
18 also an hoportant factor in the prevention of displace
ment of the gnt at this point, as—unlike the hepatocolie
ligament—it is alwavs present, and uniformly strong and
dependable. In consequence of these favorable mechan-
ical conditions the left kidney is rarvely dislodged. When
the right kidneyv is forced downward by the dropped as-
cending colon, it pulls with it the duodenvm by reason of
the adhesion of this intestine to the side of the fatty cap-
sule, and this action, eansing a kink or angle in the bowel
and often closure of the hiliary and pancreatic ducts, ex
plaing the presence of digestive and biliary svmptoms in
cases of prolapse of the right kidney. Prolapse of the left
kidney alone is exceedingly rarve, and when it does ocenr
from any eaunse. except trauma, gives practically no
symptoms. As the anthor has never found a left dislo
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cation singly, and but eleven eases of floating kidney of
the left side in one hundred and fifty-three nephroptoses
of the right, there must be some good reason for the great
difference. The weak point of construction in the hepato-
colic ligament, the presence of the nephrocolic ligament,
and the action of the ascending colon and cecum explain
this in the most satisfactory manner. As a purely me-
chanical proposition it can not be refuted if the presence
of the ligament is admitted. (Figs. 3.4, 5. 6.)

Coloptosis without nephroptosis is due to the presence
ol a long, loose, nephrocolie ligament, which allows the
bowel to descend without making traction on the kidney.
This has been found to he true in several operations for
the cure of constipation and colonie irritability in cases
of coloptosiz without nephroptosis.

Mueh has been said of late regarding the body shape as
a cause of nephroptosis, and deductions have bheen made
hased on elaborate measurements and mathematical eal-
culations, but this theory has been found to he of little
practical nse from either an etiologic or diagnostic stand-
point.  While a large numiber have the conformation of
body deseribed, many do not fill the requirements at all,
=0 that the author has come to look nupon the mperfectly
developed body in these cazes as due te the same primary
canse as the ptoses which are so [requently found asso-
ciated with it—viz.: hereditary laxity of restraining tis-
sues. Therefore, the hodyv shape should not he consid-
ered in any sense as a primary cause, but simply as a
comcomitant condition. It aets, no doubt, to a consider-
able extent as a secondary or predisposing cause, and in
the therapensis should receive treatment as sueh.



CHAPTER IIL
SYMPTOMATOLOGY.

The symptoms caused by the displaced colon and kid-
ney are so complex and their manifestations =o varied
that the patient is liable to be treated for all manner of
ailments which do not exist, and frequently gives a his-
tory of having ‘‘suffered with many physicians’—con-
sulting doctors of all kinds, and each finding good symp-
tomatic grounds for c¢lassifving the patient in his special-
tv. The gastro-enterologist now gets the most of them,
with the neurologist (or psvehiatrist) a close second.
The surgeon has been making a rather unsucecessful bid
for them by his nephropexies, which failed o frequently
hecause his pathologic vision took him no farther than
the loose kidney.

An intelligent consideration of the true etiology makes
plain the understanding of the symptomatic manifesta-
tions which lead to correet diagnosis and prognosis, and
to practical and efficient treatment. Hence, to under-
stand the symptoms and know what they mean we must
know what causes them. The first symptoms indicative
of a nephrocoloptosis are nsually not those referable to
the kidney, but to the stomach or colon. Because of the
traction on the duodenum, with resultant angunlation of
the bowel and interference with the function of the hili-
ary and pancreatic duets, gastric manifestations will be
the most likely to be the first in evidence, and a super-
fieial diagnosis made of “‘indigestion’” and “‘biliousness.”’
The symptoms are those ordinarily aseribed to dvspepsia
—distress after eating (referred to the right epigastrie

a3
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region ), eructation of gas, oceasional naunsea, ete. The
complexion becomes muddy, or a shght jaundice may
oceur.

The resultant loss of fiesh and a zeneral appearance of
malnutrition soon show markedly the result of the de-
rangements ol the digestive svstem.  Coneurrently with
the gastrie manifestations, or possibly preceding them,
there will ocenr those referable to the colon, eansed by its
anegulations and resultant sacculations and stasis of gas
and fecal matter. The most immobile points of attach
ment of the colon are at the hepatic and splenie Hexures,
so that when the cecum and transverse colon become dis-
placed, and lie low in the abdomen and pelvis, these two
high attached portions of the bowel—being hung up, as it
were, like a rubber tube over a peg—canse sharp angu-
lation in each upper hyvpochondriae vegion, which partial
obstruetion of the howel at these points canses the prin-
cipal colonie svmptomatology. Pain 1s usnally com
plained of at the points of flexion, and assumes at times
a severe colicky character, that on the left side often he
ing the most marked and of a more severe character,
which 15 doubtless caused by the greater mechanieal
obstruetion being at that point, as a result of the sag
of the transverse colon toward this side, due to the re-
laxation of the hepatocolic ligament, thus bringing the
ereatest weight of the bowel to hang on this support.
(IFigs. 4, 6, and radiographs of cases.)

The difficulty experienced by the cecum in evacnating
its contents frequently eavses severe pain, with spastie
contraction of the gut, which 15 sometimes so severe as to
simulate peritonitis, or appendiceal disease. During such
attacks the distended sensitive cecum ean, as a rule, be
easily demonstrated by palpation, and, as its descensus
mayv be =0 extensive as to cause it to lie in the bottom
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of the pelvie cavity, the position of the fullness and sensi-
tiveness may be deceptive and lead to faulty diagnosis.

The toxema resulting from stasis of the colonie con-
tents, and the constant activity of the colon in its efforts
to free itself of the overdistention by Torcing its contents
over these angles, canses a condition of chronie irrita-
bility of all of the structural parts of the bowel, besides
toxie svmptoms of more or less severity. The mucous
membrane is the first to sufler, then the musculature, and
lastly that portion of the svmpathetic nervous svstem
supplving the gut. The indications will be: (1) colonic
catarrh, as shown by masses of muens in the stools, obsti-
nate constipation, and frequently alternating diarrhea
and constipation; (2) frequent attacks of colie, often of
long duration and of severe character, cansing sensitive
ness of the colonic region for long periods of time; (3)
nervous manifestations of various kinds and degrees of
severity, among which the most common are sudden at-
tacks of headache or vertigo, hyvsteria in various forms,
tachyveardia (very common, often ocenrring at night dur-
ing sleep, cansing a sudden awakening with feeling of
nnpending danger), insomnia, loss of memory, and mental
irritability,  In eases of long standing a condition of
neurasthenia often develops that mayv lead to the most
extensive serions disorders of the nervons svstem, even
to the derangement of the reasoning faculties.

A comprehensive and forceful opinion regarding the
disturbance of the nervous syvstem related to conditions
under consideration is the following by . B. Burr, M. D,
medieal director of Oak Grove Hospital for Nervons and
Menta

Digeases, Flint, Mich.:
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Psychopathic Nephroenteroptic Symptomatology.

The theory of autotoxis as a causative faetor in the psychoses
and neuroses has furnished a working basis for the explanation
of eertain departures from the normal in the ecerebro-spinal
sphere of activity. That the theory has been overloaded, possi-
bly goes without saving., This 1s unfortunately true of every
nminating theory, but many pursuing the treatment of nervous
and mental maladies are reasonably well assured that deduetions
from the favorable action of ehminatives posft hoe Justify the fur-
ther propler hoe assumption of the cansative relation of retaimed
“toxins to nervous perturbation.

Constipation is a bane of mankind, and secms unavoidable
under present-day conditions of living and work., It is espe-
cially the bane of womankind, and is often developed at an early
period of life through inadeguate or imdecent toilet Faecilities in
the public schools,  “*We have taken vour adviee and bunilt our
new school-honse around the water-closet.”” said an experienced
member of a Board of Education to the writer on one oecasion.

Constipation is indubitably a factor in, if not the ultimate
canse of, a frightfully large proportion of mental cases. Iis
correction and the relief of ineidental malassimilation are ends
to which the experienced psyehiatrist diveets early effort.  Real-
izimg the importance of elimination, it is impossible to refrain
from a congratulatory expression to the anthor of this book for
his painstaking directions for the medieal relief of intestinal
torpor. Syvmptomatically the nervous ease is invariably im-
proved by skillful attention to abdominal eonditions arising from
constipation. Is vour mental patient restless—attend to the
howels.  Is he irritable—attend to the bowels.  Aequaint your-
self with the condition of the teeth, the ears, the eves, the chest
organs, the kidneys—but ineidentally unload the bowels. 1Is he
sleepless—see that the bowels are active,  Is he lacking appetite

empty the bowels. In the experience of the writer the best
hypnotie is often a dose of ecastor oil, and the best tonie a colon
flushineg.  Elimipation and again elimination—toujours elimina-
tion should be the watehword in the treatment of morbid mental
states,

It is probable that fecal impaetion of large amount is a more
frequent condition than is generally recognized. Experience in
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many cases—one very recent—indieates that impaction may he
present in extreme degree without obvious abdominal indieations
pointing to eolonie distention. Nurses may be deceived by the
appearance of regularity in patients’ stools, while emptying the
intestinal canal at higher levels than the sigmoid does not ocenr.
When through well-direeted effort this finally takes place, the
amount of fecal acenmulation may be astounding,

That perverted emotional states in velatively healthy individun-
als may be induced by temporary bowel inactivity needs no demn-
onstration to one habitually regular in this function.  Prevented
from its performanee, there ave irrvitability, hebetude, lassitude, |
malaise, vaso-motor perturbation; the person’s mental output is
indifferent and his emotional |-4-:-.]m|1:-;i1'|-|lr-!-::-; is unstable,  Add
to the sensations thus induced the vesults of months or years of
habitual eonstipation, and it is not diffienlt to understand how
morbid habits of thinking may be augmented, if not engendered,
by ehromie howel torpor.

It follows logically that any struetural impediment to peristal-
sis should, if possible, be relieved, and that if relieved the symp-
toms dependent upon it will improve. Mechanical diffieulties
(ohstruetions) that surgery ean reach should be relegated to the
hands of the operator.  The writer has no interest in that eon-
ception of surgery which constitutes it the be-all and end-all in
treatment.  Patients subjected to ill-advised operation arve ren-
dered worse instead of better.  The efficient and helpfal surgeon
to nervous and mental cases must needs repress the enthusiasin
for operating and intelligently apply eommon-sense prineiples m
their eare and medieation. Many eases recover after surgery
when the operation is but an episode. A morbid condition has
been relieved, a foeus of irritation removed, and the patient is
alforded a benefaction comparable with that furnished by a
dentist who extraets an aching tooth. In addition, the nursing
attention. the prolonged guiet, the rest in bed, are all adjuvants
to his betterment.

Aeain, mental and nervous eases recover where obvions and
palpable lesions, as of the pelvie floor and uterus, arve left un-
corrected. The writer has been amazed at the faeility with
which theoretically pure surgical eases from time to fime re-
cover withont surgery: on the other hand, he has observed the
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beneficent vesults of surgical attention again and again in mental
cases.  Reetification of the position of a displaced kidney has
heen eontributory to the relief  of morbid depression in a ease
upon which Dr. Longvear operated and in whieh he and the
writer were jointly interested.

The patholozieal conneetion between kidney displacement and
morbid mentality has been heretofore diffienlt of establishment.
That the downward disloeation is due, accordinge to the incenions
observations of Dr. Longyear, to a drageing on the nephroeolie
ligament—the primary fault being one of displacement of ali-
mentary and emunetory organs, with consequent embarrassment
to their functionating—sheds a flood of light on the subjeet.
The question resolves itself into one of impaired nutrition and
autotoxis, and the seoquence of events in their etiologieal bearing
upon morbid processés m the nervous syvstem is made as plain
as a pikestaff.  Ie who runs may read their significance,

The combination of the effects of the colonie disorder
with the malnutrition resulting from the interference
with the gastriec and hepatic funetions canses, in extreme
cases of long duration, a facial expression which is quite
as characteristie and typical of this condition as the well-
known facies ovarina i1s of ovarian tumor. The muddy.

colorless complexion, lusterless eves, deep facial lines, ex-
pressing weariness and exhaustion, and lack of natural
roundness of outline, mark the face of the patient suffer-
ing with nephrocoloptosis.

Constipation of a more or less persistent character,
either alone or alternating with diarrhea, and the move-
ments usually accompanied by ecolicky pain, i1s a very
characteristic manifestation.  The anthor has found this
condition of the bowels to be present in 74 percent of the
last one hundred cases.

Severe colicky pain in the right inguinal or lumbar
region may be cansed by the spastic condition of the
cecum, due to feeal acenmulation. This is of frequent
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oceurrence, owing not only to the obstructive angle at the
hepatie flexure, but also to the backing up of the colonic
contents from the obstructive angle at the splenie flexure.
As the cecal contents are of a thud character, and the
hepatic angulation alwavs less acute than that on the left
<itde, serions obstructive svmptoms at thiz point do not
occeur.,  Symptoms of obstruetion may ocenr, however, in
extreme cases of coloptosis by reason of feeal impaction
in the transverse colon., The explanation of this is seen
in those radiographs which show a large portion of the
transverse colon situated m such a manner as to le
almost parallel with the descending part of the gut. This
necessitates the foreing of contents upward and over the
acute angulation at the splenie flexure.  Dilatation of the
cecum results from this back pressure, and canses mueh
of the svmptomatology referable to the right =ide of the
gut.  The author believes that the majority of the symp-
toms which are nsnally attributed to the floating kidney
itself are more properly eastric. duodenal, or colonie.

Bevond Dietl’s erizes and their sequela, the symptom
atic manifestations of the loose kidney itself are insignifi-
cant and not of a serious nature. A sensation of drag-
eing 1 the loin, or of a constriction just below the ribs,
and some tenderness on pressure constitute the indica-
tions which can be justly attributed to the loose kidney.
The severe pain often complained of in the right hvpo
chondrium i= nsnally found, on eritiecal examination, to
be located in the colon at the hepatie flexure; or the
duodenum mayv be the seat of irrvitation becanse of the
iraction on it by the adherent kidney.

Dietl’s crisis’ constitutes the most severe, acute, and
svimptomatie indieation of floating kidney. The attack

LTviet]l: “Wandernde Niercn und deren Einklemmung,” Wiener Medi-
zinische Wochenschrift, 1864, vol, 14, pp. 36, &7, 38
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commences suddenly, with severe pain in the right side
at the site of the displaced organ, which becomes swollen
and tender. The bhowels are tyvmpanitic and sensitive to
touch, and the patient, with the knees drawn up and an
anxions and pinched expression, has the general appear-
ance of one suffering from the onset of an attack of peri-
tonitis. Jaundice 18 sometimes observed, due doubtless
to the mechameal closnre of the bile duet, either from
pressure of the swollen kidney or torsion of the duo-
denum. Nausea and vomiting are usunally prominent
svmptoms at the beginning of the attack. There is usun-
ally little or no rise of temperature, hut, after the lapse
of from ten to twentyv-four hours, fever may be in evi-
dence, even of a high degree, cansed by intestinal toxemia
imeident to extreme paresis of the bowel. In severe at-
tacks of long duration, acute nephritis, pyelitis, hyvdro-
nephrosis, or perinephritis may develop, when the nsnal
symptoms pertaining to these conditions will he manifest.
Micturition is frequent during the beginning of the at-
tack, and the urine may evidence ureteral irritation by
containing some blood and epithelinm. Later, albumin,
casts, blood, and pus will indicate the involvement of the
kidney or its pelvis,

When jaundice is present, an erroneous diagnosis of
sallstone i1s lable to he made, and the swollen displaced
kidney may be mistaken for a distended, mflamed gall-

bladder. The tympanitic, sensitive abdomen, simulating
peritonitis, may also lead to error in diagnosis in the
direction of the appendix, ruptured gall-bladder, or pyo-
salpinx, and so cause the performance of unnecessary
and harmful surgery.

A case referred to the author recently by Dr. B. R.
Shurly oceurred at Harper Hospital, and, as it presents
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quite a typical illustration of an attack of Dietl’s erisis,
it 18 herewith presented in detail.

Patient, female, unmarried, waitress, aged 40; admitted
January 5, 1909, giving the following history: Diseases
of childhood—measles, mumps, whooping-cough, and
searlet fever; good recovery from all.  When 20 vears of
age had typhoid fever, from which she made good re-
covery, and which began with a ‘“*bilious attack,”” at-
tended with great pain in the right side, similar to others
which she has had since. During the last three vears
these have become more frequent. The seizure usnally
commences with severe pain in the right hypochondrinm
and epigastrinm, occasionally vomiting at onset. .Jaun-
dice iz usually present and inereases during the attacks,
sometimes markedly. Complexion naturally swarthy.
Attacks may last from two davs to two weeks, one of
which, eight vears ago, was extremely severe and lasted
for about eighteen days. Since then she has been taking
olive ol

and Carlsbad salts to regulate the bowels. Has
noticed that the attacks are more frequent when the
bowels are constipated, which 1s their usual condition,
requiring persistent efforts to move them. Between at-
tacks =he feels fairly we

I, although frail and never very
strong. Never had any menstroal or urinary disorders.

Her present illness commenced ten davs before ad-
mission to the hospital, with severe pain in right hyvpo-
chondrium, ehills, nausea and vomiting, slight headache,
jaundice, and rise of temperature. Savs this is the first
attack, commencing with chills. Condition on entering
hospital: jaundice, not intense, but eves somewhat vel-
low; lips and skin dry; temperature, 1007 1.5 pulse, S84
- respiration, 24. Pain severe in epigastrium and right
hypochondrinm; nauseated, but not vomiting. Abdomen
much distended, tympanitiec and tender to touch, espe-
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cially over the whole of the right side. Percussion
showed flatness in right hyvpochondrium and resonance
over other parts of abdomen., The sensitiveness and dis-
tention rendered palpation of the swollen Kidney impos-
sible, and its contour could be judged only by percussion,
which indicated a mass more than double the size of the
kidney.

U'rine by catheter: acid, sheghtly turbid, dark brown;
specifie gravity, 1,020; albumin present (small quantity),
bile, few granular casts, and blood ecells.

A diagnosis of Dietl’s erisis, caused by torsion of the
pedicle of a floating kidnev, was made, and the following
treatment ordered: physostigmin sulphat. gr. 1,100,
hypodermically every four hours; a high enema eom-
posed of glveerine 3), epsom salts 5], and water 5vj, to be
used once daily; a low enema, fo be retained, of normal
saline solution 3viij, given every two hours; hot camphor
stupes over the abdomen; heroin gr. 1/10, hypodermie-
ally, when necessary for pain; fluid diet (no milk).

After five dayvs of this treatment, with some modifica-
tions, the tympanitic distention had disappeared and the
nausea ceased. A large sensitive mass—the kidney-
could then be easily palpated in the right loin and extend-

ing well forward into the abdomen. This gradually di-
minished in size to nearly the normal kidney in ten
davs more.

An examination of this case later showed a freely mov-
able kidney, and a radiograph taken at the same time
(g, 83) showed the cecum in the pelvis and mueh of the
transverse colon with it.

This case, while tvpical of Dietl’s erisis, is an extreme
one, and is eited as such; the nsnal attack, however, is not
=0 severe, and is often apparently of less diagnostic sig-

nificance.  Frequently the attacks will last but a few
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hours, and econsist mostly of pain located in the right epi-
gastrie region. Such attacks are often diagnosticated as
gastric neuralgia, or gallstone coliec. These short seiz-
ures are doubtless caused by a slight torsion of the
pedicle, of short duration, with consequent dragging and
kinking of the duodenum and common bile duet.

A floating kidney, even of the most extreme charaeter,
may exist for years without the oceurrence of this acci-
dent, but as a ptosis of any degree is always subject to
it, and as it is known to occur in cases thought to be of a
mild degree, prognosis in all cases should be guarded and
treatment guided by this fact.



CHAPTER 1V,
DIAGNOSIS.

Successful therapensis—the ultimate aim of medical
science—must be founded on correct diagnosis. The
drudgery of painstaking examination can not be avoided
by the elinician, as his nltimate success in treatment de-
pends upon the acenracy of his findings. To preseribe
for a patient for intestinal dyspepsia and neurasthenia
without making a physical examination is neither scien-
tific nor honest, and vet the slipshod method of snap
diagnosis is too frequently practiced in the class of eases
under consideration.

Snap diagnosis often appears wonderful and impress-
ive when witnessed by the inexperienced, but sunch
methodless practice should have no place in the exercise
of knowledge pertaining to any branch of the medical art,
and least of all to that of dizeases of the abdomen, where
error may lead to dire disaster. Symptoms of a mild
character, meaningless to the tyro, may be of great diag-
nostic value to the experienced clinician, as he has
learned—that which every good diagnostician must
know—the value of symptoms. This knowledge enables
him to translate these ofttimes seemingly meaningless
signs into the langnage of disease.

I know of no elass of cases in the field of pathology that
will vield a more fruitful reward for correctness in diag-
nosis, to both the patient and physician, than these en-
teropties, whose manifold complainings arve apt to be mis-
taken for hypochondriasis and the imaginings of the
chronie dyspeptic. The histories of these cases are ex-

£
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ceedingly valuable as diagnostic indices, and should be
taken with care, as it is the analysis of the history, in
connection with existing symptoms, which points to the
probable diagnosis, and determines the necessity of fur-
ther investigation by means of physical examination.

Such a history is usually one of long-standing dys-
pepsia, with constipation—or alternating constipation
and diarrhea—eradual loss of flesh, nervous exhaunstion
and irritability, muddy complexion, and a drawn, weary
expression of countenance, frequent attacks of griping
pains in the lower abdomen, often located in the region
of MeBurney’s point; muens in the stools, and often pain
in the left upper abdomen in the region of the splenie
flexure of the colon. Occasionally a patient will tell of
attacks of terrible pain in the right side, attended with
swelling around the kidney, fever, jaundice, ete., which
are recognized as attacks of Dietl’s erisis.  Few patients
will give all of these manifestations pointing positively
to the kidney and colon, and many will exhibit but few.
It is especially in such indefinite and obscure cases that
the physical examination and the x-ray will give the posi-
tive results that make the diagnosis clear. All cases hav-
ing abdominal symptoms should be examined physieally,
and this is especially true of the obscure cases.

The physical diagnosis of nephrocoloptosis is a simpler
proposition than that of coloptosis alone, because of the
easily palpated kidney, and the fact that the colon 1s al-
ways prolapsed when the kidney is displaced makes the
coloptosis a foregone conclusion when the nephroptosis
18 ascertained.

To palpate the kidney, posture is of the greatest im-
portance. The subject must be in snch a position that
the muscles of the abdomen, the loin, and the thoracie
region will be relaxed. The position of standing with
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forward bending of the body, with arms resting on some
support, is found unsatisfactory because of discomfort
to the patient, if a woman, and inability to control the
museular movements when in this position. The dorsal
and lateral postures, which the author uses exclusively,
have none of these objections, and serve the purpose ad-

mirably.

ol

oradl AeeBbItNE. - Iist Dosilbn el eeatalner s nanas

I'irst place the patient on the back, with a small pillow
under the head, the thighs flexed and heels close to the
buttocks. Expose the abdomen and the lower thoracie
region. (Figs. 14, 18.) Standing on the left side of the
patient, place the tips of the fingers of the right hand in
the triangular space in front of the right quadratus lum-
borum muscle, and just below the twelfth rib, and the
tips of the fingers of the left hand in front, just below the
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costal margin of the same side. Direet the patient to
take a deep inspiration, allowing the fingers to gently
follow the movement of the parietes. When inspiration
is full, have the patient expire the air completely from
the lungs, and as this is being done press—at first gently,
then deeply—with the fingers of both hands, approximat-
ing them toward each other. At the end of expiration re

el e i o e et
place the fingers of the left hand with the thumb of the
right, continuing deep compression, and palpate below for
the kidney with the left hand. (Figs. 15, 19.) This will
usnally dislodge a floating kidneyv of anv degree of dis-
placement so that it can be felt, either wholly below the
costal margin or partially below. In some cases, how-
ever, fallure results, owing to absence of musenlar relax.
ation or limited action of the diaphragm. In others,
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(Gterota’s capsule may prevent a downward displacement,
while permitting free mobility of the kidney toward the
median line.

If the foregoing form of examination is negative, the
lateral position must be fried. Turn the patient on the
left side, with the right hip showing a little more than a
quarter turn; flex both thighs shghtly, the right one the

Fig., 16. Showing technic of physical examination for nephroptosis.
Lateral decubitus Firzt position of examiner’s hands,

most; proceed in the examination technic as deseribed for
the dorsal position. (Figs. 16, 17, 18, 19.) This will
never fail to bring the loose kidney to the palpating
fingers,

The important detail in any examination is to bring
about as complete muscular relaxation as possible. In
investigation of the left side the examiner mayv find it
convenient to stand to the right of the patient, but as one
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becomes expert this change of position is not necessary.
Sueh an examination may be made without exposure.
Generally, the best method to determine the position
of the stomaech is by the use of the radiograph, bhut when
this can not be emploved it may be quite readily ascer-
tained by percussion and palpation after inflation with
carbonie acid gas, liberated through the action of tar-

) A
e

Flg, 17. Showing technic of physical examination for nephroptosis.
Laiteral decubitus,  Second position of examiner’s hands,

tarie acid upon bicarbonate of soda. In the diagnosis of
the displaced colon the inflation of the gut will not he
wholly satisfactory. First, there is the inconvenience of
using air or gas by way of the anus, and, when success-
fully emploved to distend the wviseus, such distention
tends to straighten out and shorten the gut, and to give
a false impression of the position of the bowel when pal-
pated and percussed. Furthermore, the acute angle at
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the splenic flexure, when the bowel is prolapsed, favors
obstruction of the lumen of the bowel and prevents the
easy passage of air beyond the aseending colon. In the
absence of other and better methods, however, this may
be resorted to, care being taken not to distend the bowel
to its utmost capacity. The inflation of the bowel is hest
accomplished with the patient in the dorsal position, and

Fig. 15 Showing techaic of physical examination for nephroptosis.
First position of examiner's handz in both pogitionz of the patient.

by means of air furnished by an ordinary Davidson
svringe. Slow distention is preferable. Percussion and
palpation, made both before and after inflation, will de-
termine the position of the bowel.

The most aceurate and satisfactory way of demon-
strating the location of both the eolon and stomach is by
the nse of the x-ray. The radiographs obtained have the
advantage of showing the viseera in their ordinary state
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of distention and repose, so that a true idea may be had
of the existing condition. Photographic prints may also
be made for recording cases and for demonstration.

Directions for Preparing the Patient for a Radiograph.

One ounce of subnitrate of bismuth in a pint of milk,
koumiss, or gum acacia solution 1s given from fourteen

Fiz, 189, Showing technie of physical examination for nephroptosis
Second position of examiner's hands in both positions of the patient. The
kKidney is held in ptosis by deep pressure of the thumb under the costal
margin and palpated by the tips of the fingers of the left hand.

to eighteen hours before the colon is to be raved. Im-
mediately after the ingestion of the mixture a radiograph
1s taken of the stomach, and again at the expiration of
the longer time as the bismuth reaches the howel. The
time necessary for the bismuth to reach the colon is
somewhat variable, depending largely on the condition
of activity of the intestine. If diarrhea be present, or if
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a cathartic has been previously given, the bismuth will
find its way mueh more rapidly than if the alimentary
tract has been undisturbed. On the other hand, il given
to a patient whose bowels have not acted for several
days, the bismuth will fail to reach beyvond the cecum.

For a radiograph of the deseending colon, sigmoid, and
rectum the bismuth emulsion must be introduced by the
anus, as the splenic Hexure nsnally resists the passage of
it bevond the transverse colon when given by the mouth
—unless a longer time 1s observed, and then it will have
passed bevond the cecum and no shadow of this part of
the bowel will be in evidence.

The standing pesition should always be used when the
apparatus will permit, as the displaced organs are then
in their most abnormal position of ptosis.

The following specific directions for making the radio-
graphic negative are kindly furnished by P. M. Hickey,
M. D., editor of the Admerican Quarterly of Rontgerology,
who has done all of the radiographic work in connection
with the investigation of this subject:

Technic of the Examination of the Gastro-Intestinal
Tract by Means of the Rontgen Ray.

In considering the nse of the Ronteen ray as an aid in the diag-
nosis of malpositions of the abdominal organs, particularly the
stomach and intestines, we must recollect, first of all, that the
plate which iz obtained is a record of density of the part. When
we examine, for example, the chest, we have the density of the
heart forming a deeided contrast to the density which is present
in the lungs, so that in this way we obtain very marked contrast.
When, however, we pass the Rontgen ray through the tissues and
organs below the diaphragm, we find that the resulting plate, on
account of the similar density of these parts, shows only a slight
difference in its shading.  Accordingly, then, we must introduce
into the stomach and intestines some material which will have a
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much greater weight than these soft parts. A nnmber of dif-
ferent elements and chemicals have been used for this purpose,
but the substance which has seemed most suitable has been either
the subnitrate of bismuth or the subcarbonate of hismuth.

For the purpose of outlining the stomach, one ounee of sub-
carbonate of bismuth can be administered either in watery solu-
tion or, preferably, in a thick solution. Kefir or koumiss holds
it in suspension for a long time. For the purpose of affording
a landmark upon the plate, a metallic object, as a small coin,
may be placed over the wmbilicus and held in position by adhe-
sive plaster; but, if the abdominal wall is pendulous, as in obese
persons, the metallie marker ean be attached to the tip of the
xiphoid cartilage. The plate ean now be taken either with the
patient recumbent, with the abdomen resting npon the plate, or,
if we wish to know the amount of gastroptosis which is present,
we can make the plate with the patient in a standing position.

For the teechnie of making the plate it is necessary to employ
an x-ray apparatus that is sufficiently powerftul to allow the ex-
posure to be made in a few seconds, while the patient holds his
breath, If the patient is allowed to breathe during the time
while the plate is being made, a blurring of the outlines oceurs,
due to the eommunicated respiratory movements. If the exami-
nation is suceessful, we have the size, shape, and position of the
stomach graphieally outhined. The use of this method of ex-
amination has quite revolutionizad the ideas of the medieal pro-
fession in regard to the average shape and position of the stom-
ach. From a large series of plates that have been made by
numerons observers in various parts of the world it has been
learned that the ordinary anatomieal illustrations are entirvely
at fault.

Owing o the rapid movement of the hismuth through the
small infestine, it has been impossible, so far, to obtain satisfae-
tory representations of the small intestine, except in cases of
marked stenosis of this part of the gut. When, however, the
bismuth has passed on into the large intestine, we find that, owing
to the slowness of its passage through that part of the alimentary
tract, we ean obtain an aceurate idea of the position and angula-
tions of the large gut.

The length of time that it is necessary to allow to elapse be-
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tween the taking of the plate of a stomach and the plate of the
large intestine will be found to vary in different individuals.
If peristalsis is rapid and the eontents of the intestine are passed
along quickly, twelve to fifteen hours will be found sufficient.
If, however, the peristalsis is slow, it will be found advantageous
to wait from eighteen to twenty-four hours. The time of ex-
posure necessary to obtain a plate of the large intestine will be
found to be slightly longer than to obtain a plate of the stomach,
as the amount of abdominal tissue necessary for the rays to trav-
erse is somewhat greater. In this plate it will be found, also,
that distinetness and elearness of outline will be enhaneed by
having the patient hold his breath during the time that the x-ray
tube is acting.

The plates which we obtain of the large intestine show the
anatomical construction of this part of the bowel, the position
in the lower part of the abdomen or in the pelvis, and show
clearly the degree of angulation of the hepatic and splenie flex-
1nres,

Some eriticism has been offered on this method of examina-
tion, due to the faet that a few ecases of unpleasant symptoms
have been reported from the use of these large doses of bismuth.
The following precautions are advisable: large doses of bismuth
should never he administered to children; subcarbonate of bis-
muth should always be employed in preference to the subnitrate,
as no eases of unpleasant symptoms have ever been recorded
where one ounee of subearbonate has been given, Where larger
doses of the subnitrate have been given, say two and three
ouneces, svmptoms of nitrite poisoning have been observed. It
is always best, after the examination, to have the patient take a
quickly acting cathartic to elear the bismuth from the intestinal
tract.

As a substitute for bismuth, various forms of iron have heen
proposed, but have not come into general use. The latest sug-
oestion is that zireonium oxide be employed, which has the great
advantage of being nontoxic and of making a more contrasty
plate, Tt is, of course, necessary in writing a preseription for
the bismuth that the C. P. bismuth, free from arsenie, should be
insisted upon,

Tor the examination of the plate it is advisable that after the
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plate has been washed and dried it should be viewed in an illumi-
nating box, with the observer in a darkened room. The contrast
of an underexposed plate, such as is sometimes obtained of indi-
viduals with thick abdominal walls, can be inereased by viewing
the plate at some distance, employing, if necessary, an opera
glass to make the plate seem nearer to the eye. When one first
examines these plates he is often struck by a lack of detail, which
18 due to the faet that he is unaceustomed to observe what to an
experienced eyve would be important points. The more one sees
of these plates and the more he studies them carefully, the more
information will he gather from them.

For the suecessful employment of this new aid in diagnosis,
the rontgenologist should be in possession of a powerful modern
equipment. The ordinary type of static machine, which can be
successfully used for examination of the thinner parts of the
body, does not furnish enough eurrvent to permit of the examina-
tion being made while the patient is holding his breath. Some
of the nawer types of static machine are, however, more efficient
and may be used for this work.

It the induetion eoil is used, it should be eapable of energizing
a high vaenum x-ray tube. Some of the newer types of trans-
Formers, which do not necessitate the use of an interrupter (as
does the induetion eoil), deliver a tremendous amount of elee-
trical energy, which can be transformed in the tube and produce
a plate in a few seconds. Given, however, a powerful senerating
apparatus, the next necessary part of the equipment is a suitable
tube. This should be of the size and construction to permit of
its reeeiving and transforming, for a few seconds at least, a very
large quantity of current.

In making exposures throngh the thicker parts of the body,
as the abdomen, it is neeessary that the vacunm of this tube
should be high, in order that the penetration may be sufficient,
It is obvious that if we use a tube of sligcht penetration, such as
would be useful in the examination of the hand or elbow, that
we will not be able to pass the rays through the body, and the
resulting plate will be a comparative blank, This matter of the
selection of a tube of high penetration is the most important part
of the Rontgen technie,

The size of plate employed is usnally 14x17 inches. The en-
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velope in which it is contained can be ruled with diagonal cross
lines, so that the eenter of the plate is indieated. The junetion
of these eross lines should be against the nmbilicus. The position
of the tube is of importance. In order to avoid distortion, the
central rays, or those which are perpendicular to the long axis
of the tube, should pass through the eenter of the plate; in other
words, the center of the tube should be opposite the eenter of
the plate, and the plane of the plate and the plane of the tube
should be parallel. If the center of the tube is placed higher,
for example, so that it is opposite the heart, it is evident that the
very obligue rays which will strike the lower part of the pelvis
will produece a great deal of distortion.

In the development of the plate a contrasty developer, such as
hydrochinon solution, with a large amount of carbonate of potash
and an excess of bromide of potash, will be of value. The tem-
perature of the developer is also of importance, as, if the solution
is warm, the resulting plate will be lacking in contrast. The
purpose of the whole Rontgen technie is to produee a plate that
will be free from distortion and full of contrast.

Differential Diagnosis.

The diseases having a somewhat similar symptoma-
tology to that pertaining to nephroptosis, nephroeolo-
ptosis, or coloptosiz, should be carefully considered and
the differentiation made in formulating the diagnosis.

The most important pathological condition, and the
one most likely to be confused with the renal and colonie
displacements nunder consideration, is appendieitis. 1t is
the most important by reason of the relative frequency
of 1tg oceurrence, and also because of the fact that the
increasing familiarity with its manifestations leads to
eager and often nnwarranted, incomplete, and erroneous
diagnostic conclusions. Pain and sensitiveness alone, at
the MeBurney point, are too often made the basis of such
diagnosis. A cecum and ascending colon, chronically
distended by reason of angulation of the large intestine
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anywhere in its course, will cause symptoms simulating
subacute appendiceal disease; and an acute distention,
with rapid dilatation of the cecal end of the gut, will give
several local manifestations of such a nature as tfo re-
quire careful differentiation. The temperature and pulse
record, if normal, in the acute cases, 18 valuable evidence
against the diagnosis of appendicitis, but, if a febrile
condition be present, further investigation is required, as
intestinal toxemia, resulting from the colonie stasis, may
be its cause. Absence of the “‘board-like feel’ of that
side of the abdomen is valuable in contraindicating ap-
pendiceal disease, but in the presence of great sensitive-
ness the differentiation may be difficult and uncertain.
If a radiograph is practicable, the diagnosis may be
cleared immediately. The radiograph may show a dis-
tended cecum, with its distal end lying low in the pelvis,
indicating the presence of the appendix far from the
sensitive area around MeBurnev’s point. This would
indicate the cecnm and ascending colon as the location of
the manifested disease, and not the appendix. A very
good illustration apropos of this is seen in the report of
case 2. A patient suffering from the aente symptoms
of Dietl’s erisis of a severe type may be considered as
having appendieitis, perirenal abscess, or peritonitis.
The history of the attack and the location of the sensitive
area, showing, by palpation, continnity of structure be-
tween the anterior surface of the swelling and the space
in the loin just below the twelfth rib, point to the en-
larged kidnev characteristic of Dietl’s crisis, '

A tumor of the right lobe of the liver may simulate a
floating kidnev, and, if movable, may prove difficnlt of
differentiation without resort to exploratory abdominal
section. If a malignant tumor, the history of progressive
growth and constant pain, with attendant ecachexia,
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would warrant an exploratory section. Such a case pre-
sented these conditions to the author. Abdominal sec-
tion here revealed a neoplasm springing from the under
surface of the right lobe of the liver, the free lower mar-
gin of which could be felt before operation, passing over
the tumor and distinet from it.

A hard fecal mass, resembling a tumor, situated near
the hepatie flexure of the colon, may be mistaken for a
floating kidney. The free administration of petrolatum
oil and the use of high enemata containing glycerine and
epsom salts will nsually elear the diagnosis within two or
three davs.

A distended gall-bladder may simulate a floating kid-
neyv. lIts fixed position at a distance from the loin, and
inability to elevate it into the renal fossa by manip-
ulation, should render the diagnosis fairly certain and
determine exploratory section.

A uterine myoma having a long, thin pedicle may be
mistaken for a kidney. In sueh an instance the free
mobility of the tumor downward compared with its lim-
ited mobility upward, and the fact that traction is felt to
he exerted on the uterus when it is pushed foreibly unp-
ward, should differentiate it from the kidney.

In severe cachexia, which is often present in cases of
extensive renal and colonie displacement, and frequent
attacks of pain in the epigastrie region, caused by trae-
tion on the duodenum by the dropped kidney, may deter-
mine a diagnosis of dunodenal ulcer. Radiographic ex-
aminations should result in correcting the error.



CHAPTER V.
TREATMENT.

In the selection of the therapeuntic measures adapted
to the pathologie condition in question, the fact should
not be lost sight of that the symptoms whieh bring the
patient to the physician 's office are the resnlt of a
mechanical disarrangement of certain organs, and that
consequently any treatment applied for the relief of the
condition must of necessity be of such a nature as to
;ause their rearrangement, or righting. Treatment other
than this i1s palliative, and not curative. And vet, for
the purpose of relieving symptoms cansed by long con-
tinuation of the displacements, such syvmptomatic treat-
ment is often necessary and of great value, not only in
bringing comfort to the patient and in the preparation
for enrative treatment, but also as a valuable adjunct to
he nsed with the more radical therapeutics. While rare

cases do occur which are completely and immediately

cured by operation alone (see case 37), they are by

far the exception to the rule, as treatment by other
methods—sometimes before, but nsually after, operation
—is8 necessary to achieve the best results in the shortest
possible time. While the author believes that by surgi
cal treatment the only short route to suecess is attained,
and that very few cases—pos=ibly of recent occurrence,

hefore colonie dilatation has ocenrred—can recover with
out it, vet it must never be depended upon alone, to the
exclusion of other therapeutic measures.

A prominent surgeon recently remarked to the author
after the operation of mephrocolopexy and after-treat-
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ment had been deseribed to him: *“1 don't like your
operation because vou have to put on an abdominal band
afterward. When 1 operate I want the operation to
cure and without farther treatment. I don’t want to see
the patients afterward.” IHe was assured that it was
largely that mental attitude of the surgeon that had con-
tinued the use of the old unsatisfactory operation of
nephropexy, but a change of the visual standpoint must
now be made. If these patients are to be eured, the com-
plexity of the pathology must be recognized and all the

indications met. These are not “*Gordian knot’’ eases,
to be cured by one sweep of the knife, and the sooner that
idea is understood the better, both for the patient’s wel-
fare and for the advancement of the medical art,

The successful operation merely places the patient in
position for nature to undo the damage done to mueosa,
musecle, and nerve by the displacements. The repair, the
regeneration of tired and worn nerves, the renewal of
museular tone, and the restitution of long disordered
functions demand all the assistance possible until natural
conditions are assured.

Treatment may be considered under five heads, viz.:
Prophylactic, Medicinal, Topical, Mechanical, Surgical.

Prophylactic Treatment.

The consideration of the primary caunse of the ptosis
1= of paramount importance in the selection of the meas-
nres hest adapted to the prevention of the displacements
of the colon and kidney.

The child showing a tendency to weakness of liga-
ments and munscenlar tissues should receive the most care-
ful attention during the whole of the developmental
period.  Ivery effort shonld be made to gradually
strengthen the developing tissues ol the entire body in
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such manner as to cause symmetrical growth of the mus-
. cular and bony parts, and tonghness of the restraining
tissues. Most children of delicate physique, with heredi-
acements, lateral curvature

tary tendencies toward disp
of the spine, stoop shoulders, prominent shoulder blades,
hernia, and other muscular or hgamentous nsufliciency
may be made to develop into healthy men and women.
Well-poised, graceful bodies will resunlt, chronie invalid-
ism will be obviated, and the misery to themselves and
others from ill health and awkward deformity escaped.

To accomplish this properly requires intelligent direc-
tion and patient teaching on the part of the doctor, and
persistent application on the part of the patient and at-
tendants for a considerable time. Gymnastic exercises
are of the greatest benefit, and will accomplish the most
satisfactory results in these cases, but the exercizes must
he carefully chosen with reference to the tendencies of
these patients, and they must be so applied and their in-
erease so graduated that the frail tissues which are to be
worked on shall be raised in tone and endurance slowly,
steadily, and surely, without depleting by overwork or
erippling by undue strain. The author has seen such
careful gyvmnastic training, carried out under the super
vision of a competent orthopedist, accomplish really
wonderful results in the stimulation and development of
these weak tissnes.

Breathing exercises should be conducted in ways to
develop the intercostal museles and diaphragm, and
cause broadening and inerease of capacity of the lower
part of the thoracic cavity. Moderate work with light
dumb-bells, exercizses to develop the abdominal museles,
correct posture in standing and sitting—all of these in-
telligently and persistently followed are of the utmost
value.
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The author has been so mueh impressed with the value
of well-directed orthopedic treatment in these cases of
imperfect development, that there is here presented a

Fig. 20. Faulty standing pos-
ture, Chin forward; chest sunk-
o0, shoulders forward-drooped;
lumbar lordosis decreased:; abdo-
men  prominent;  knees  slightly
flexed; fect everted and pronated.
The appearance of exaggeration is
because persons in ordinary life
are clothed, and involuntarily as-
apume under observation an  im-
proved attitude; faulty attitwde s,
therefore, commonly not seen at
Its waorst,

Fig. 21. Favorable standing
posture, Chin retracted; chest the
mosl  prominent part; shoulders
flat behind: abdomen flat; but-
tocks prominent: knees fully ex-
tended; feet straight forward.

supplemental and detailed article from the viewpoint of
the orthopedist by William E. Blodgett, M. D., member
American Orthopedic Association:

Orthopedic Considerations of Abdominal Ptosis.

Faulty posture may be a factor in eausing or aggravating dis-
placement of abdominal viseera, and, correspondingly, favorable
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posture is important in prophylaxis and freatment of viseeral
ptosis.

Faulty and favorable posture in standing and sitting are illus-
trated by Figs. 20, 21, 22, 23, from photographs of a normal, well-
developed child, 11 yvears old. This madel 1s young enough to he

-

Fig. 22 PFaulty sitting pos- Fig, 23, Favorable =iiting
ture. Chin forward and upward; posture, Chin retracted; chest
spine below neck makes one long prominent; spine and abdomen
curve, convex backward: shoul- flaet.
ders forward-dreooped; abdomen

rrodm inent.

free from elothing deformity, artificial poses, and nervous con-
straint, and old enough to suggest the adult figure.

There are three chief ways in which fanlty posture tends to
canse abdominal ptosis: (1) by reduetion of the lordosis, or for-
ward convexity of the lnmbar spine, with the attached soft parts,
which. when normally curved, makes a projecting shelf i the
lower half of the abdomen; (2) by relaxing the recti abdominis
museles; (3) by the general weakness, of which faunlty posture
is a cause and a result. Faulty posture tends to reduce mental
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and moral vigor, and the resultant psyechical depression reaets
unfavorably on the physical health.

Faulty posture may cause also structural round shoulders—
i. ., shoulders which can not be placed in normal position—sacro-
iliae joint strain (a very common cause of lumbago, coceygo-
dvnia, and seiatica), and pronated painful feet. Presence of
any of these conditions assists in the diagnosis of habitnally
faulty posture.

Treatment is chiefly by education and exereise in favorable
posture. The patient is first taught to assume the favorable pos-
ture upon eommand, and then to execute simple movements with-
out departure from this favorable posture—movements such as
breathing and symmetrical movements of the arms. A long mir-
ror in front of the patient is helpful. Next, the patient 1s tanght
to exeente more complicated movements of the whole body, always
starting from and retwrning to the exactly favorable posture.
In some cases the ehief need is re-education and new co-ordina-
tion of the museles to secure and hold favorable posture; in oth-
ers the muscles and ligaments need strengthening as well. In
the latter eases, gradually inereased weight-lifting and dumb-bell
exercises are indieated: but in all these exercises exactly correct
posture is to be kept in mind and overexhaustion avoided. Spe-
cial exereises for strengthening the recti abdominis ean be under-
taken, such as powerfully retracting the abdomen, and raising the
trunk from dorsal deenbitus to the sitting posture.

When pain interferes with normal posture of any of the parts,
temporary artifieial snpport may be needed, notably shoulder
supports. sacro-iliae joint supports (a tight belt about the pelvis,
just below the anterior superior spines), abdominal supports,
spinal jackets, and arch supports for the soles. Such supports
should be made to fit the individual patients and their speecial
needs; the object of them is to relieve pain, or assist in main-
tenanee of favorable posture, without interference with normal
funetion, until natural support has become sufficient and new co-
ordinations established. Passive resistance of the shoulders or
feet to being placed in favorable posture, or the presence of any
interfering deformity or disability, may require surgery.

In addition to this edueation and exercise in favorable posture,
clothing, outside air (especially at night), eold bathing, regular
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and complete defecation, and general personal hygiene are to he
congidered. If the clothing ean not be suspended from the hips.
as In young girls, the supporting shoulder straps should pass
close to the neck and not over the more easily depressed tips of
the shoulders; the corset, if worn, should be very loose in its up-
per half and properly shaped ; the stockings should be supported
by straps from slightly in front of the sides of the corset and not
from the front; the shoes should have fairly straight inner bor-
ders, and broad, not excessively high, heels. These matters of
clothing and invigorating personal hygiene are all together an
important help in the establishment of favorable posture.

To prevent and assist in the care of abdominal ptosis, ednea-
tion and exercise in favorable posture must be painstaking. exact,
and long continued.

Attention should be paid to the diet, and each patient’s
digestive abilities and pecunliavities studied, so that the
greatest henefit may be acquired from nutrition, and also
that intestinal toxemias do not poison this fountainhead
of supply.

[t is of great importance that these patients he tanght
natural methods of regulating the howels, and the too
free use of eathartic medicines should be prohibited.
Regular habits of eoine to stool should be advised. The
patient should go and make the effort to defecate at a
certain hour each day, preferably after breakfast, even
if there be no desire to have a movement. Long habit of
‘negleet of regularity of the funetion indueces an obtuse-
ness of the nerves of the rectum, which allows distention
and often impaction of the viseus, without the patient
being aware of the condition by any sensation of a desire
for defecation. The daily svstematic effort to unload
the rectum will usnally overcome this habitual torpor,
and gradually the natural sense of rectal fullness will re-
turn; the patient will know hy the sensation when the
bowel needs emptyving, and be uncomfortable until it is
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accomplished, as is the case in the normal condition.
The patient should e instructed to exercise the anal and
rectal mmseles, while attempting defecation, by alter-
nately raising and lowering the anus by musecular action.
The expulzive effort by the abdominal museles should
accompany the relaxation, and, if the patient sits with
the knees high and thizghs flexed against the abdomen,
the expulsive foree will bhe angmented, and be more
natural than if sitting in the usual manner, with the
thighs at right angles to the bhody, or even somewhat
dependent. Abdominal massage may be used to advan-
tage.

The knowledge that colonie stasis, with the consequent
fecal acenmulation and inereasing weight as the howel
expands, acts mechanically upon the hepatocolie liga-
ment, and induces the beginning of the ptosis that gradu-
allv extends and ecanses the complex pathology under
consideration, should make this question of constipation
—especially among the voung—a very important one
from a prophylactic standpoint. The family physician
may use his influence here to advantage in the prevention
of mueh future suffering. DBut, be the patient voung or
old, the adviee can not be too strongly emphasized.

[f the kidney of a child is displaced in any degree, an
abdominal band should be worn until the formation of
a good intra-abdominal pad of fat shall make its use
unnecessary. In those cases which have a predisposition
to ptosis, or in whieh it has previously been present, the
rapid loss of flesh, from wasting disease or other causes,
removes the omental fat—the intra-abdominal pad—
which acts as a snpport to the eolon. The howel, unsup-
ported. is then liable to drop, as the weak hepatocolic
ligament gives way to the unacenstomed strain. Such
cases should be under careful supervision, and all tend-
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encies to colonic distention discovered and overcome.
The same caution is to be observed after childbirth. A
snugly fitting abdominal band worn until the abdominal
museles regain their tone is a valuable prophvlactie in
all post-partum cases.  Corsets which contract the lower
thoracic zone should be avoided, and breathing exercises
nsed to expand this portion of the anatomy.

Inerease of body fat iz only of mechanical use, as it
applies to the support of the colon intra-abdominally,
and for this purpose it should be encouraged in every
way. Fnforeed rest and feeding are of value in many
cases for this purpose,

Medical Treatment.

While the number of drugs which can be used with
direct benefit to the displaced colon and kidney is limited,
vet the conditions are such that, in addition to them, in-
direct medication is often of value, and manv cases are
very materially henefited by the use of other remedies
for the correction of disordered svstemic conditions
which may appear not to he directlv associated with or
caused by the ptosis. The urie acid diathesis, digestive
disorders, inefficient metabolism, and nervous disorders
are pathologic econditions which are very common to
these cases, and require appropriate treatment.

Cathartics should be avoided as much as possible, as
the colonie irritability is likely to be greatly inereased by
their use. The use of eliminatives which act by inereas-
ing peristalsis, for the purpose of accelerating defeca-
tion, may be compared to the prineiple illustrated by the
application of an inerease of power to the machine whose
bearings require oil-—apparent immediate efficiency re
sults, attained, however, at the expense of future useful-
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ness of the apparatus. The action of the bowels must be
regulated by remedies which smooth out, as it were, and
soothe the sharp angles of the howel, and at the same
time cause the material to be soft and easily moved for-
ward by the natural peristalzis. Nature endeavors to do
this by throwing out mueh muens, which is so frequently
seen in the stools of these patients.

Lubricants, then, rather than cathartics, must be the
rule, and, when used intelligentlv—frequently by enema
as well as by the stomach—the results are usually of the
mo=t gratifving nature. For this purpose the author has
found nothing else which serves the purpose as satisfac-
torily in most eazes as the so-called *‘petrolatum oil,”” or
liquid vaseline. The properly prepared oil should be
tasteless, nearly clear—mnot amber colored—and should
he thick and heavy in consistenev. The thin oil, which
is used largely as a medium in spray medication, is not
suitable for this purpose. The preparation is, chem-
ically, paraffin, and not a fat, as its name would signify,
and consequently does not saponify with alkalies, or be-
come digested or altered in passing through the alimen-
tary tract. It is this quality which caunses it to act in a
mechanical way only, passing through the stomach and
small intestines unchanged, and then into the colon,
where, by mixing with the fecal matter and coating the
mueons membrane, the effectiveness of peristalsis is ang-
mented; the contents of the hbowel pass over the angula-
tions with a mimimuom amount of effort and irritation, to
the consequent comfort of the patient. The dose is usu-
ally one tablespoonful taken clear twice daily on an
empty stomach. The author nsunally directs one dose to
be taken late in the afternoon, about an hour before the
evening meal, and the other at bedtime. The effect of
this oil is usnally sufficient to caunse the contents of the
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howel to pass into the descending colon, and in some
cases to result in regular and satisfactory defecation; but
the long habit of irregularity is often not =o easily over
come, and, unless further assisted, the torpid descending
colon and the rectum do not act. Therefore, 1t 1s the rule

of the author to direct the patient, while taking the oil,
to use an enema of normal salt solution, to overflow,
every evening if no satisfactory defecation has been had

during the day. After a time the enema becomes un-

necessary, and as the action of the howel becomes regular
the dose of the oil is gradually reduced and dizcontinued.
Diffienlty is often experienced in holding those patients
rigidly to the performance of this formulary who have
long been addicted to the use of cathartic mediemes,
Any relapse oceurring after the use of the oil has heen
once discontinued is liable to be followed by repetition of
the old habit of pill dosmg, with eonsequent results of
colonie irritabilitv. To prevent this, patients who are
not to he under frequent supervision, especially after
operative treatment, should be warned against the per-
niciousness of sueh action.

In cases of extreme torpidity, especially those in which
the fecal matter fails to reach the rectum, causing the
evening enema to be unsatisfactorv in results—or, as in
rare cases, painful—the use by enema of four ounces of
warm olive oil at bedtime, the patient holding it until
morning, will usually act very kindly in the induetion of
the desired morning stoel, possibly assisted by the
enema. Some patients find it necessary, in order to re
tain the oil taken thus by rectum, to assume the Sims,
or knee-chest, position for a few minutes after its injec-
tion. Cases having dilatation of the sigmoid are much
benefited by the oil enema.

The author has found a few cases much improved by
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the administration of olive oil in gelatin capsules—three
to five capsules of thirty minims each after each meal.
The oil given with thre gelatin in this manner seems to be
more efficacious than when given alone; its nutritive
value is certainly enhanced, as the stomach bears it bet-
ter by this method. The gelatin doubtless acts some-
what as a demuleent, hesides subdividing the oil and
rendering it more digestible.  As an aid to any method
of inereasing the fatty tissue of the patient it is of much
value. In some instances a laxative becomes necessary,
and in such cases castor oil, given in the same manner
in gelatin capsules, small doses after meals for a day or
two, will be sufficiently effective and comparatively free
from irritative action.

The taking of two tablespoonfuls of wheat bran in a
olass of hot water mmmediately on awakening in the
morning, and some hittle time before breakfast, acts well
as a demuleent, and also mildly as a food laxative.
Small doses of bromide of sodium and chloral given in
chloroform water will be found useful, svmptomatically,
in soothing the colie caused by the spastie contraction of
the bowel, and may be given in preference to the opiates,
which dry the mueous membranes and inerease torpidity
and stasis,

In eases having urie acid diathesis the spastic con-
dition is frequently mueh improved by using the appro-
priate treatment for this condition.

Intestinal antiseptics are useful in combating the
toxemia whieh the sluggish condition of the colon fre
quently induces.  For this purpose the anthor has used,
with good results, the sulphoearbolates of zine, caleinm,
and =oda, carbolic acid, menthol, encalyptol, salol, sali-
cvlie acid and the salieylates, powdered charcoal, aspirin,
etc.
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Physostigmin sulphate, gr. 1/100, given hypoder-
mically every three to six hours, has heen found to be a
dependable remedy for controlling the intestinal paresis
which is often such an alarming svmptom in Dietl’s

Crisis.

Topical Treatment.

Heat, which may be applied in various ways, is the
principal and most reliable remedy of this elass.  Hot
fomentations, applied alone or in combination with
spirits of eamphor, are useful in allaving the colonie irri-
tability and relieving the general abdominal soreness and
pain. The severe colicky pains cansed by the spastic
condition of the bowel may be treated with gratifying
results by these applications,

In severe attacks it 1s sometimes necessary to keep the

patient in bed, and apply the heat almost constantly for
several days at a time before the pain and soreness are
overcome,

Dry heat is the most usefnl when the application is to
he long continued. The hot water bag, or hot plates,
may be used for this purpose, or the electric pad may be
emploved. The latter 1s convenient for the continuous
application, as it is capable of developing any tempera-
ture desired. It can be left on indefinitely, and requires
no changing and reheating as does the bag or fomenta-
tion.

The camphor stupe is especially useful in the tympan
itie condition of Dietl’s erisis,

Mechanical Treatment.

Any treatment by mechanical means should be di-
rected with a view to replacing the dropped organs, and
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to do this understandingly the underlying etiologie fac-
tors must be borne in mind.

The knowledge of the part playved by the nephrocolic
ligament and Gerota’s capsule in ptosis of the kidney
explains the canse of failure of the old method of placing
a pad directly under the kidney. The same knowledge
points to a mechanical treatment that will be the most
efficient. The proposition is simple and purely mechan-
ical in itg nature. Remove from the kidney the down-
ward strain of the nephrocolic ligament, press the intes-
tines against it from the direction of the median line, so
that it can not easily slip out of Gerota’s capsule, at its
only open side, toward the median line. The kidney will
then remain in its normal position, the weight of the
bowel, and not that of the kidney, being the aggressive
factor.

This means that a suitable apparatus should be worn
by the patient to cause the cecum and transverse colon
to be held up out of the pelvie eavity and lower abdomen.
This may be accomplished by the use of bands, trusses,
or corsets, which must be adapted to individual peeuliar-
ities and requirements. A very thin woman, with re-
tracted abdomen, broad pelvis, and projecting iliac
erests, presents far different requirements from one with
fat, protruding abdomen and narrow pelvis. The name
or make of an apparatus is of value only as signifying
a tvpe, a shape, or a principle, and becomes useiul only
when it is made to meet the requirements of the in-
dividual patient. Perfunctory band and corset fitting
by the average artisan is liable to be productive of much
harm, and tends to bring the use of valuable therapeutic
methods into disrepute. The fitting of apparatus of this
kind is an art, and should be done by those skilled in sueh
work, and with a definite knowledge of the objects to be
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attained by their use.  Morveover, when the fitting is de-
elared right, the patient should be directed to report to
the physician for inspection. 1t is only by such pains
taking attention to details and individual requirements
that satisfactory results are achieved. The first requisite
for any appliance to be used for this purpose—such as
pads, trusses, corsets, bands, ete.—is that all pressure
exerted by them should be applied to the lower abdomen,
in the space bounded above by the navel, below by the
pubes, and laterally by the iliac erests and Poupart’s
ligaments. With pressure supporting the abdomen over
this area, and the avoidance of all constricting bands,
corsets, or other elothing which contract and lessen the
eapacity of the abdominal cavity above the navel, or at
the lower thoracie zone, the fundamental prineiples gov-
erning the use of mechanical supports for the howel and
kidney will be met.

The practical application of these principles in the
form of some mechanical contrivance seems to be largely
a matter of individual experience, as there arve in the
market many varieties of trusses, bands, and corsets, the
respective inventors of which extol their individnal
merits. A corset specially adapted to support the ab-
domen is, no doubt, practical, and can be made to fulfill
the requirements, but the greatest, and a very potent,
objection to the use of the corset is the diffienlty of eon
trolling its continuous proper application. There is too
much variation in adjustment, which the patient may
control at will, often causing the desire for a good figure
on the part of the patient to frustrate the therapeuties of
the doctor. The corset iz also more difficult to adjust
such a wayv as to give the requisite abdominal support in
cases having prominent hips and retracted abdomen, and,
as these patients are nearly all undernourished and thin
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in the beginning of treatment, preference is decidedly in
favor of the band or truss, to be used until the patient
gains sulliciently in flesh, when a corset possessing the
proper requirements may be substituted. IFor patients
whose iliac bones are not prominent, and those of little
or no flatness of the abdomen, the anthor uses a silk
elastic band having steel stays and leather re-enforce-
ment, and with a thick hair-filled pad placed beneath, so
as to make pressure on about half of the lower abdominal
space. The band is held downward by two perineal
straps made of heavy tape, covered with soft rubber
tubing, the fastening being behind by an adjustable knot
and forward by a ball-and-socket glove fastener. The
band is laced behind to fit, when the ends should be about
an inch and a halt apart, to allow for tightening when
the elasticity deecreazes. 1t should be just wide enough
in front to fill the space between the navel and pubis,
which varies in different individuals from five to seven
inches, and behind about two and a half inches less.
After it is once fitted, the patient slips it on and off over
the thighs, morning and night, without farther attention
to the lacing, which may he left in adjustment until the
elasticity decreases, or the form of the patient changes,
demanding the alteration.

The majority of patients, however, require a support
so constructed as to exert more pressure on the lower
abdominal space, and especially one which will be made
efficient in this respeet in the elass of patients before
mentioned—those of meager habit, flat abdomen, and
prominent hips.  Sneh a band the author has in the form
of a combination of the elastic band and truss. (Fig. 24.)
The shape of the band proper is exactly the same as the
elastic band. It is made of strong linen, with elastie
webbing only over the hips, laces together behind, and
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is fitted the same as the elastic band. The truss attach-
ment is made by the use of a strip of flat spring brass,
which 1s made to exert any amount of pressure desired
on the center of a hair-filled pad placed beneath the band.
This spring is adjusted to the figure of the patient by first
making a pattern of soft sheet lead, and then bending the
spring to conform to it. After the spring is fashioned
to fit, the eenter is bent inward more or less, according to
the amount of pressure desired in each ease. By this
device the thinnest of patients, with prominent hips and

Fig. 24. Author's abdominal supporter,

flat abdomen, can bhe fitted perfectly, and without the
discomfort of making a too tightly constrieting band.
IHach end of the spring is turned back around the hip and
ends in a buckle, by which a strap of webbing passing
behind connects the two and tightens the spring. The
deviee 183 light in weight, thin, and not enmbersome in
any way, =o that it can be worn without disarranging or
interfering with ordinary clothing. The adjustment of
the band should be such that its grip will be around the
circumference of the pelvis, and in no case allowed to
ride upward around the waist. The perineal cords, when
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properly adjusted, should prevent this, and the patient
<hould be instrueted to see that the upper margin of the
band is on a level with the navel. The patient should
always wear the band when not in the recumbent po-
sition. It may be slipped on and off without unlacing
in the same manner as with the elastic band, except for
the fastening and releasing of the truss. In the daily

Fig. 25. Showing position assumed while massaging the abdomen
prrevious to fastening the truss attachment of the authors abdominal sup-
F|||:'E|-|'_

application of the band, after it is pulled up over the
thighs and adjusted to its proper position around the
hips, the patient shounld, before buckling the truss fast,
assume the dorsal position, with the hips raised rather

high—a modified Trendelenburg—on cushions 1f neces-
sary, and while in this position massage the abdomen
deeply from the pubis upward with the ends of the fin
gers of both hands under the pad. (Fig. 25.) This
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should be done for several minutes for the purpose of
freeing the lower abdomen, as much as possible, of the
prolapsed bowel. The truss is then fastened by the
buckles while still assuming this position. The author
has found this band to be an ideal support for the cases
in question, and makes use of it in many cases which
are being prepared for operation, and in all cases, for

Fig. 26. Front view, Proper adjustment of the author's abdominal
sUpporter,

varying periods of time, after operation. While this
supporter is the most satisfactory in filling all the re-
quirements of all others with which he has had experi-
ence, he uses it only as a valuable assistant in the eure of
these patients—the operation about to be deseribed being
essential to permanent recovery.

Figs. 26 and 27 show the proper position of supporter
when adjusted. Note the width in front is from navel to
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pubis, and on the sides a little less, so as not to ride nup
above the hips and around the waist. The truss is so
placed on the sides between the iliac erests and the groin
that it will remain stationary during ordinary move-
ments of the body, and will not interfere with the flexion
of the thigh.

Fig, 27. 8Bide view. Proper adjustment of the author's abdominal
sSupporter,

For temporary use, a pad may he held in place by ad-
hesive straps, which should pass around the pelvis, and
be applied in such a manner as to fill the requirements of
the band before mentioned. The iliac crests should be
protected from pressure by thin pads of gauze or cotton.
Ten days is almost the limit of time that sueh a support
can be worn, as the plaster canses a good deal of irrita-
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tion of the skin if left much longer. This is a useful
method of support, applied immediately after the opera-
tion of nephrocolopexy, and is applied in all cases until
the band can be worn.

Operative Treatment.

Any surgical treatment of nephroptosis which ignores
the accompanying and causative coloptosis must fail as a
therapeutic procedure. A moment’s glance at the ana-
tomie relations of the parts involved is all that is neces-
sary to confirm this observation. Strip the fatty capsule
from the kidnev, fasten the kidney to the muscles of the
loin or other tissues in that region, and what happens?
(Fig. 28.) The floating kidney may he cured, anatom
ically speaking, hut the patient is not, as nearly all the
symptoms, but especially the digestive and nervous symp-
toms, not only continue as hefore, but become even more
ageravated. This is due {o the connection of duodennm
and ascending colon by the fatty eapsule, the framework
of which forms the nephrocolie licament. The result of
freeing the fatty eapsule from the kidney is to inerease
the mobility of the ascending colon and cecum, so that
the traction exerted by the large intestine on the dno-
denum not only continues in foree, but is angmented.
All symptoms would then he aggravated, excepting pos-
sibly those which may have been due to Dietl’s erisis,

The principal canse of the frequent failure of the usnal
operation of nephropexy is thus explained.

As the first step toward nephroptosis is made by the
relaxation of the hepatocolie licament and the econse-
quent inereased mobility and dropping of the ascending
colon and eecum, so must the first step toward a surgical
cure he either the restitution of this support or the crea-
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tion of a snbstitute for it, which shall do its work in the
prevention of the downward drag of the colon on kidney
and duodenum. It seems, therefore, that the prime fac-

Fig. 25. Rack view.
capsule from the kidney in the old operation of nephropexy.
descent of cecum and traction on duodenum ensues.
thiz theory see Figs. 87, 88.)

Showing the result of cutting away the fatty
Increased
(In confirmation of

tor in the surgical therapeuties is fixation of the colon,

and that fixation of the kidney is of secondary impor-
tance.

Before becoming convinced of this principle, and be-
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fore realizing the surgical importance of the nephrocolie
ligament, the anthor made several operations in which it
was attempted to make fixation of the howel by fastening
the peritonenm at the hepatic flexure into the wound in
the loin. It was this work which led to the practical
investication of the nephrocolie ligament in the living
subject. and when the author became convineed that it
had sufficient tensile strength, when the fasciculi were
bunched together, to snpport the bowel, he abandoned
the peritoneal route and developed the simpler and safer
method—the extra-perifoneal operation—which he now
nses to his great satisfaction,

In a series of fiftv-six operations the aunthor has
found only two cases in which the tissne of the ligament
was so distributed that its utilization was diffienlt and un
satisfactorv. In these cases the network of faseiculi, in-
stead of enveloping the whole kidney and passing down
together around the lower pole of the organ, as usnally
found, were placed on the front side of the kidney and
were spread out and eloselv adherent to the peritonenm,
hetween the kidnev and colon, which caused the diffienlty
im 1=olating them.

The first idea of the author, in utilizing the ligament,
was to eunt it through midway hetween the kidney and
howel, suture the intestinal portion into the lower angle
of the wound and that attached to the kidneyv into the
upper angle, hut he ultimately adopted the present
method of making a loop of the ligament and slinging up
hoth bowel and kidney by suturing the tough tissne of
(Gerota’s eapsule under it and re-enforeing this by fasten-
ing the transversalis faseia to and under the ligament by
a silver wire suture. This is the best possible way of
securing the fixation, because its permanency does not
depend on the adhesion of the ligament alone to adjacent
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tissues. The union of heterogeneous tissues, especially
when containing fat, is a doubtful process at best, and
needs the assistanee of all possible favoring conditions,
which would not be the case if the ends were simply
sutured fast and no other safegnard made against fail-
ure.  Reed, of Cineinnati, utilizes the nephrocolie liga-
ment in this manner, but he safeguards the suturing by
also fixing the kidney i the usual way.

Author’s Operation of Nephrocolopexy.

Preparatory treatment.—In cases which are recover-
ine from et
patient should be put to bed and treated by the methods

's erisis or extreme colonie irritability, the

already described for these conditions, the operation be-
ing made only after the complete subsidence of all acute
manifestations and the entire disappearance of all in-
flammatory perirenal exudate. Special eare should be
exercised in examinations of the urine, as all evidence of
acute nephritis, which frequently persists for some time
after Dietl’s erisis, must be absent. The alimentary tract
should be completely emptied the day previous to opera-
tion, preferably by a saline cathartic. For this purpose
the author usually uses Seidlitz powders, giving a double
powder every two hours, begimning before hreakfast, and
continuing their nuse until five or six satisfactory stools
have resulted. By commencing the nse of the cathartie
thus early in the day the evacuation is complete before
night, eiving the bowels time to become quiescent before
the time of operation the next morning—which is impor-
tant. The diet during the day shounld be hght—soft.
The field of operation is sterilized in the evening, and a
pad wet with sublimate solution applied with a binder.
The morning of the operation the patient receives a
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simple enema, and immediately before going to the oper-
ating room a hypodermic of stryvehnia sulphate gr. 1/40.

Anesthetic.— Nitrous oxide gas, followed by sulphurie
ether, unless otherwise indicated. Gastric lavage with
normal salt solution is used at the coneclusion of the
operation.

Severe post-operative vomiting, which must always be
a menace to the success of a recently fixed kidneyv, is
practically a thing of the past in cases in which this rou-
tine 1s followed.

wa_vk-‘i'_ur. 29, Author's kidney elevator used in the operation of nephrocolo-

Before the adoption of the use of the author’s kidney
elevator, much time was usnally consumed in placing the
patient in a =atisfactory position, owing to the unstable
condition of the body of the patient caused by the use of
the inflated rnbber bag.

The author’s kidney elevator (Fig. 29) is composed of
two parts: (1) a round-top dome of nickel-plated spun
hrass, having an open base and a round opening cut in
the top, and (2) an ordinary rubber ice cap. To prepare
the appliance for nse, the rubber portion of the ice eap
18 pushed through the hole in the top of the dome from
within, filled about half full of warm water, and the stop-
per screwed on. The flange onto which the stopper is
serewed, being larger than the hole in the dome, holds
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the water cushion well in place on the top of the elevator.
By the use of this simple device, which may be used on
any kind of a table, the patient may be placed in position
without loss of time by raising the hips high, with the
patient lying face downward, and sliding the elevator
under, with the water enshion uppermost. (Fig. 30.) As
the weight of the patient is let down on the eushion, it
being placed centrally under the abdomen, the abdominal
contents are pushed upward and the kidney held in po-
sitton. A pad or sand bag placed against each thigh
holds the patient in exactly the position desired, whieh is
usually with the side to be operated on slightly the
higher.

Before making the ineision, the reposition of the kid-
nev should be assured by examination, as a very loose
kidney in a broad subject having a relaxed abdominal
wall may not be pushed mmto place by the elevator, and
may need manual direction into the fossa.

Instruments used in the operation of nephrocolopexy.
—(Fig. 31.) Sealpel, 1; seissors, 1; narrow retractors,
2; hemostatic foreeps, 1; short Kocher foreeps, 2; long
Kocher forceps (made with loose lock to aveid ernshing
tissnes), 1; tissue foreeps, 2; enrved ligature carrier, 1;
bhavonet-pointed side-curved handled needle, 1; full-
curved large Hagadorn needle, 1; author’s nephrocolic
ligament foreeps-hook, 1; shot crusher, 1; suture ma-
terial, No. 1 twentyv-day eatgut thronghout, excepting for
the stay suture in the transversalis fascia, where No. 26
silver wire 18 used, the twisted ends protected by a per-
forated silver shot.

The seat of operation, having been previously steril-
ized, 1s simply washed with aleohol. The ineision, about
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Fig. 31.
colopexy.

1. Curved handled needle, with
bavonet point and eve closge to it.

2. Author's forceps-hook for
securing and forming a loop of the
nephrocolic ligament,

3 Mo 26 =ilver wire and per-
forated silver shot for buried mat-
tress suture of transverzsalis fascia
{glhvown as applied),

1. EBistoury.

§. Bhot crusher.

. Long Kocher forceps {(with
loosely fitting teeth) for finding the
nephrocolic ligament,

Instrumentz uged by the author in the operation of nephro-

7. Ligature carrier for passing

ligatures under the loop of liga-
ment.

5. Short Kocher forcepz for
isolating margins of transversalis
fascia.

9, Fine-toothed tissue forceps
for isolating marging of Gerota's
capsule,

10, Hemoslatic forceps.

11. Hagadorn needls,

12. Retractors,

13. Scissors,
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two and a half inches in length, 18 begun just over the
lower margin of the twelfth rib, and at the onfer margin
of the quadratus lumborum muscle—which pomnt is a
little over two inches from the vertebral spine-—and car-
ried a little diagonally outward toward the iliac crest.
Skin, fat, and superficial fascia are severed, when blunt
dissection is used through the latissimus dorsi musele to
the transversalis fascia, which is grasped by two Kocher
forceps and incised between; or the fascia may be entered
also by blunt dissection by thrusting through and open-
ing the hemostatic forceps. The sunbperitoneal (not
perirenal) fat appears. Retractors are inserted and the
fat pushed downward with the finger, when Gerota’s
capsule (perirenal fascia) 1s seen at the upper angle of
the wound, near the twelfth rib, as a pinkish-colored
membrane, somewhat resembling peritonenm. This is
arasped with the two fine-toothed tissue foreeps and in-
cised between, when the perirenal fat appears. If in
eision has been made throngh the transversalis faseia too
far downward, and not near the twelfth rih, the peri-
tonenm (Fig. 13, No. 10), and not Gerota’s capsule, will
he opened at this stage of the operation. The index fin
oer is inserted through the opening in Gerota's eapsule
(Figs. 32, 33), and the lower pole of the kidney located—
and it is important that the lower end of the kidney be
made out definitely, as the nephrocolic ligament, if
orasped and fixed at the side of the kidney, is seenred in
but a small part and will have little supporting strength.
With the end of the finger against the lower pole of the
kidney, acting as a guide, the long Kocher forceps are
thrust deep in beside the finger and about an inch below
the kidnev, opened wide, transversely to the axis of the
kidney, and the tissne below the finger grasped by gently
closing the forceps. Traction indicates to the finger the
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success or failure to locate the ligament. If properly
held by the instrument, the kidney may be pulled up
foreibly against the finger by it, and the faseiculi of the
ligament may be felt to pass from the forceps to the
kidney. Several attempts may be made, in some cases,
hefore the ligament is satisfactorily secured, but it is
usually found at onece. Oececasionally the kidney lies low,
or in such a position that the examining finger can not
reach the lower pole, in which case two forceps may be
nsed, and the kidney brought up by a *‘climbing’’
process, so that the ligament below the pole may be
reached. When secured, the kidney is pulled up to the
wound. (Figs. 34, 35.) This spreads out the fascieul
of the ligament in a fan-shaped manner, as the inner side
of it is adherent to the peritonenm between the kidney
and bowel. To gather together these separated fascienli
into one mass of parallel fibers is the next step, which is
accomplished by means of the foreeps-hook. (Figs. 36,
37.)  While the assistant holds the ligament gently tant
with the long Kocher foreeps, the closed hook is passed,
with the finger as a guide, into Gerota’s capsule anterior
to the ligament and about an inch below the kidney, and
pushed gently backward slightly beyond the lower pole
of the kidnev, the end being held npward, so that the
hook lies parallel with the kidney. After it is placed in
this manner, the end is turned toward the back of the
patient, so as to cross the back of the ligament with the
hook, and then drawn npward toward the wound. The
finger, being removed at the same time from the anterior
side of the ligament and placed on its posterior side—still
within Gerota’s capsule—gnides the end of the hook up
out of the capsule and forces it through the tissues eling-
ing to it. Kxamination is then made, and if a good mass
of tissue has been secured, which pulls strongly on the
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kidney and holds it firmly up to the wound, the hook is
opened about an inch, which strips some of the ligament
from the peritoneum and forms a loop through which
the fascia and capsule are to be sutured. (Iigs. 38, 39.)
After opening the forceps once, they are allowed to close,
and are opened only when necessary mm passing heatures
under and drawing the edges of the capsule through.
Some tongh tissue is usually brought up on the tip of the
hook, which is the part of Gerota’s capsule that passes
down with the ligament to its insertion in the bowel, and
should be included with the ligament, as it materially
strengthens 1t.  (Fig. 11.)

The next step is the suturing of the overlapped mar-
gins of Gerota’s capsule under the loop of ligament.
(Figs. 40, 41.)  For this purpose a mattress stiteh of eat-
gut 1s used on each side, the first being passed twice
through the free marein of the capsule on the abdominal
side, the long ends hrought through the loop of hgament
under the hook with the eurved hgature carrier, passed
under the capsule on the vertebral side, and with the
handled needle the separate ends passed through the cap-
sule and tied about half an meh from the marem. A
similar heature 1s then made fast to the margin of the
capsule on the vertebral side, the ends threaded through
the eves in the end of the hook and the hook withdrawn,
bringing the cateut through under the ligament with it,
when it is passed through the ontside of the eapsule on
the abdominal side, about half an inch from the margin
of the loop of ligament, and tied under the edge of the
flap. The loop of ligament is still held by the long
Kocher forceps, which are not removed till the suturing
around the heament 15 fimshed.

The opening in Gerota’s capsule at each end of the
projecting tissue of the ligament 1s closed with hegatures,
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after which the silver wire mattress suture is passed with
the handled needle throungh the transversalis fascia from
side to side, broadly, under the loop of ligament and fas-

Fig. 40. ¥Front view. Author's operation of nephrocolopexy, showing
Gerota's capsule overlapped and sutured under the loop of the nephrocolic
ligament, and the =ilver wire mattrezz zature passed through the trans-
versalis fascia and under the loop of ligament,

tened, thus bringing the margins of the faseia under and
firmly against the tissue of the ligament. (Figs. 42, 43.)
The wire is made fast by twisting the ends, and a small
perforated silver shot run over the ends down to the
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shoulder and erushed with the shot-crushing foreceps.
The ends of the wire are ent flush with the shot, whieh
leaves the suture in a condition free from any possibility
of causing irritation to the tissues. No post-operative
trouble 1s had with this buried suture made with this
size of wire, protected by the =ilver shot. Farther clos

~ ‘5:5 ""H.__________ ia 7 ““-,h_\q
n,.f&‘ el S

O(\ 4 >

-j"NeE‘h ruchl“:c ligament

R
/o b g
e S o {;E-
N ¢\
Overlapped suture&:&.
margins of Gerota's
capsule —..__
Retractor Retractor
=
Skin--..
h‘l

Latissimus dorsi
muscle -

Fig, 41. Skeleton reference to Fig 44,

ure of the transversalis fascia is made with interrupted
cateut sutures.

The long Kocher forceps are removed from the liga-
ment, which is now covered over by the closure of the
muscle and superficial faseia by interrupted sutures,
care being taken here—as, in fact, during the entire
operation—to leave no dead spaces or bleeding points.
The operation is finished Ly closure of the skin ineision
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(Figs. 44, 45) with a subeutaneous suture of catzut, which
is entirely buried. If the skin margins are not exactly
coapted, they are hrought together by narrow strips of
aseptie adhesive plaster. The scheme of the completed

=
= e B
- T e

i

& (EﬂMl-’}EKLiI‘J il

Fig. 42. Front view. Author’s operation of nephrocolopexy, showing
the transversalis fascin cloged and the method of using the silver wire
matiress suture.

operation is seen in Figs. 46, 47, and the result of the op-
eration on the displaced kidney and compressed ureter is
illustrated in Fig. 48.

The wound is dressed by dusting with aristol, covered
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with a small gauze pad, which 1z held and surrounded
by adhesive plaster, and loosely with a large pad of
cotton, reaching entirely across the width of the back,
the latter being held by adhesive plaster and a loosely
applied binder. The patient is then turned on the back,

Shotted
silver wire suture

Retractor Retractor

Skin. \
Fat. ™

Latissimus dorsi :
muscle - Interrupted sutures
-of transversalis fascin
Fig. 4% =Skeleton reference to Big. 42,

and the large abdominal pad applied. (Fig. 49.) (See
Mechanical Treatment.) This pad should be thiekest in
the middle, and of sufficient size to fill the abdominal
space helow the navel, and vet not extend beyond so as
to cause pressure on ilenm or pubis. If must be worn
constantly during convalescence, and held securely at all
times bv the adhesive plaster and a binder in addition.
In cases of severe post-operative vomiting this pad is a
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valuable safeguard against the threatened tearing away
of the newly sutured tissues by the violent museular
activity incident to the emesis; it acts further as a con-
stant support to bowel and kidney during the healing

|
| |
IE"G&MHIJI”GE—:/ | : ,'.7‘ ;_m— ;

Fig, 44. Front view, Author's operation of nephrocolopexy, showing
muscle and superficial fascia cloged over loop of ligament with inter-
rupted =utures and the continuous, subcutancous, buried suture placed
and ready to draw tight and tie.

process, thus removing much of the strain on the sntured
parts.

After-treatment.—The patient remains quietly in bed
for from seventeen to twenty davs, this length of time
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heing considered necessary to mmsure the firm union of
the mixed tissues involved. The position for right neph
rocolopexy may be dorsal or right lateral, but lying on
the left side is strietly prohibited during convalescence.

Interrupted sut ures.
of superficial

Fig, 45. Skeleton reference to Big, 44,

In the bilateral operation the dorsal position only should
he allowed.
The diet is of a Auid character (not including milk)

for three days, then light soft diet for seven days, and
mixed diet afterward. The howels are moved by a low
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Fig. 46. Author's operation of nephrocolopexy, showing completed
operation and method by which both bowel and Kidney are supported by
fixation of the nephrocolie ligament by the use of Gerota's capsule and
the transversalis lascia,
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glveerine enema (glycerine 3j, water 3v) on the third
day, or before if tympanites be troublesome. A low
enema of normal saline solution is nsed, to overflow, on
the evening of each day thereafter when a satisfactory
movement has not been had during the day. The admin-
istration of petrolatum oil (3ss). afternoon and bedtime,
is hegnn on the fourth day and continued until the howels

\
\ \
A B
Fig. 4% A, position of prolapsed Kidney, showing compression of the
ureter. B, position of the kidney when replaced by fixatioh of the
nephrocolic ligament.

hecome regulated without the use of the enema, when it
may be gradually discontinued, as indicated. It is some-
times necessary to continue the use of the oil for some
time after convaleseence, or to nse it from time to time

a2 the colonie funetion demands.
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A mild saline laxative 1s often necessary on the second
or third dav to clear up the after-effects of the anesthetie,
when Husband’s magnesia (51)), well stirred in a glass
of water, will be found useful and easy in its action.
The glyveerine enema is frequently needed to start the
movement, and mayv be given if the bowels do not act
within six or seven hours.

Fig 49 sShowing method of applving post-operative abdominal pad
in the operation of nephrocolopexy, The pad iz held in place by adhesive
plazier and the binder laid on ready to apply.

The wound 1s dressed on the fourth or fifth dayv by re-
moving dressings, washing with aleohol, and reapplying
the same as before if the condition of the wound is good.
On the tenth day the dressings are all removed, except
the large pad, which is allowed to remain as a protection
to the wound from injury.

The majority of these patients—either from the effects
of the long-continued toxemia to which they have been
subjected, or from constitutional canses—exhibit a tend-
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ency to the formation of urie acid and oxalate of lime in
the urine, and demand treatment accordingly during con-
valescence. IFor this purpose nothing has been found
that equals in effectiveness the use of acid. nitro-mur.
dilut. Mv in half a glass of water every three hours.

For several weeks after the operation some patients
complain of discomfort in the region of the ascending
colon, caused, no doubt, by the unusunal stramm on the

nephrocolie ligament. This subsides in due time, and no
harm ever eventnates from it.

Getting up and about should be slow and exercise
taken gradually, but special care need be observed only
against any accident or overdoing that would cause sud-
den or severe strain,

The abdominal truss-band, or supporter,is put on when
the patient gets up, and is worn thereafter, when not in
hed, until the accmmulation of an intra-abdominal pad of
fat mayv make its further use unnecessary. For a month
after getting up the patient is directed to wear at night a
large abdominal pad, applied with a binder.

The patient should be under observation for several
months after operation, as the old bad habits of bowel,
nerve, and muscle frequently persist to a certain extent,
the svmptoms not all disappearing at once. In fact, the
betterment comes gradually, and the patient must be told
that this will be =0, and that some period of time must
elapze before great betterment can be expected.

In cases previously attended by severe neurasthenia,
oreat tenderness of the abdomen, gastrie irritation, ete.,
much benefit has been derived by some patients from a
conrse of post-operative sanitarinm treatment, in which
artificial rest and feeding, freedom from care, abdominal
fomentations, and other hvdrotherapy seemed to be the
principal restorative agents. In faet, the conditions pre-
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senting in most of these patients demand, for their best
welfare, the utmost that they can obtain from the sur-
geon, gastro-enterologist, neurologist, psyehiatrist, and
hygienist. When this prineiple is generally acted on,
and these specialists act in harmonv—each doing his
very important share, and giving to the patient the best
in his field—then will the greatest gain be made in their
treatment and enteroptic cases will cease to be a re-
proach to medicine,



CHAPTER VI.
REPORTS OF CASES.

The following reports of cases on which [ performed
my operation of nephrocolopexy have been compiled
from the records as coneisely as possible consistent with
their intelligent presentation, the aim being to teach by
them the principles already laid down in the text and
drawings, and to emphasize the important points of
pathology, diagnosis, and treatment, as well as to record
results.

To accomplizsh this has necessitated the omission of
much of the record of detail treatment, which, while
often of muech interest to the student im showing the
process by which the patient passes from one form of
treatment to another, and at last to the surgeon who
effects the cure, the epitomizing is demanded for brevity
and clearness.

Fivery case has been reported, where possible, up to
date of publication, and effort has been made, by corre-
spondence with patients and their physicians, to obtain
the histories of cases sinee operation, and especially to
learn the permanency of results,

The first of the series of operative cases in which my
present technie of nephrocolopexy is followed is one of
the most interesting and instructive of the entire number,
as the trials and vicissitudes of the enteroptie sutfering
from the results of erroncous diagnozes and treatment are
most graphieally illustrated, and, as it teaches so muel
that mav be nseful in the study of the obseure diagnostic
points in these cases, it is presented rather fully.

150
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Case 1.

Female; aged 26; small figure; thin habit; one child
1 vear old. First consulted me in 1900, complaining
of abdominal pain, especialiv in the right lower quadrant.
Tenderness at MeBurnev’s point and an enlarged right
ovary led to an abdominal section and the removal of a
nearly normal appendix and a eystic ovary on Oectober
1, 1900, at the Woman's Hospital. Recovery was un-
eventful, and the patient went to her home in the in-
terior of the state. Reports from her continued to be

unsatisfactory, and she returned to me in May, 1901, com-
plaining of headache, constipation, insomnia, backache,
oceasional sharp pains in the right side of the abdomen
(as before operation). dvspepsia, and loss of flesh and
strencth.

At this time an easily palpable floating kidney on the
right side was found, and also a retroversion of the
nterng of second degree was diagnosticated. An ab-
dominal band, with a pad placed under the loose kidney,
was applied, and the uterns replaced and a Thomas
Hodge pessary inserted. The kidney pad and band
proved a failure (as this one-time-much-recommended
appliance always has done, and always will do, as the
idea of its use is based on erroneous prineiples, as hefore
desceribed in this book). The pessary behaved better,
and afforded some comfort by ehanging it from time to
time, the size necessary for sustaining the uterus in its
normal position gradually increasing.

After five vears more of semi-invalidism, resulting, as T
now know, principally from the nephrocoloptosis, she
again came to me through the courtesy of Dr. Florence
Huson, at which time the displacements of hoth kidney
and uterns were found much more extreme and the symp-
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toms correspondingly aggravated. Previous to this time,
especially for the last two vears, she had consulted a
number of physicians and experienced a variety of treat-
ment, meluding two perieds of three months each of
forced rest and feeding. The latter benefited her great-
v, but the improvement ceased in both Instances as soon
as she began to et about, and soon afterward she was as
bhad as ever. Previons to consulting Dr. Huson, a repu-
table surgeon proposed to remove the remaining ovary
and make a ventrofixation of the uterns.

At this time I first saw her with Dr. Huson in Decem-
ber, 1905, at the Woman’s Hospital, where a period of
three weeks of rest treatment, with hot fomentations,
ete., was necessary to prepare her for operation becanse
of the abdominal tenderness and other evidences of ex-
treme colonie irritability.

On January 8, 1906, assisted by Dr. Huson, the
operations of nephrocolopexy, Alexander’s operation, and
trachelorrhaphy were performed. This was the first
case in which I utilized the tissne of Gerota’s capsule as
| do now to assist in fixing the nephrocolic ligament.,

Recovery was uneventful, and the patient was dis-
charged in about four weeks after the operation. Dr.
Huson reports, November 17, 1909: *‘Patient very well
since operation in 1906, and has demanded treatment
since only for some symptoms of gastrie indigestion.
Gave birth to a child one vear ago at the Woman’s Hos-
pital. Uterus and kidney both in normal position. Has
had no return of the old pain in the right side since the
operation, and the howels move regnlarly.”

The relief of the pain in the region of MeBurney's point
was no doubt due to the immobilization of the cecum and
ascending colon, giving the gnt a fixed point, by which its
muscular activities were facilitated and made efficient
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in results. This result following the nephrocolopexy so
positively, and no benefit in this respect having been
obtained from the previous operation of appendectomy
and oophorectomy, justifies the conclusion. 1t also leads
to the opinion that the appendectomy was unnecessary—
as my observation leads me to believe ig true in similar

cases ocenrring constantlv—and that a riper experience
with the enteroptic by all concerned in her treatment
would have saved this patient mueh distress, health, time,
and money.

The following two cases are of especial interest he-
canse of their family history respecting the condition of
prolapse,

Case 2.

Female; aged 26; single; good figure; student. Sister,
mother, and grandmother had floating kidnev. Con-
sulted me May 22, 1903, for a nearly constant, dull pain
in the right side of the abdomen, which she had had for
over a year; fatigue caused by walking; alternating eon-
stipation and diarrhea: mueus in stools: loss of flesh:
dysmenorrhea. Examination in the dorsal position
showed the right kidnev down entirely below the eostal
margin.  Applied elastic abdominal band, with laree
pad below nmbilicns.

June 8, 1905. Reports that she ean walk with much
less fatigne since wearing the band, and feels much het-
ter in every way, excepting for the alternating constipa-
tion and diarrhea, which shows but little improvement.
Intestinal antiseptics preseribed December 20, 1905. The
bowel symptoms continuing, and the pain in the side re-
turning at times, operation was advised.

January 13, 1906. Operation at IHarper Hospital.
Nephrocolopexy: dilatation of os uteri. Recovery un-
eventful.
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November 26, 1906. Reports that the result of the
operation has been of the best; bowels regular; strength
and endurance good; walked miles every day during her
summer outing without fatigue or ill effect; gamed ten
pounds in weight; kidney not palpable.

November 10, 1909. Is in good health, the kidney m
normal position, and bowels regular.  While away from
the city, two vears ago, had an attack of appendicitis
and was suceessfully operated on by another surgeon.

Case 3.

Traumatic post-operative displacement of kidney, leav-
ing bowel fixation intact, does not prevent symptomatic
recovery.

Female; aged 27; married; mother of one child 5
months old, which i not at the breast. Sister, mother,
and grandmother had floating kidney, (Sister of ease 2.)

Diagnosis of right nephroptosis made by me a vear be-
fore marriage, and an abdominal elastic band, with pad
helow umbilicus, preseribed. Patient sent to me by Dr.
B. R. Shurly, January 26, 1906. Was wearing the ab-
dominal belt, as she felt uncomfortable without it. Com-
plains of nervousness; depression; pain in the right side
of abdomen; general weakness and exhaunstion on slight
exertion; backache; flatnlence; constipation of howels,
requiring constant use of laxatives; hemorrhoids, which
hleed frequently; lencorrhea,

Examination showed the right kidney enfirely below
the costal margin, dorsal position, without inspiratory
effort. Some fenderness at MeBurney’s point was ap-
parently caused by a distended eecum, which conld he
easily palpated through the ahdominal walls, which were
thin. Pelvie examination showed rupture of perineum
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of second degree and a hemorrhoidal mass which nearly
encireled the anus.

February 15, 1906. Operation at Harper Hospital.
Nephrocolopexy; perineorrhaphy by the split flap, buried
suture method:; Whitehead operation on the anus. Re-
covery ideal, excepting slight superficial stitch abscess.
Petrolatum oil preseribed. Abdominal band to be worn
until twenty pounds of flesh 18 gained.

April 4, 1906. Condition good; gaining flesh, and feels
well.

April 14, 1906. Met with an accident, having a severe
fall, after which severe pain was felt in the region of the
kidnev, which was found to be palpable and sensitive to
tonch.  About halt of the orean felt below the ecostal
margin. Patient was kept quiet in bed most of the time
for two weeks, when the tenderness had gone and only
the lower pole of the kidney could bhe felt on deep in-
spiration.

January 15, 1907, Kidneyv not loose enough to be en
tirelv palpable, but lower pole easily felt on deep in-
spiration.  Bowels regular by use of the oil only.

February 1, 1909. Is very well; bowels regular with-
out medication and kidney gives no trouble. Has gained
fifteen pounds. The loosening of the kidney by the acei-
dent was probably due to the fact that it tore its way
through the fatty capsule, thus hecoming partially dis-

placed only, and leaving the bowel fixation intact; the
latter condition doubtless cansed the marked subsequent
improvement of the patient, and is evidence of the cor-
rectness of my theory regarding the role playved by the
displaced howel in these eages. Does not wear the ab-
dominal supporter.

February 2, 1910. Gained {wentyv-one pounds since
operation; howels regular withont aid of any kind; per-
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fectly well, excepting for the presence of pain and sore-
ness in the right side, which is of recent oceurrence and
followed an attack of acute bronechitis. Examination in
the dorsal position was negative, but in the lefl lateral
position half of the right kidnev could be palpated and
was sensitive to touch. Otherwise abdomen not sensi-
tive. Abdominal supporter to be worn until relieved of
pain and sensitiveness,

Case 4.

Severe infection resulting from improper surroundings
causes failure of operation.

Female; aged 34; single: a teacher and convent resi
dent. Had suffered for years with pain in the region of
the right kidney, apparentiy a mild Dietl’s erisis; ab-
dominal pain; constipation; gradual loss of flesh.

March 10, 1906, EKxamination showed the right kidney
entirelv below the costal margin with patient in the
dorsal position and without deep inspiration.

March 12, 1906,  Operation of nephrocolopexy at the
convent, assisted by Dr. Cadieux, the convent physician.
The surroundings were not ideal for surgical work, and
every aseptie precaution possible was taken, but without
avail, as a very violent septie condition supervened and
the wound suppurated freely, necessitating opening and
drainage. 1 helieve, even with this suppuration, the fix-
ation would have been successful if the silver wire had
heen used to support the transversalis faseia, as it would
have kept the parts in position until the cessation of the
infective process would have allowed the healing to take
place. But the buried catgnut was depended on exelu-
sively, and of course the natural result happened—the
sutures gave way, allowing the parts to slip back to their
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old positions of prolapse, and a failure had to be re-
corded. T wished to reoperate, but the opportunity has
not thus far presented.

Case D.

Female: aged 28; single. Patient of Dr. G. E. Potter,
who had made the diagnosis of floating kidney and asked
me to operate.

March 10, 1906. Ixamination showed the right kid
ney about two-thirds below the costal margin with the
patient in the left lateral position and during deep -
spiration.

March 13, 1906. Operation at Harper Hospital, as-
sisted by Dr. Potter. Recovery without incident.

November 15. 1908, Dr. Potter reports the kidney in
normal position; slight inerease in weight; less nervous;
less pain.

Case 6.

Female: aged 29. In the elinic of Dr. Repp at St.
Mary’'s Hospital,

March 17, 1906. Operation at St. Mary’s Hospital, as-
sisted by Dr. Repp.  Recovery good.

April 1, 1908, Dr. Repp reports the operation a suc-
cess, hoth anatomically and syvmptomatically.

Case T.

Type of common class of cases, often diagnosed as
nervous exhaustion and intestinal dyspepsia, cured by
operation after years of ‘‘tinkering.”’

Female; aged 31; mother of one child T vears old.
Cervix was lacerated at the time of the birth of the
child, and this was repaired by another surgeon, four
months before coming to me.
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Patient sent to me by Dr. David Inglis, December 3,
1903, to whom she had gone for relief of symptoms of an
obseure nervous character. Complains of attacks of
pain of a bearing-down character, which commence in
the back, pass around in front and down into the vagina
and vulva, causing great nervousness and frequent mie-
turition. Bowels very constipated. Has lost flesh grad-
nally, about fifteen pounds during the last two vears.
Heart normal; nrine normal.

Abdominal examination showed the right kidney one-
half below the costal margin while in the dorsal position.
Besides the slight nephroptosis, the ecervix uteri was
found to be eystie, and the eervieal canal very narrow
and tortnous (result of careless surgery in its repair).
Treatment was instituted for the latter condition, and
the position of the kidney ignored, as a ““movable’ kid-
ney was not supposed to give svinptoms, and the accom-
panving coloptosis not recognized. Only slight velief
followed the treatment, and the patient passed from my
care until Janunary 2, 1906, when she returned, present-
ing the following history of symptoms and conditions:
menstruation irregular during the last vear, and none
for nearly two months; diarrhea more or less for a year,
with mueh muens in stools; frequent attacks of pain
in abdomen, especially in the vight side; frequent mictu-
rition,

Abdominal examination showed the right kidney en-
tirely below the eostal margin, and in the left lateral
position it could be palpated in the region of the navel.
The cervix was no longer eystie, but the os was elosed
completelv. The frue significance of the nephroptosis
was now recognized, and a diagnosis of **‘nephrocolo
ptosis’ made, with recommendations for mmediate

operation.
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June 2, 1906. Operation at Harper Hospital. Nephro-
colopexy; incision; dilatation of the os uteri. kecovery
without incident. My abdominal band applied, and dis-
charged from hospital June 25, 1906.

July 11, 1906. Reported feeling much better; frequent
micturition ceased. Lower pole of kidney fell below
costal margin, but could not bring it lower by effort. Os
admits sound easily.

October 15, 1906. Kidney symptoms disappeared;
bhowels regular and no diarrhea; no return of abdominal
pain or frequent micturition,

March 25, 1909, Reports she has gained fifteen pounds
sinee operation; howels are regular; feels well, excepting
for oceasional dvspeptic svmptoms; kidney in normal
position.

Case 8.

Malnutrition and intractable constipation cured by
operation,

Female; aged 54; mother of ten children, voungest 11
vears old.  Still menstruating, though irregularly and
scantily. Patient of Dr. F. L. Newmann, sent to me May
22, 1906,  Complams of weakness, loss of flesh, and nerv-
ousness, and savs her bowels are so constipated that she
has an action but onee or twice a week.

Fixamination showed a variety of pathology, ineluding
a right nephroptosis—kidney passing freely into the ab-
domen on deep mmspiration while in the left lateral po-
sition; large varicosities of left labinm majuns, thigh, and
leg; ruptured perineum of second degree; lateral lacera.
tion of cervix uteri, with evsts and erosion. Recom-
mended operation on all the diseased conditions,

June G, 1906,  Operation at Harper Hospital. Nephro-
colopexy; perineorrhaphyv; trachelorrhaphy; enrettage;
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dissection and ablation of the varicosities of vulva, thigh,
and leg. Recovery was slow, owing to imperfect healing
of the ineisions on the thigh and leg; otherwise incisions
healed by first intention. Nutrition had been bad for so
long that her strength returned slowly. Petrolatum oil,
half an ounce afternoon and bedtime, was prescribed
after the third day, to be continued until bowels became
regular. My abdominal band, with large pad, was ap-
plied before she left the hospital, which was on July 4,
1906.

October 29, 1906.  Reports feeling better in every way,
has more endurance, and bowels are regular. Examina-
tion shows kidney in good position; though the lower
pole can be palpated on deep inspiration, it ean not be
forced further down and returns to its normal position.

July 1, 1909, Reports bowels regular; has gammed ten
pounds. Kidney can be felt half below costal margin
on deep inspiration, but causes no further trouble and is
not sensitive to touch. Has discarded the abdominal
band.

Case 9.

Severe constipation cured, nervous breakdown ar-
rested, and normal nutrition induced by operation.

Female; aged 27; single; stenographer. Patient of Dr.
. S. Sherrill.

Fixamination June 6, 1906, Had severe anemia three

very nervous and debilitated. Has lost flesh graduall
for the last two vears, and for the last six months has
had, almost constantly, a dull pain in the back of the
head and neck, slight nansea, but no vomiting; a feeling
ol fullness and throbbing aecross the abdomen; howels

vears ago, and dates present illness from that time. Is
o
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very constipated, requiring daily attention; menstruation
very painful and too frequent.

Abdominal examination showed the right kidney en-
tirely below the costal margin while in the dorsal po-
sition without effort; was easily replaced manunally, and
quite sensitive to touch. Vaginal examination negative,
excepting showing endometritis.  Operation advised.

July 6, 1906.  Operation at Harper Hospital. Nephro-
colopexy; dilatation; eureitage. Recovery without inei-
dent.

July 23. Discharged from hospital, wearing abdomi-
nal band and taking petrolatum oil.

September 24, 1906. Reports first menstruation pain-
less, and second somewhat painful and scanty. DBowels
perfectly regular since operation. IHas had some pains
in cecal region, apparently due to distention with gas (a
common symptom for several weeks after this operation,
which passes away when the bowel regains its tone).
Fixamination showed the lower pole of the kidney pal-
pable, but it could not he brought farther below the
costal margin,

November 21, 1906. Feels very well; menstruation
painless; bowels continue regular; has gained ten and
one-half pounds since the operation.  Has taken off band,
and sinee doing so notices some return of the pam in the
cecum. Advised reapplication of the band.

December 28, 1909, Dr. Sherrill reports the patient
in good condition in every way; weighs one hundred and
twenty-two pounds (a gain of about twelve pounds sinee
operation); has no symptoms, as before operation, con-
nected with the kidney, which retains its normal po-
sition; howels slightly constipated.
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Case 10,

A case for the neurologist.

Female; aged 29; married three years; never pregnant.
Patient of Dr. Jones, of Pittsford, Mich.

september 15, 1506, Kxamined at St. Mary’s Hospital.
Was wearing an adhesive plaster abdominal band, which
patient said had been applied two weeks before by a
gastro-enterologist for floating kidney. The band had
not benefited her, and was causing a good deal of irrita-
tion of the skin, as is usnal with adhesive plaster when
left on longer than a week or ten days. Has had daily
attacks of severe nansea and emesis, attended with great
nervous disturbanee, for over a vear, and dates the begin-
ning of the symptoms from an attack of acute nephritis,

from which she completely recovered.  Six months ago
had the uterns and adnexa removed by a surgeon in the
interior of the state, but with no benefit.

Abdominal examination showed right nephroptosis of
moderate degree in left lateral position, and a sensitive
area in the epigastrinm. Urine normal. Operation was
advised, although the neurotic element in the case made
the outecome problematic, and the husband was so in-
formed, with the understanding that an exploratory ab-
dominal section should be made to determine the con-
dition of the pylorus and gall-bladder.

September 19, 1906.  Operation of nephrocolopexy and
exploratory abdominal section (negative result) at St.
Mary’s Hospital before the class of the Detroit Post-
Graduate Medical School. Recovery was uneventful, and
for the following two weeks the pain, nausea, and other
symptoms were decidedly better., After this time they
began to gradunally recur, nansea occurring very early in
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the morning; these attacks gradually inereased in sever
ity after leaving the hospital.

May 24, 1907. Patient reported m person. The kid-
ney was in normal position, and the bowels regular, but
all other symptoms were much worse, and, as the nen-
rotic element now seemed to be most decidedly the domi-
nant factor, I sent her to my friend, Dr. David Inglis,
who reports that he treated the patient from June 11,
1907, to September 9, 1907; that treatment at first was
hased on the supposition that a uric acid diathesis was
the causative factor in the pathology, but later concluded
the attacks were purely hysteric in origin, and advised
certain disciplinary measures. An abstract from a let-
ter written by her husband in December, 1907, gives a
very encouraging report of the results of the last advised
form of treatment.

Case 11.

The following is the case on which the original obser-
vation was made that led to the discovery of the nephro-
colic ligament. It is also my first case of operation for
the relief of symptoms caused by coloptosis alone, with-
out nephroptosis. Obstinate constipation completely
cured.

Female, aged 16; single. Patient of Dr. Hugh Cary,
of Delray, Mich.

December 10, 1903. Saw patient in consultation with
Dr. Cary, when she complained of a pain, often of a grip-
img character, in the right side of the abdomen, which
she had had for abont a year. During this time she had
gradually lost flesh, and the bowels had become more
and more constipated. Menstrual history normal. Ex
amination was negative, excepting for a marked tender-
ness on pressure at MeBurney’s point. The kidneys
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were earefully examined for ptosis, with negative results.
The sensitive area at MeBurney’s point and the history
of the pain in the same region led to the diagnosis of
appendiceal disease of sonie kind—probably adhesions—
and appendectomy was advised. |
December 17, 1503, The operation of appendectomy
was made at Solvay Hospital, when the organ was found
hound by adhesions to the cecum in sharp angunlation.
As the ceenm was found in the bottom of the pelvis—
and, as a matter of course, the appendix with it—I
marveled at the time at the pain and tenderness at Me-
Burney’s point previously experienced by the patient. 1
know now that the pain was not in the appendix at all,
but was in the eecnm and ascending colon, and was due
to the coloptosis. It was during this operation that I
discovered that the right kidney counld be pulled down
by making traction on the cecum, as deseribed on pages
9, 10. The patient made a good recovery, and was dis-
charged from the hospital with expectation of complete
relief. But this result did not ocenr, as the pain not only
continned the same, but the constipation became so bad
as to cause almost an mtestinal obstruection at times, re-
quiring more and more evacenants, and, when these failed,

arger and larger enemas to cause the discharge of the
fecal contents of the colon. This condition was some-
what relieved by the use of an abdominal supporter, but
the constipation continned as bad as ever, so that, with
my later acquired knowledge of the action of the pro-

apsed colon and the utility of the newly discovered
nephrocolic ligament, I advised the operation of nephro-
colopexy for the sole purpose of relieving the torpidity
of the bowel. Af this time the patient complained of
frequent sick headaches, had become very thin, her eom-
plexion was sallow, skin rongh and pimply, and expres-
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sion apathetic, besides complaining of severe dysmenor-
rhea for six months.

September 28, 1906. At the Solvay Hospital, Delray,
I performed the operation of nephrocolopexy and dilated
the cervix uteri, and removed a small mucous polyp from
the endometrium. Recovery was ideal in every way.

Oectober 7, 1907. Reports bowels perfectly regular
without medication, and have been so since the operation
of over a vear ago. Has gained fifteen pounds.

October 17, 1908,  Bowels regular. Feels well, except
ing for oecasional pain in the eeecnm, apparently due to

oas.

Case 12.

Case of ‘‘chronic diarrhea’’—a neurasthenic invalid
—cured by nephrocolopexy. A gain of twenty-two
pounds in weight.

Female; aged 42; married; no children. Patient of
Dr. R. W. Alton, of Portland, Mich.

For several vears had suffered with neunrasthenia;
daily abdominal pains; alternating constipation and
diarrhea, with much muceuns in stools; flatulence; ocea
sional attacks of pain and tenderness in the right side of
the abdomen; during the last two vears lost a great deal
in weight and became very nervous, and is In conse-
quence a chronie invalid; exceedingly thin; weighs nine
tv-four pounds.

October 4, 1906,  Kxamination in-the dorsal decubitus
showed the right kidneyv entirely prolapsed without
bringing it down by the inspiratory effort. It was easily
replaced manually, and remained in normal position
while the patient was recumbent, but immediately
dropped ount of place on assnming the erect position.

October 35, 1906. Operation of nephrocolopexy at
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Harper Hospital. Recovery ideal. Patient in bed two
weeks, Abdominal supporter applied and petrolatum
oil preseribed. Discharged October 50, 1906.

December 7, 1909. Dr. Alton, in answer to my request
for a report on this case, sends me a long letter from the
patient, dated Idaho Falls, ldaho, December 1, 1909,
from which I make the following quotations: *“Yes, I
am sure the kidney is in place. 1 still have to use enemas
oceasionally, but the bowels are so mueh better than be-
fore the operation that I am sure they will get entirely
well.  When we left for the West 1 weighed one hundred
and four pounds (a gain of ten pounds), and I now
weigh over one hundred and sixteen pounds (total gain
of twenty-two pounds), and am in horror of growing old
and fat! My general health is certainly much better,
and von ecan judge about my endurance when I tell yon
I am doing all the hard work for a family of six, and on
a ranch at that, and I get nervous only when I get over-
tired. I am so much better than before my operation
that 1 hardly know myself.”’

Case 13.

Perfect anatomic result of operation. Case having
persistent uric acid diathesis and severe neurasthenia.

Female; aged 32; married; mother of three children,
the youngest 2 years old. Patient of Dr. F. W. Mann, of
Detroit, Mich. Her history was exceedingly stormy and
eventful from a pathologic and operative standpoint, and
presented a doubtful proposition for the further exploita-
tion of surgery. She had had about a dozen operations,
including four for tubercular glands, two for repair of
lacerations inecident to parturition, several for hemor-
rhoids, and one for post-partum infection.
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Aungnst 30, 1906. Gave the following history in ad-
dition to the above: lost a good deal of weight during
the last vear; very nervous and despondent; nearly con-
stant pain in back of hips and right side of abdomen, the
latter tender to touch; frequent attacks of severe pain,
attended with nausea and retching, without vomiting,
requiring hypodermics of morphia to relieve; bowels
very constipated, requiring constant attention; menstrua-
tion too frequent, is frequently clotted and often lasts ten
to fourteen davs., Was in bed six weeks a vear ago for
nenrasthenia.

External examination showed general abdominal ten-
derness, which was especially acute on the right side in
the region of MeBurney’s point; the right kidney was en-
tirelv below the ecostal margin without effort; freely
movable and easily replaced, althongh sensitive to tonch.

Pelvie examination showed a laceration of the cervix
uteri on the right side; uterus and cervix large and
hyperplastic; adnexa normal and organs in normal po-
sition.

Urine, specific gravity, 1,028; acid reaction; highly col-
ored; slightly turbid. No albumin or sugar. Micro-
scopie examination showed a few lencoevtes, squamons
epithelinm, and large erystals of urie aeid.

A diagnosis was made of nephrocoloptosis, laceration
of cervix, and endometritis, and operation advised. The
character of the attacks of pain in the region of the
pylorus and gall duets, as T had not seen the patient in
one, were something of a problem, but, as the tenderness
was in the kidney and not in the region indicated, I
concluded the attacks were probably due to some form of
Dietl’s erisis, or were produced by a sharp kink in the
common hile duet arising from the traction of the kidney
on the duodenum. (Figs. 4, 6.)
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October 18, 1906. Operation at Harper Hospital. Neph
rocolopexy; trachelorrhaphy; curettage. The wounds
healed perfectly., Patient was kept in bed eighteen
dayvs, and made an unexpectedly smooth recovery while
i bhed, but convalescence, after being np a few dayvs, he-
aan to be stormy, and continued so for about six weeks,
the symptoms being of a nervous and dietetic character,
and apparently due to faulty metabolism. The urine
during this time was usually of low speecific gravity, con-
taining free urates and oceasionally urie acid erystals.
An oceasional attack of the old epigastric pain was
averted each time by a hypodermic of hyosein hydro-
bromate gr. 1,200, as were also other attacks of a purely
hvsterie character. She was discharged from the hos-
pital Noverber 10, 1906, but did not leave her room at
home until December 30, 1906,  After this time a musecu

lar rheumatism of the right side and shoulder developed,
which was suecesstully treated at a sanitarium.

April 29, 1907. Patient reported in person. Gained
some in flesh, digestion mproved, bowels regular (takes
the oil); has had but two slight attacks of the epigastrie
pain in four months.  The kidney was in normal position,
only the lower pole heing palpable on deep inspiration in
left lateral position.

[Have not heen able to see this patient since the last
date, as she lives at a distance. She writes that she has
not gained muech i flesh, and that her nervous svmptoms
are still in evidence,

The ease 1s apparently one which demands constant
supervision of diet and general habits of life to combat
the effects of the urie acid diathesis, which seems to be
the basie element i the present pathology.
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Case 14.

Perfect anatomic and symptomatic results of operation.
Apparent wounding of cortex of kidney, resulting in pro-
fuse leakage. Perfect recovery.

Female; aged 40; married; one child 8 years oid.  Ab
dominal section and bilateral salpingo-oiphorectomy for
hydrosalpinx and eystic ovaries by me in 1900,

September 10, 1906, Tas had abdominal pains of a
oriping character for over a year, mostly in right side:
lost weight steadily for two vears; howels very consti-
pated, and movements often attended with abdominal
pains; is nervous and sleeps badly: menstruates regu-
larly and normally; has some lencorrhea.

Examination in the dorsal decubitus showed general
abdominal tenderness, and right kidney entirely below
the costal margin and freely movable. Vaginal exami
nation showed a evstie cervix and hyperplastie uterus.
Applied abdominal band, and preseribed petrolatum 01
—one tablespoonful afternoon and bediime, and warm
olive oil—three ounces by rectum at bedtime; searified
COrVIX,

Octoher 8, 1906. No improvement. Advised fixing
the colon and kidnev, and curetting the nterns.

October 20, 1906. Operation at Harper Hospital.
Nephrocolopexy; eurettage. Buried sutures used of
twentv-day ecatgut only. The external continuons suture
of silkworment was removed on the sixth day (October
26}, when union was good and wound appeared normal,
and a normal recovery indicated, with no pain or rise of
temperature.

October 31. Pain in the sear, which was found to be
distended and hulging, and, on incision, quite a quantity
of thin, elear, odorless flnid spurted ont. A drainage
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tube was inserted, and this elear flnid dripped constantly
from it to the extent of from thirty to forty ounces daily.
A specimen was sent to the Detroit Clinical Laboratory
on November 3, and the following report made: **This
fuid is almost colorless, with a slight vellow tinge, is
cloudy, neutral in reaction, and has a specific gravity of
1,003, The fluid gives a test with sodinm hypobromate
for urea, the urameter showing 0.3 percent. Micro-
scopically numerons lencocvtes are seen. While it can
not be positively stated that the fluid consists only of
urine, the evidence points to the presence of urine in it.””

At the time this fluid first appeared, the patient’s tem-
perature was 100.5°, but subsided to normal shortly after
the evacnation, and remained so during her further con-
valeseence, The wound closed closely around the rub-
her dramage tube, allowing of little leakage, 20 that the
daily gquantity was readily eollected and measured, which
amonnted to from thirty to forty ounces. This decreased
eradunally until January 14, 1907, when she left the hos-
pital in good condition, with the wound closed and re
tracted.

January 25. The scar was found slightly bulging, and

was neised, letting ont abont an ounce of clear, odorless
flnid. After this the sear remained closed and retracted,
and gave no further trouble. During the time of the
discharge of the fluid, and sinee its cessation, the kidney
gave no svmptoms,

March 21, 1909. Patient reports that she is enjoving
cood health; that the howels are regular, requiring ocea-
sionallv—for a week or so at a time—the use of the
petrolatum oil; the ahdominal pains have disappeared;
she has gamed twentv pounds in weight. Kidney 1s in
normal ‘position.
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Case 15.

Case having Dietl’s crisis; obstinate constipation and
malnutrition cured by operation.

Female; aged 42: single: saleswoman. Patient of Dr.
R. E. Loucks.

March 23, 1907, Saw Ler in consultation. Has had
griping pains in abdomen for several vears; lost weight
steadily for three years; bowels very constipated, re-
quiring much medieation, and movements filled with

Fig, 50. Case 135,

muens; had attack of severe pain and swelling in right
side of abdomen and loin three weeks hefore, which con-
fined her in bed for two weeks:; menstruation normal.

Examination showed a very tender and somewhat en-
larged right kidney, entirely below the costal margin;
also much sensitiveness over entire right side of ab-
domen.

Vaginal examination showed normal introitus; small
cervix pointing forward; fundus fixed in retroversion of
third degree; two small nodules anteriorly and to right
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on fundus, all fixed and immovable, and very sensitive;
Lieart normal; urine normal.

April 1, 1907. A radiograph (Fig. 50) showed the
cecun lyving in the bottom of the pelvis, with its lower
end in the region of the bladder and uterus, the first half
of the transverse colon lyving across the pelvis nearly in
juxtaposition with it, and the zecond half in a vertical
position, Iving close to the left parietes, and apparently
directly in front of the descending colon. This position
of the second section of the transverse colon wounld neces-
sitate the formation of a verv acute angle at its junction
with the descending eolon at the splenie flexure—similar
to a rubber tube hung over a peg—and at a glance
showed the difficulty the bowel must labor under in fore-
mg material from the transverse colon over this angle
into the deseending colon. The suggestiveness of this
point revealed Ly this, mv first snccessful radiograph of
the eolon, was immediately apparent as an index to much
of the svmptomatology in not only this case, hut in others
of a similar nature.

The acute irritation of the kidney having subsided,
operation was advised on both the kidney and the pelvie
Oroans,

April 3, 1907, Operation at Harper Hospital. Nephro
colopexy; abdominal section, with enucleation of two
walnut-size fibroids from the uterns; breaking up ad-
hesions: appendectomy, the organ heing adherent to the
parietal peritonenm in front of the bladder; Alexander’s
operation bv the blunt hook method. (Kellogg.)

Recovery good and afebrile; in bed sixteen days; had
pleuritiec pains in right side, lasting three davs, during
the middle of convalescence. Abdomimal supporter ap-
plied and petrolatum o1l preseribed on discharge from
the hospital.



REPORTS OF CASES. {7

September 24, 1907, Gamed ten pounds and looks
well; bowels still need the oil, and oceasionally the even-
ing enema; some soreness i the kidney, the lower pole
of which can be palpated helow the costal margin on deep
imspiration. Olive oil per rectum preseribed.

F'rom this time on for a vear gained constantly in flesh
and looked well, but complained more or less of soreness
in the region of the cecum and kidney, and a pulling sen-
sation m the round heament fixations.

May 3, 1909. Kidnev in good condition, gives no
trouble m any wayv, and iz free from sensitiveness,

Jowels in better condition, but require the use of the
petrolatum oil, and the olive oil per rectum oceasionally.
Had pneumonia six months ago, and since recovery from
that has gained flesh and 1s now back to normal weight.

Case 16.

A case of nephroptosis, with unrecognized coloptosis,
of long standing.

Female; aged 41; married; mother of one child, now
25 vears old. Patient of Dr. Sidney 1. Small, of Saginaw,
Mich., Saw her first April 23, 1903, when she gave the
following historv: menstruation normal; bowels very
constipated for wvears, and latelv movements attended
with abdominal pain and much mueus seen in the stools;
pain in back and hips for six months, and for vears has
had pain at times in the left side of the upper abdomen;
fatigues easily and ean walk but little; riding ‘‘jars,”
and canses abdominal pain and headache. Had opera-
tion for lacerations inecident to parturition seventeen
vears ago, and had an attack of “‘inflammation of the
bowels’’ a vear afterward. TTas had no return of the in-
flammatory trouble since. Pulse and temperature normal.
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Abdominal examination in the dorsal decubitus showed
the right kidney entirely helow the costal margin with-
out effort, and a fullness and sensitiveness over the en-
tire left side. [Pelvie examination showed a normal
perineum; large cystic cervix, lacerated on the right side;
uterus normal.

Diagnosis showed floating kidney, lacerated cystice
cervix, and colonic catarrh (the fact that coloptosis is
always present with nephroptosis not then known to me).
A silk elastie abdominal band, with pad, below the navel
was applied, flushing of the colon with normal salt solu-
tion preseribed, and the cervix searified. This treatment
was continuned until June 24, 1903, when the operation
of trachelorrhaphy and ecurettage was done at the
patient’s residence. Recovery from this was slow,
though the cervix healed well and there were no loeal
symptoms.  Patient’s nutrition continued inadequate;
she lost weight gradually, and became nervous and de-
spondent; the bowel syvmptoms eontinued as hefore.
Various kinds of treatment, by myself and others, were
used, with no satisfactory results until April 2, 1907,
when [ was called to see her in consultation with Do,
F. K. MeClure, who had treated her for some weeks with-
ont benefit. T found her confined to bed and svffering
with the old colonie syvmptoms intensified, and also from
severe attacks of pain in the pelvis and back. She was
in a state of extreme nenrasthenia, could take little nour
1chment becanse of gastrie irritability, and had frequent
attacks of tachyveardia.

Examination showed the nephroptosis as hefore, hut a
change had faken place in the pelvie organs, the fundns
utert being nodular and a cyvstie fumor present on each
side of it.

After frying some other forms of treatment. a further
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consultation was held, Dr. €. G. Jennimegs at this tine
assisting in the disposition of the tryving case. Notwith-
standing her enfeebled condition, operation was deeided
on, and the family so advised.

April 16, 1907. Operation at Harper Hospital, as-
sisted by Dr. MeClure.  Nephroeolopexy; abdominal sec-
tion; myomectomyv of one small fibroid; double salpingo
oophorectomy (hydrosalpinx and eystic ovaries); appen-
dectomy. Both wounds healed perfectly and there were
no unusnal temperature conditions, but the convalescence
was stormy in the extreme because of the persistent
atonv of the bowels and the enfeebled condition of the
patient. These conditions were, however, successfully
met and the patient was out of danger in ten davs after
the operation. In bed three weeks, Owing to symptoms
of a nervous character, due largely to the menopause,
precipitated to some extent by the operation, the con-
valescence, after leaving the hospital, was slow.

June 10, 1907, Has gained ten pounds; howels regular
by the use of the oil; passages contain no more muecus;
still has some colonie pain, which is steadily diminishing;
appetite and digestion about mnormal. Examination
shows kidney in normal position.

July 2, 1908, Has gained eighteen pounds; howels
regular by oceasional nse of the oil; no more muens; only
occasional abdominal pain.

Case 17.

Nephrocoloptosis, complicated by infective chole-
lithiasis.

Female; aged 56; widow; three children, the voungest
22 yvears old. Patient of Dr. R. E. Loucks.

May 12, 1907. Saw her in consunltation, when she gave
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a history of numerous attacks of gallstone colie, consti-
pation, loss of flesh, and neurasthenia. Menopause
passed for several yvears. Suffering with pain in the epi-
castrimm and right side, close under the costal margin,
[ixamination showed greaf sensitiveness and fullness
call-bladder and between Me-

L

in the region of the
Burney’s point and the costal margin, and without
effort a loose right kidneyv completely below the costal
margin. Heart normal, 100; temperature 100.5°, A diag-
nosis of biliary calenlus in the cystie duet and nephro-
coloptosis was made, and operation advised. FExamina-
tion of the urine on the following day showed it to be
normal,

May 14, 1907. Operation at Harper Hospital. Neph-
rocolopexy; cholecystotomy; removal of stones; drain-
age. Drainage tube removed on tenth day. Recovery
without incident. In bed sixteen davs. Abdominal band
applied and petrolatum oil preseribed, and patient dis-
charged June 8, 1907,

December 7, 1909,  Dr. Loucks reports no pain in the
region of the kidney, which is in normal position; nutri-
tion very much improved, as shown by a large increase in

weight—about twenty pounds.

Case 18.

Colonic symptoms completely cured by operation.

Female (colored); aged 26; married; no children; elin-
ical patient. Had complete hyvsterectomy in 1905,

May 14, 1907. Gave the following history: has had
pains in the abdomen, of a griping charaeter, for over a
vear; has lost flesh considerably, but does not know how
much; bowels very constipated, and takes all sorts of
medicines to act on them; sleeps badly, and is so weak
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that she 1s unable to do work. Fxamination in dorsal
decubitus showed the right kidney only shghtly (lower
half) below the eostal margin, but on putting her in the
left lateral position, with deep inspiration, the whole
kidney could be palpated in the region of the navel,

May 17, 1907. Radiograph showed the cecum and first
half of the transverse colon in the pelvis.

May 18, 1907. Operation at Harper Hospital. Right
nephrocolopexy. The wound healed perfectly, and re-
covery was normal and afebrile until the eleventh day,
when pain in the left groin was complained of and a mild
phlebitis developed, which subsided in ten davs without
leaving any untoward result. DBecause of that the pa-
tient was kepl in bed for twenty-five days.

June 24, 1907, Discharged, wearing an elastie abdomi

nal band and taking the petrolatum oil.
June 12, 1908, Patient reported at the office. Bowels
regular; no more abdominal pain.  Examination showed

kidnev in normal position. Has gained eight pounds.

Case 19.

Neurasthenia and malnutrition. Gain of twenty-six
pounds after operation.

Female; aged 41; single; seamstress. Patient of Dr.
R. I. Loucks.

May 17, 1907. Seeks relief for backache; menorrhagia;
lencorrhea; pain in the right side of abdomen; neuras-
thenia; loss of flesh; dyspepsia. Menstruation is irregu-
lar, and often is of ten days’ duration. All symptoms
of three years’ standing, and commenced with an attack
of nervous prostration, lasting several months. Weighs
one hundred and fourteen pounds; looks thin and anemie,
and badly nonrished.
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Abdominal examination in the dorsal decubitus showed
the right kidney entirvely below the costal margin,
brought down by deep inspiratory act, and readily re-
placed manually.

Pelvie examination showed a retroverted uterus of
second degree, which was apparently deviated backward
by a walnut-sized myoma situated anteriorly just above
the bladder.

Diagnosis made of nephrocoloptosis, nterine subserous
myoma, and granunlar endometritis.  Operation recom-
mended.

May 20, 1907. Operation at Harper Hospital. Right
nephrocolopexy; curettage; abdominal section; myomee-
tomy. Recovery without incident. Left the hLospital
wearing the abdominal band, but not taking the petro-
latum oil, as the bowels were regular.

Oectober 8, 1907. Gained twelve pounds; no backache
or pain in abdomen and side; has menstruated but once
in the three months, and that very little. Ixamination
in left lateral position shows lower pole of kidney pal-
pable helow costal margin, but can be brought no further
down.

October 2, 1908. Weighs one hundred and forty
pounds, has good endurance and nerve tone, and feels
well.

July 27, 1909. Says she has had no pain in side, ab-
domen, or hack since operation. Weighs one hundred
and thirty-five pounds. Examination in dorsal decubitus
shows kidney in normal position; left lateral decubitus
allows palpation of lower pole below costal margin.

Case 20.

A case in which probable mutilative surgery could
have been avoided if the surgeon had had a knowledge
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of colonic pathology. Completely cured by nephro-
colopexy.

Female; aged 28; single; teacher. Had left ovary re-
moved in 1900 to cure a pain in the left side of the ab-
domen, and two years after had the appendix and right
ovary removed for pain in the right side of the abdomen.
Both operations by other surgeons.

December 15, 1904. Seeks relief for the same ab-
dominal pain as she had previous to the operations two
and four years ago. Still menstrnates, though irregu-
larly and painfully; has backache and headache con-
stantly; 1s steadily losing weight and strength; is consti-
pated; sleeps badly; says she has had to give up her
position as teacher because of increasing exhanstion and
nervousness. Temperature and pulse normal. Urine
normal, excepting for amorphous urates.

Abdominal examination in the dorsal position showed
a very sensitive area at and around MeBurney’s point,
but no descent of the kidneys. The left lateral position
was therefore tried, with the result of bringing the right
kidney down and imprisoning it below the costal margin
with the hands. The left kidneyv could not be palpated
in either position.

Vaginal examination showed a small, movable uterus
im second degree of retroversion—otherwise negative.
Urine, pale color; specific gravity, 1,012; acid; no albu-
min or sugar; slightly turbid with urates.

A diagnosis of nephrocoloptosis was made, and a silk
elastic abdominal band, with abdominal pad, applied.
Varions forms of internal medication, eleetrical treat-
ment, massage, ete., were used by myself and several
other physicians during the following two and a half
vears, but without benefit, the patient constantly losing
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Hesh and showing continnally worse conditions ‘of the
nutritive funetions.

May 29, 1907. Patient returned to me, complaining of
attacks of severe pain in the region of the right kidney,
lasting about a week at a time; irregular, painful, and
often very free and eclotted menstruation; lencorrhea;
constipation.  Operation advised.

May 29, 1907. Operation at Grace Hospital. Nephro-
colopexy; dilatation; curettage of uterns. Recovery
without meident. Abdominal supporter, with the truss
attachment, applied and petrolatum oil preseribed on
discharge from the hospital.

Gradual improvement ensued for the first six months,
with only some nervous syvmptoms, and the patient was
lost sight of until July 14, 1909, when she reported in
person. Had gained fifteen pounds since operation;
howels regular without medication; nervous svstem and
ceneral endurance about nermal.  Had not worn the ab-
dominal supporter for several months, and, as she had

"1 the abdomen when

occasionally a **bearing down’
fatigned, a new supporter was advised. Kidney in

normal position,

Case 21,

Nephrocoloptosis and hematocystic ovaries. Anatomic
and symptomatic recovery.

Female; aged 31; single. Patient of Dr. D. H. Burley,
of Almont, Mich.

June 7, 1907. Seeks relief for menorrhagia, pain in
lower abdomen and thighs, constipation, frequent and
painful mieturition, lencorrhea, indigestion, occasional
attacks of griping pain in abdomen. Savs she sleeps well
if lving on the right side, but badly on the left side owing
to palpitation of the heart while in the latter position
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(common svmptom in right nephroeoloptosis). Heart
normal, 80; temperature, 98°. Urine, acid:; contained
nothing abnormal, excepting amorphons urates,
Examination in dorsal decubitus showed a flat ab-
domen, with thin walls. Abdominal sensitiveness gen-
eral; right kidney entirelv below costal margin. Pelvie
examination showed a retroverted uterus, loosely fixed

by adhesions; two large, apparently evstie, ovaries, the
right being adherent to the uterus and cul-de-sac. Diag
nosis of nephrocoloptosis, evstie ovaries, adhesions, uter-
ine retroversion, and endometritis. Operation advised.

June 21, 1907. Operation at Harper Hospital. Neph-
rocolopexy, curettage, abdominal section;bilateral oGpho-
rectomy; breaking up adhesions.  Both ovaries large and
polvhematoevstic. Recovery without imeident. Abdomi-
nal band applied and petrolatum oil preseribed, and
patient discharged Julv 18, 1907,

September 21, 1907, Bowels regular; still uses the

petrolatum oil, but requires no enema. IHas some back-
ache, apparently caused bv low position and some retro-
version of the uteruns. Savs she can now sleep on the
left side withont discomfort, and mietnrition 12 normal.
Examination showed kidney in normal position.

July 11, 1908. Patient’s condition good, and has
eained considerably in weight. Has had extraet. ovarii
for **hot flushes'" and some remedies for indigestion, but
otherwise has needed no treatment.  Still wears the ab-
dominal band and takes the oil oceasionally.

Case 22,

Perfect restoration of floating kidney by nephro-
colopexy.

Female; aged 36; married; mother of one child 6
months old. Not nursing the ehild.
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January 18, 1907. Seeks relief for pain and ‘‘bearing
down’’ in rectum and vagina, and pain in the right side
of the abdomen. Has had the pain in right side of ab-
domen for several years, but dates the pelvie symptoms
from the birth of the child, which was instrumental, and
from which slow recovery was made. Has not menstru-
ated since, and is very anemic and debilitated.

Fxamination in dorsal decubitus was negative, but in
the left lateral position the right kidney dropped entire-
ly below the costal margin and could be palpated at the
navel.

Pelvie examination showed a ruptured perineum of
the third degree and a badly lacerated cervix—poste-
riorly and right laterally. Operation advised.

June 24, 1907, Operation at Woman’s Hospital.
Nephrocolopexy, trachelorrhaphy; perineorrhaphy. The
perineal tissue was very scanty, cicatricial, and retracted;
the parts were coapted with some difficulty by the split-
flap, buried suture method. The wounds healed per-
fectly, excepting that of the perinenm, which suppurated
slightly, but it eventually closed so as to give a fairly
good result and a very good sphineter ani.

Owing to her debility, convaleseence was slow, and she
was discharged from the hospital August 4, 1907, wear-
ing the abdominal band, but not using the oil, as the
howels were regular.

October 4, 1907. Kidney in perfeet position. Says
that she has no more pain in that side.

September 1, 1908. Pregnant seven months.

May 4, 1909. At confinement, four months ago, had
retained placenta and resultant sapremia, requiring
curettage. Kxamination showed a cystocele. Kidney in
normal position.
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Case 23.

Case illustrating the common occurrence of the mis-
take of making the operation of appendectomy for symp-
toms produced by nephroptosis.

Female; aged 23; single; teacher. Patient of Dr.
Vernier.

June 21, 1907. Seeks relief for pain and distention in
right side of abdomen; sensation of faintness caused by
the erect position; eonstipation; backache; distress in
stomach after eating:; leuncorrhea; menstruation, seven
days’ duration, painful for three dayvs. These symptoms
commenced about eighteen months ago and have gradu-
ally inereased in severity. Had operation of appendec-
tomyv one vear ago for relief of the pain in the side, but
without heneficial result. Heart normal, 82; tempera-
ture, 98°. Urine normal.

Abdominal examination in dorsal decubitus showed
right kidneyv entirely below costal margin withont in-
spiratory effort. Kidney painful to touch, and patient
referred to it as the locality of her usual pain in that side.
Some tenderness in left epigastrinm.

Vaginal examination showed normal introitus, small
cervix bathed in muens, erosion of os, fundus retroverted
to third degree (easily replaced).

Diagnosis of nephrocoloptosis, retroversion of unterus,
and endometritis. Operation advized.

June 24, 1907,  Operation at Grace Hospital. Nephro
colopexy: curettage; Alexander’s operation by the blunt
hook method. Reecovery withont incident. TIn bed four-
teen davs. Wearing abdominal band when discharged,
but not taking the oil, as the howels were regnular.

September 24, 1907,  Can stand better; bowels regular,
but has been taking the oil oceasionally, as there has
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been some constipation at times. Baeckache much better.
Kidney well in place, but lower pole can be palpated
when in left lateral position.

October 5, 1907,  Kidney in normal position. Patient
died of pnenmonia during the following winter.

Case 24.

Complete cure of nephritic and colonic symptoms, and
restoration of the kidney by operation.

Female; aged 30; married; never pregnant. Patient
of Dr. David Inglis.

June 10, 1907, Seeks relief for constipation; backache;

loss of strength and weight; nervous irritability; profuse

leuncorrhea,  Ias had the lencorrhea for two vears, and
the other symptoms for about a year, gradually increas
1.

Abdominal examination in the dorsal position was
negative, excepting for a sensitive area at MeBurney’s
point, but in the left lateral position the right kidney
dropped down into the abdomen and could be palpated at
the navel,

Vaginal examination showed nothing farther than
erosion around the os uteri.

Diagnosis of nephrocoloptosis and endometritis. Oper-
ation advised.

July 5, 1907, Operation at Harper Hospital.  Nephro-
colopexy, curettage. Ideal recoverv. In bed eighteen
davs.  Abdominal band applied and petrolatum oil pre
zeribed on discharge from hospital,

September 24, 1908, Dowels reeular, gained five
pounds, nervons syvmptoms ereatly relieved, Savs every
thing but the lencorrhea is very mueh improved.

Februnary 20, 1909,  Has gained eighteen pounds and
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15 very well, with normal endurance and very little of
the old nervousness. Still troubled with the lencorrhea.
Kidney not palpable in any position.

Case 25.

Disordered nutritive functions and nervous system
completely restored by operation.

Female; aged 30; single; bookkeeper.

September 18, 1907, Seeks relief for pain in back of
head and neck, which she has had for two vears; loss of
flesh and strength; pain in left side of abdomen. Bowels
regular. Torso narrow.

Abdominal examination in dorsal position showed
right kidney entirvely below costal margin without in-
spiratory effort, and tenderness over MeBurney's point.

Pelvie examination showed introitus normal, cervix
small, os eroded, fundus utern: 1 third degree retro-
version (easily replaced). Heart normal, 82; tempera
ture normal. Urine normal. Weight, one hundred and
twenty-eight pounds.

Diagnosis of nephrocoloptosis, retroversion of uterns,
and endometritis.  Operation advised.

September 20, 1907, Operation at Harper [Hospital.
Nephroeolopexy: curettage: Alexander’s operation by
the blunt hook method. Recovery ideal. Abdominal
supporter applied.

November 4, 1907, Kidneyv and uterus in normal po-
sition. Bowels a little constipated. Still some pain in
hack of neck. Petrolatum oil preseribed.

April 22, 1909. Has gained fifteen pounds sinece opera-
tion, and mnow weighs one hundred and fortyv-three
pounds. Savs she feels well, and never knew what it
was to feel so before. Examination showed kidney in
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normal position, with lower pole barely palpable in left
lateral position. Has pain only in back of head and
neck when over-fatigned. Bowels regular.

Case 26.

Rapid gain of weight after operation.

Female: aged 41:; married; mother of four children,
the youngest 9 vears of age.

September 25, 1907. Seeks relief for neurasthenia;
malnutrition and loss of flesh; insommnia; constipation;
catarrh of the colon, as shown by much mueus in stools;
pain of both griping and constant character in the right
side of the abdomen, and frequent attacks of pain and
tenderness located on the right side, close under the
costal margin. Had an attack of acute intestinal tox-
emia five vears before, sinee which time these symptoms,
which had alwavs been in evidence for several vears, he-
came very much worse,

Abdominal examination in the dorsal position showed
marked sensitiveness on both sides of the abdomen on
deep pressure; right kidney entirely below the costal
margin on deep inspiratory effort; left side negative.

Vaginal examination negative. Urine normal. Weight,
one hundred and ten pounds.

Diagnosis of nephrocoloptosis and operation advised.

September 20, 1907. Oneration at Harper Hospital.
Nephrocolopexy. (onvalescence was not smooth, as a
mild infection of the wonnd was introdueed by the with-
drawal of the continunous silkwormgut stitch. Fearing an
ingecure union, the patient was kept in bed for four
weeks, when, the wound heing completely healed, she was
allowed to get up.  During the time in bed the abdominal
band was especially eared for and the large pad kept
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hound tightly down under the navel, so as to give the
kidney every possible support through the upward pres-
sure of the abdominal econtents. On assuming the ereect
position, the usual abdominal supporter was applied and
the routine of petrolatum oil and evening enema pre-
seribed. The convalesecence to normal after discharge
from the hospital was slow, as the neurasthenia persisted
to a marked decree for some weeks.

November 30, 1907. Nutrition improving, as shown
by five pounds inerease in weight. Bowels regular by
the dailv use of the oil and an occasional enema. Nen
rasthenia improving slowly. Still has some abdominal
pain, but less of it, and none at all in the region of the
kidney, which is in perfeet position.

September 20, 1908, Tas gained twenty pounds, has
good color, and looks in perfect health. DBowels regular
by the nse of one daily dosze of the oil. Pain occasion-
allv, evidently cansed by distention of the cecum. Sleeps
much better. Kidney in normal position,

April 30, 1909. THas gained thirtv-five pounds, and
now weighs one hundred and forty-five pounds. Is prac-
tically well. excepting for endurance. which comes slow-
Iv. The kidnev retains its normal position when ex-
amined in either position.

Case 27.

A perfect result, notwithstanding infection of wound.
No doubt the silver wire stay suture in the transversalis
fascia prevented failure.

Female: aged 57: married; mother of five children, the
voungest 14 vears old. Patient of Dr. C. G. Jennings.

July 10, 1907.  Seeks relief for irregular and profuse
menstrnation; debilitv; extreme neurasthenia, approach-
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ing melancholia; backache; insomnia; gradual loss of
welght during last two years. Says bowels are regular.
Had typhoid fever four vears before. Heart and tem-
perature normal; urine normal.

Abdominal examination in the dorsal position showed
the right kidney entirelv helow the costal margin; other-
wise negative.

Vaginal examination showed evervthing normal, ex-
cepting a large hvperplastic uterus in the third degree of
retroversion, which was readilv replaced with the patient
in the knee-chest position.

An Albert Smith pessary was placed, an abdominal
supporter ordered, and tonic preseribed.

October 5, 1907, As various forms of treatment up to
this time had proved unsatisfactory, operation was
advised.

October 12, 1909, Operation at Woman’s Hospital.
Nephrocolopexy; eurettage; Alexander’s operation by
the blunt hook method,

As stiteh abscesses ocenrred in all the wounds, the pa-
tient was kept quiet in bed for four weeks, using ereat
care to keep the abdominal pad well bound in place to
keep the kidnev supported.

December 27, 1907, Kidneyv and nferns in perfeet po-
<ifiomn.

January 51, 1908, Kidney and uterus in perfeet po
=ition.  Has gained twentv-five pounds; nervous system

1= very much improved, and bowels regular.

Case 28.

Female; aged 47; married; mother of one c¢hild 20 yvears
old. Patient of Dr. Sarah Conner. of Port Huron, Mich.
December 30, 1907, Seeks relief for nervous exhauns-
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tion of a severe type; attacks of nansea and vertigo; con-
stipation; constant pain in the right side of the abdomen,
which iz more acute at times just below the ribs; pain
lately in the back of head; palpitation of the heart; con-
fusion of 1deas. Had total hysterectomy by another sur-
geon twelve vears ago for these same abdominal pains
and menorrhagia. Heart normal, 106; temperature nor-
mal. Urine normal.

Abdominal examination in dorsal position showed no
abdominal tenderness. On deep inspiratory effort the
right kidney dropped deep into the abdomen. Operation
advised.

December 31, 1907. Operation at Harper Hospital.
Nephrocolopexy., Recovery without incident. In bed
sixteen davs.  Abdominal supporter applied and petro-
latum oil prescribed on discharge from the hospital.
Have not seen this patient since she left the hospital.
[Her husband reported, Mav 6, 1908, that some of the
most distressing svmptoms had left her, but some others
of a new character had appeared.

Case 29.

Ideal result in a case of long standing.

Female; aged 31: married:; mother of three chil
dren, the voungest 7 months old, whieh was taken from
the breast three weeks ago. Patient of Dr. B. H. Jenne,
of Clio, Mich.

April 15, 1908,  Seeks relief for pain in the right side
just below the ribs, which she has had for fifteen yvears;
cramps in the howels for five vears; frequent nansea and
vomiting of bile; very intractable constipation for three
vears; eradual loss of flesh. Looks weak and debilitated.
Had whooping-congh seven months ago and then had a
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great deal of pain in the right side. Heart normal, 112;
temperature normal. Urine, specific gravity, 1,026; acid;
no albumin; heavy with urates.

Abdominal examination in the dorsal position showed
some sensitiveness at MeBurney’s point, but more under
the costal margin on the right side, when inspiratory
effort brought down the right kidney entirely below the
ribs, and with (and apparently attached to the front of
it) an irregular rough-feeling mass that nearly covered
it, and vet could be moved somewhat separately.

Vaginal examination showed a ruptured perineum of
second degree; cervix normal; normal sized uterus in
third degree of retroversion (easily replaced in knee
chest position).

Sent to Harper Hospital and a blood examination
made, which was negative, after which operation was
advised, as farther examination of the mass on the dis-
placed kidnev led to the belief that it was probably the
remains of an exudate eaused by an attack of Dietl’s
erisis, which may have oceurred at the time the patient
had the whooping-cough.

April 17, 1908. Operation. Nephrocolopexy; perine-
orrhaphy (split flap, buried suture of No. 1 twenty-day
cutgut); Alexander’s operation by the blunt hook
(buried suture) method. At the operation the kidney
was thoronghly examined when reached through the loin
incision, and the organ was found to be perfeetly normal
in contour, the mass being entirely separate from it.

Recovery was ideal in every way, and patient left the
hospital at the end of five weeks. Abdominal support
applied and petrolatum oil preseribed.

September 29, 1908. Patient savs: “Haven’t an ache
or a pain, sleep well, have gained ten pounds. Took the
o1l for two months, but have not needed it since, as the
bowels are perfectly regular.’
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Kxamination showed the kidney in normal position;
could be forced down so that only the lower pole eould
he palpated.

November 22, 1909, Dr. Jenne reports that she is fat,
has gained fifteen pounds, and is very well in every way.

Case 30.

Ideal result in a case complicated by intra-abdominal
surgery.

Female; aged 23; single; stenographer. Patient of Dr.
J. H. Sanderson.

Mareh 5, 1508. Seeks relief for nearly constant back-
ache; ‘‘bearing down’’ in the abdomen; a ‘‘smarting’’
sensation in the lower left side of the abdomen, near the
groin; inereasingly severe dyvsmenorrhea for a year. Had
curettage twice—four years ago and one vear ago—with
only temporary relief of the dysmenorrhea and no relief
of the other symptoms. Has lost flesh steadily for two
vears—eleven pounds during the last six months. Nor-
mal weight, one hundred and thirty-five pounds; now
welghs one hundred and sixteen pounds. Bowels regu-
lar. Heart normal, 84; temperature normal. Urine
normal. Complexion muddy and skin rough.

Abdominal examination showed right kidney entirely
below the costal margin on deep inspiration; left kidney
in normal position; no abdominal tenderness, except just
ahove Poupart’s ligament on the left side on deep
pressure.

Examination of pelvie organs obseured by fecal mass
in the sigmoid and rectum. Directions were given fo
clear the colon by laxative and enema, and to return for
further examination.

Marech 9, 1908, Pelvic examination showed everything
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normal, excepting the left ovary, which was twice normal
size; very sensitive, but not adherent,

Diagnosis of nephrocoloptosis and left cystie ovary,
and operation advised.

April 28, 1908, Operation at Harper Hospital. Neph-
rocolopexy; abdominal section, with left odphorectomy.
Ovary large and eystic. Recovery ideal in every way.
in bed eighteen days.  Applied abdominal supporter on
discharge from hospital.

July 8, 1909,  Feels much better in every way.

October 16, 1909, Gained twenty-five pounds; dys-
menorrhea better; bowels somewhat constipated, and has
heen nsing the petrolatum oil and an oceasional enema.

Mareh 29, 1909, Has kept the weight as reported in
Oectober. Bowels normal: no headache or ‘‘bearing
down;"" endurance very good; marked improvement in
complexion and smoothness of skin. Kidney in normal
position and ean not be bronght down by posture.

September 19, 1909, Feels perfectly well, and asks
permission to discard the abdominal supporter, which

was oranted.

Case 31.

A good anatomic result, with failure of symptomatic
cure because of conditions of apparent neurotic origin.

Female; aged 45; married; mother of two children, the
voungest 22 vears old. Patient of Dr. S. P. Duflield, of
[Yearborn.

Mareh 30, 1908,  Secks relief for a feeling of pressure
in the abdomen and of distention at the vulva; frequent
abdominal pain, more frequently in the left side; gen-
eral weakness and neurasthenia, with hyvsterical tend-
ency; insommia. Patient constantly talks of something
having “*broken’’ at the wvulva, following a trachelor-



REPORTS OF CASES. 173

rhaphy by another surgeon two and a half yvears ago,
and appears to be hypochondriacal on the subject.  Men-
struation regular, but profuse at times. Heart normal,
90; temperature normal.  Urine normal.

Abdominal examination in the left lateral decubitus
showed the right kidney entirely below the costal margin,
and abdominal tenderness in left epigastrinm.

Vaginal examination showed ruptured perinenm of
second degree and large hyperplastic nterus.  Operation
recommended, though the peculiar neurotic element in
the case made the prognosis guarded.

May 28, 1908. Operation at Harper Hospital. Neph
rocolopexy; perineorrhaphy; curettage. Recovery with-
out incident, though strength returned slowly after get-
ting up and mental condition was sluggish.  Abdominal
supporter applied on discharge from hospital.

October 6, 1808, Pain and pressure in vulva gone, but

*in the kidney.

thinks now she has “*broken something’
Fixamination showed kidney in normal position and not
sensitive. Gained in flesh, but savs she sleeps badly.,
February 17, 1909, Kidneyv in normal position; bowels
recular, and patient in good appearing condition, but
complains again of “‘something hroken’’ in the vulva.
Was sent to the hospital and varions examinations made,

with only negative results.

Case 32.

Operation on kidney having pathologic surroundings
gives no relief of symptoms.

F'emale; aced 38: married:; mother of one child 11
vears old.

July 2, 1908,  Seeks relief for frequent attacks of grip-
ing pain in abdomen, and nearly constant pain and
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tenderness below the ribs en the right side; gradual loss
of flesh for three years (weighs one hundred and eight
pounds); extreme nervous irritability; insommia; fre-
quent headaches; has menstrnated but twice in the last
eight months (the last time slightly, in May). Torso
very narrow and the lower thoracic zone contracted.
Heart normal, 90; temperature normal. Urine normal.

Abdominal examination in dorsal position showed
right kidney entirely below the costal margin without
inspiratory effort. Impossible to replace the organ en-
tirely back into its normal position behind the costal
margin, the renal fossa being apparently filled or closed,
so that the kidney could be replaced only partially, and
would then drop back at once by its own weight. The
whole abdomen was sensitive to touch.

Vaginal examination showed pelvic organs normal, ex-
cepting the uterus, which was very small, and apparently
undergoing atrophy. Radiograph of the colon to be
made.

July 4, 1908. Radiograph showed the cecum in the
hottom of the pelvis, and very large. The transverse
colon did not show at all. Operation advised, although
the diffieculty of replacing the kidney normally should
have demanded treatment for a time and longer observa-
tion. The peculiar sitnation of the patient at the time
precluded this delay, and I therefore concluded to take
the chance of immediate cperation.

July 7, 1908. Operation at Harper Hospital. Nephro-
colopexy. The mnephrocolic ligament was large, but it
was impossible to draw or push the kidney up into the
fossa far enough to seeure it below the pole, and the
mistake was made of attaching that portion of i1t which
lay parallel with the convexity of the kidney, hoping
that its good volume would serve to hold sufficiently.
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Recovery was without ineident, and patient left the
hospital at the end of four weeks. Abdominal supporter
applied and petrolatum oil preseribed.

November 7, 1908. The whole kidney can be felt lyving
close to the side where attached, and does not drop into
the abdomen, toward the mavel, as before operation.
Patient’s syvmptoins, however, she reports, are not re-
lieved.

December 31, 1909, Weighs one hundred and twelve
pounds; bowels regular; still has some pain in both sides
of abdomen, though gradually decreasing; sleeps very
much better; kidney still fixed, though entirely below
costal margin,

Case 33.

Good result, anatomically and symptomatically, three
months after operation.

Female; aged 30; married; mother of three children,
voungest 2 vears old. Clinical patient.

September 26, 1909. Seeks relief for backache; ab-
dominal pain, located in both sides; frequent attacks of
nausea without emesis: gradnal loss of weight and
strength, and resultant inability to work; constipation;
nervousness; insomnia. IHeart, temperature, and urine
normal.

Abdominal examination showed right kidney entirely
below the costal margin; sensitiveness in left epigas-
trinm.

Vaginal examination showed evervthing normal, ex-
copting a uterns of normal size in third degree retro-
version, which was easilv replaced. manually, with the
patient in the knee-chest position.

Diagnosis of nephrocoloptosis and retroversion, and
operation advised.
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September 30, 1908, Operation at Harper [Hospital.
Nephrocolopexy; Alexander’s operation by the blunt
hook method. Recovery uneventful. Abdominal sup-
porter applied and petrolatum oil preseribed on dis-
charge from hospital.

December 25, 1908, Kidney in normal position and
not palpable in any position. DBowels regular by the use
of the oil onece a day. Gaining in flesh and strength.
Patient not seen since.

Case 34,

Extreme neurasthenia.

Female; azed 42; married; mother of two children, the
voungest 6 vears old. Patient of Dr. Thomas, of North
Branch, Mich.

November 1, 1908,  Seeks rehef for nenrasthenia: con-
stant headache; progressive emaciation; almost constant
pain in abdomen, back, and thighs; alternating constipa-
tion and diarrhea; frequent micturition; insomnia—can
never sleep on the left side becaunse of palpitation; says
she has always had the abdominal pains. Is a chronie
imvalid, and nnable to stand or walk but for a few min-
ntes at a time. Had operation for cervieal stenosis at
19. Was badly lacerated at childbirth, and savs she has
been ‘‘sewed np'’ three times for it. Heart normal, 100;
temperature normal. Urine normal.

Abdominal examination in the dorsal position showed
areat sensitiveness all over, the especial points being at
the right of the navel and just below it on deep pressure;
the right kidney entirely below the costal margin, with-
out effort—mot very movable in further descensus, and
easily replaced.

Vaginal examination showed a normal appearing peri-
nenm, which on close inspection proved to be composed
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of skin only, the only muscular portion intact being a
very small part of the sphincter ani; cervix uteri large,
cystie, eroded, and lacerated left laterally; nterns hyper-
plastie, normal position; appendages normal.

November 2, 1908, Radiograph showed ptosis of the
colon, as illustrated in Fig. 51.  Diagnosis of right neph-
rocoloptosis, ruptured perimenm ol second degree, left
laceration of cervix uteri, and endometritis.  Operation
advised.

Fig. 81. Case §4.

November 3, 1908, Operation at St. Mary's Hospital.
Nephrocolopexy: perineorrhaphy (split flap method and
buried No. 1 twenty-day eatgut); trachelorrhaphy; eu-
rettage. The wound in the loin healed perfeetly; the
perineal wonnd suppurated slightly, but eareful atten-
tion ended in a perfect result. In bed five weeks, the
last two becanse of debility, and also a desire to benefit
the nervons system by rest and forced feeding. On dis-
charge from the hospital the abdominal supporter was
applied and petrolatum oil preseribed.

July 3, 1909, Has gained thirteen pounds, and feels
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better and stronger in every way. Still has some ab-
dominal tenderness, and her nerve tone and endurance
are returning slowly. Dowels regular by the use of the
petrolatum o1l once daily; kidney in normal position.

Case 35.

A case in point where a uric acid diathesis protracts
recovery and proves an important factor in post-opera-
tive treatment. Such cases should be recognized and re-
ceive adequate treatment hefore operation. Case also
remarkable for good anatomic result, notwithstanding
post-operative infection of wound—showing value of the
silver wire suture.

IF'emale; aged 44; married; mother of one child, Y years
old.

Oectober 27, 1908. Seeks relief for pain and burning
sensation in the stomach and bowels; palpitation of the
heart; sick headaches; menorrhagia and menses of foul
odor; loss of flesh and strength. All symptoms came on
gradually during the last year. Complexion dark and
muddy and skin rongh. Heart normal, 90; temperature
normal. Urine, specific gravity, 1,028; acid; loaded with
sediment composed of urie acid, nrates, and epithelinm.
No albumin or sugar.

Abdominal examination in the dorsal position showed
the right kidney entirely helow the costal margin withont
effort, and well down in the abdomen, near the navel, on
deep inspiration; easily replaced manually. Left kidney
not palpable in any position.

Vaginal examination showed a ruptured perinenm of
second degree; normal nterns and cervix; the latter hav
ing a mucous polyp of about an inch in length hanging
from it and passing into its attachment near the inner os.
Operation advised.
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November 11, 1908, Operation at Harper Hospital.
Nephrocolopexy; perineorrhaphy; excision of polyp; and
curettage. A stormy convalescence followed, due large
Iy to the urie acid diathesis of the patient, and partly to
a mild mfection of the wound in the loin following the
removal ol the continnous subeutaneons silkwormeut
suture (the last used by me in these cases).

There was slight febrile action lasting for three days
following the mfection of the wound, but after that the
temperature remained practically normal, or subnormal,
thronghount.

A prominent syvmptom which continued for three
weeks was pain of a severe character, occurring fre-
quently in various parts of the body, legs, and arms. The
treatment was prineipally eliminative in character and
the nge of acid. nitromur. dilut. and aspirin.  In bed four
weeks.,  Discharged December 12, 1908, in good con-
dition and both wounds healed.

February 6, 1909, Wound in loin open and discharg-
ing slightly; on probing found silver wire suture had be-
come untwisted (silver shot not used in this ecase) and
was causing a mechanieal irritation, and was removed.
Kidney in normal position.

March 7, 1909. Kidnev in normal position and not
palpable. Bowels regnlar without medieation,

October 25, 1909. Kidney in normal position and
howels regular. Ias gained six pounds since operation.
Troubled a good deal with rheumatiec pains. Urine
turbid with urates. Preseribed acid. nitromur. dilut.

Janunary 10, 1910, Tas gained ten pounds sinee opera-
tion: kidneyv in normal position.
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Case 36.

Ideal anatomic and symptomatic result of fixation.

Female; aged 31; married; mother of seven children,
the voungest 1 vear old.

November 25, 1908, Seeks relief for constant head-
ache; pain of both dull and griping character in the left
side of abdomen; constipation, the movements being pre-
ceded by eramps; loss of flesh and strength; menor-
rhagia; lencorrhea. Had lacerated cervix repaired six
months ago by another surgeon. Heart normal, 100;
temperature normal. Urine normal.

Abdominal examination showed a bhroad, flat abdomen,
with widely expanded lower thoracic zone; sensitive in
left epigastrium; right kidney completely down in the
abdomen with patient in the left lateral decubitus.

Vaginal examination showed good perinenm; repaired
cervix; large uterus, with soft fundus in third degree of
retroversion, easilv replaced in the knee-chest position.

November 6, 1908, Radiograph made, but proved a
failure, owing to the rapid descent of the bhismuth into
the descending colon. siegmoid, and rectum because of the
previons use of a cathartie.

November 28, 1908, Operation at Harper Hospital.
Nephrocolopexyv; eurettage; Alexander’s operation. Re-
covery without incident. In bed eighteen davs. Ab-
dominal sapporter applied and petrolatum oil preseribed
on discharge from hospital.

January 13, 1909,  Bowels regular by use of the petro-
latum oil; kidnev and uterus in normal position,

February 22, 1909, Bowels regular by taking the oil
once a dav; no more abdominal pains; no lencorrhea;
menstruates normally; kidney and uterns bhoth in normal
position.
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April 15, 1909, Bowels regular, without oil, and no
“eramps;’’ kidney i normal position, with lower pole
just palpable with patient in left lateral decubitus and
deep mspiratory effort; gained ten pounds.

Case 3-'?.

Remarkable immediate improvement following opera-
tion in a typical case showing extreme neurasthenia.

Female; aged 42; marrvied eighteen vears; mother of
one child 16 vears old; menstrual history normal. Re-
ferred tome hy D, T, AL MeGraw.

February 27, 1909,  Seeks relief for nenrasthenia; gen-
eral debility; malnntrition; dvspepsia; loss of memory,
ete. Thinks imjury in a railroad aceident many years
aco cansed a shock to the nervons syvstem, and that the
present illness is due to it. ITas lost thirty pounds in
five vears., Spends most of her time lving down. Con-
stipation very troublesome, requiring daily medication
or enema. Mentality much impaired, being unable to
arrv on a connected conversation. Has no hallueina-
tions.  Sleeps little and never on the left side.  Frequent
griping pain in bowels and mueus in stools.  Most pain
in left side of abdomen. Has been in sanitarinms and
health resorts for vears, with no henefit. and has con-
sulted varions kinds of specialists, from the nenrologist
to the osteopath, withont benefit. They all advised
change of scene and elimate after unsuceessful periods of
treatment. The diagnosis was usnally ““‘nenrasthenia™
and ‘‘intestinal indigestion.”’

Febrvary 27, 1909. Examination made. Facial ex
pression drawn and tired-looking; complexion muddy, al-
most to jaundice. Abdominal walls thick, flaceid, and
relaxed, Deep inspiration. dorsal position, right kidney
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can be felt down to the umbilicus, and does not return
without manual assistance. With patient on the left side
and knees drawn up, the kidney is felt well in the median
line. Left kidney not displaced. Some tenderness at
MeBurney’s point—cecum and ascending colon—not the
appendix. (See Fig. 52 for position of appendix.)
Vaginal examination showed ruptured perineum of
second degree, rectocele, and uterine hyperplasia.
February 28, 1909. X-ray (Fig. 52) showed the cecum
in the bottom of the pelvis as far as gravity conld take

Pig. b2 Case 37.

it, and the transverse colon very low, cansing sharp angu-
lation at the splenic flexure (cause of pain in this side).
Operation recommended.

March 4, 1909. Operation at Harper Hospital. Neph-
rocolopexy; perineorrhaphy; curettage. In bed three
weeks. Recovery ideal in every way.

April 1, 1909, Discharged from hospital.

April 17, 1909, Bowels regular, without medication of
any kind sinee operation; feels well and is gaining in

flesh. Left for Atlantic City.
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May 20, 1909. Returned from Atlantie City. Bowels
regular and appetite good; has no abdominal pain, and
has gained eighteen pounds.

July 30, 1909.  Bowels regular; often walks two miles
a day without fatigue; sleeps well; has gained thirty-two
pounds sinee operation; mentality greatly improved, is
sprightly and vivacious, and enjoys life.  On sending her
to Dr. Hickey for another x-ray, he was especially struck
with the greatly improved facial expression and mental
tone. Radiograph a poor one. (Dr. Hickey said 1 had

made her too fat for a good one.)

Case 38.

A common cause of ‘‘nervous breakdown'' in a young
subject, caused by a right nephrocoloptosis, cured by
operation.

Female; aged 25; single.

January 18, 1900.  Seeks relief for nenrasthenia; mal-
nutrition; debility; headaches; dizziness; naunsea; flatu-
lence:; ““cramps’’ in the abhdomen; sleeplessness; dysmen-
orrhea. Never ean sleep on the left side, as it caunses
palpitation of the heart. Bowels constipated, and re-
quire constant attention by medication and enema.
Heart and temperature normal. Urine normal.

Abdominal examination shows right kidney entirvely
below costal margin. TLeft lateral position, with deep
inspiration, necessary to bring it down, when it remained
so until replaced manually. Vaginal examination nega
tive.

Radiograph of the colon showed a moderate coloptosis
of the transverse section and a marked ptosis of the cecal
end of the gut. (Fig. 53.) Operation advised.

April 13, 1209. Operation at Harper Hospital. Neph-
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rocolopexy; dilatation of the ecervix uteri. Weight at
operation, ninety-four pounds; weight June 7, 1909, one
hundred pounds; weight September 1, 1909, one hundred

Fig. 53. Case 38.

and six ponnds, when she reported howels in perfect con-
dition; has discontinued the petrolatum oil.

December 12, 1909, Kidney in normal position.
Weight, one hundred and eight pounds.

Case 39.

A chronic invalid, having extreme neurasthenia and
malnutrition, cured by operation.

Female; aged 37; married: one child.

March 2, 1909, Seeks relief for nenrasthenia, approach-
ing melancholia in spells of depression; nervous irritabil-
ity: dyspepsia; diarrhea; pain over whole abdomen, but
especiallv in left side; emaciation; muddy complexion.
Has passed the greater part of the past two vears in sani-
tarinms and health resorts, and has consulted various
specialists.  Was treated by all of them for nenrasthenia,
intestinal indigestion, and toxemia. and had all kinds of
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examinations of blood and secretions made.  Sleeps well,
which is unusual in these eases.  Normal weight, one hun-
dred and twenty pounds; present weight, one hundred
and ten pounds.

Abdominal examination showed the right kidney en-
tirelv below the costal margin while in the dorsal po-
sition, without respiratory effort, and sensitiveness in left
hypochondrinm.  Vaginal examination negative,

Fig. 54. Case 39,

March 5, 1909, Radiograph shows cecum and ascend-
ing colon nearly completely below MeBnrney’s point, the
first half of the transverse colon very low in the pelvis,
and the distal portion in a position parallel to the de-
scending colon.  (Fig. 54.)

May 6, 1909.  Operation at Harper Hospital.  Nephro-
colopexy. In bed eighteen days. Recovery without in-
cident. Abdominal supporter applied and petrolatum oil
preseribed on discharge from the hospital,

September 29, 1909, Reports great improvement in
every wayv. Gained ten pounds; complexion is eclear;
howel movements improving; rarelv has diarrhea. Her
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family reports great improvement in the nervous irrita-
bilitv. Rarelv has pain in the left side, and only ocea-
sional attacks of indigestion.

December 20, 1909, Weighs one hundred and twenty-
five pounds, and is well in every respect; bowels regular;
kidney in normal position.

Case 40.

Dietl’s crisis—typical case—cured by operation.

Female; aged 26; married two months, Was always
thin and dvspeptie, and bowels constipated. Patient of
Dr. C. (G. Jennings.

Fig. 55. Case 40.

Gastroptosis  diagnosticated a wvear before and has
worn an abdominal support for it. Has had two attacks
of Dietl’s erisis—one three weeks before marriage and
the other two weeks after that event. Had fever with
both attacks, which were also attended with much swell-
ing of the right kidney and surrounding structures, with
albumin, casts, and red blood cells in the urine, which
condition persisted for some time after the subsidence
of the acute symptoms.
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Patient sent to St. Mary’s Hospital and put to bed
after the second attack, and kept under treatment, with
absolute rest, for four weeks, when, all indication and
symptoms of local irritation having subsided and the
urine cleared up, the operation of nephrocolopexy was
performed on June 12, 1909, A retroverted nterus was
restored by the Alexander operation at the same time.
Recovery without inecident. In bed four weeks., A
radiograph taken the day before operation (Fig. 53)
shows the result of great relaxation of the hepatocolic
licament, the cecum, ascending colon, and much of the
transverse colon lying low in the pelvis,

August 20, 1909. Reported in good condition. No
pain, bowels regular by using petrolatum oil, appetite
good, and increasing in weight. Kidney in normal po-
sition.

November 20, 1909, Reports from abroad, where she
went in September, that she is perfectly well and getting
fat.

Case 41,

Ideal rapid recovery and ideal anatomic result of
operation.

Female; aged 33; married, never pregnant. Patient of
Dr. F. J. Langlois, of Wyandotte, Mich.

January 21, 1909. Seeks velief for frequent attacks
of pain in the middle and right side of abdomen, and
al=o in the back of head and neck; **heartburn;’’ severe
constipation—defecation often causes the occurrence of
the abdominal pain; frequent micturition, which also
seems to start the pain; menstruation irregular (three to
six weeks), very painful, free and clotted, and continues
for ten days; loss of flesh—twenty pounds in two years;

all symptoms have been gradual in commencement, and
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have been present for about two vears, lleart normal,
S4; temperature normal; urine normal.  Weight now one
hundred and eighteen pounds.

Abdominal examination in dorsal decubitus shows
great tenderness in all of right side, but especially in
right epigastrinm; on deep inspiration right kidney is
forced down entively below the costal margin, Left kid-
nev not palpable.

Vaginal examination shows normal perinenm; normal
cervix uteri containing a large eyvst; uterus hyperplastie,
and in normal position and mobility.  Operation advised.

June 23, 1909, Operation at Harper Hospital. Neph-
rocolopexy; curettage; removal of small intra-nterine
mueous polyp; searification of cervix.

Recovery without inecident. In bed eighteen days.
Abdominal supporter applied and petrolatum oil pre-
seribed on discharge from hospital,

Mareh 22, 1909. Defecation regu

oil only; menstruation normal; gaining in weight; kidney

ar by the use of the

in normal position in any position.

April 26, 1909. Bowels regular with one dose of oil
daily; weight, one hundred and thirty-two pounds, and is
steadily gaining. Feels quite well, and says her endur-
ance returns slowly, but, as she tells of walking two and
a half miles the day hefore, whereas before operation
walking anyv distance was impossible, the *‘endurance’’
can be put down as ‘“*very good.”” Has oecasional pain
and a pulling sensation in and arvound the kidney and in
the scar. Rarely has pain in the hack of the neck and
head. Kidneyv not palpable in any position.
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Case 42,

Patient having had Dietl’s crisis, mistaken for attacks
of appendicitis. Cured by operation. Rapid increase in
weight.

Female; aged 26; single; stenographer,

June 3, 1909, Seeks relief for pains in back and right
side of abdomen; loss of flesh—twenty-five pounds in ten
months:; dyvspepsia; dysmenorrhea; severe constipation,
relieved only by high colonie Hushing; neurasthenia and
loss of strength; inability to do her work. Says she had
two attacks of “‘appendieitis,”” one in August last, which
laid her up for six weeks, and another two months later,
which lasted two weeks., In both attacks she referred
the seat of pain and swelling—which she said was
marked—high up in the right side, close to the costal
margin. Complexion muddy and skin rough. Heart and
temperature normal; urine normal, exeepting for pres-
ence of amorphous urates,  Welght, one hundred and ten
pounds,

Fixamination in dorsal deeubitus shows no sensitive-
ness at MeBurnev’s point, but a good deal above, close
to the ribs. Kidneys not palpable in this position. In
the left lateral decubitus the right kidney dropped low in
the abdomen on deep inspiration, and was easily replaced
manually. Left kidney not palpable,

Vaginal examination showed perinenm and cervix nor-
mal; nterns hyperplastic and in the third degree retro
version, and easilyv replaced in the knee-chest position.

The results of the examination convineed me that the
previous attacks of “‘appendicitis’ were no donbt af
tacks of Dietl’s erisis.  Operation advised.

June 29, 1909,  Operation at Harper Hospital. Neph-
rocolopexv; eurettage; Alexander's operation. Recovery
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without incident. In bed eighteen days. Abdominal
supporter apphed and petrolatum oil preseribed on dis-
charge from hospital.

October 15, 1909,  Kidney in normal position and can
not be brought down in either position. Uterns in
normal position.  Is gaining in weight, and the complex-
on is clearing.

December 15, 1909, Kidney in normal position, and
stands the test of the left lateral position without appear-
ing at all below the costal margin.  Patient says all sen-
sitiveness in the region of the kidney, which was so mani-
fest before operation, is entirely gone. Sometimes has
transient pain i the cecum, caused by gas (common
symptom for several months after operation). DBowels

are perfectly regular by the use of one daily dose of the
petrolatum oil; enema not necessary. Sleeps and eats
well.  Weighs one hundred and thirty-one pounds, a
gain of twenty-one pounds since operation. Complexion

perfectly clear,

Case 43.

Coloptosis without nephroptosis, cured of intestinal
symptoms by the operation of nephrocolopexy. (Radio-
graphed before and after operation.)

['emale; aged 42; married; three children.

June 3, 1909, Seeks reliel for constant pain in the left
<ide, above the hip, and in the loin, which she has had for
<1x months, and can not walk or work hecause of 1t.  Ab-
dominal section one year hefore by myself for hematoma
of hoth ovaries,

Abdominal examination in both dorsal and lateral po-
sitions showed both kidnevs normally placed. Mnseles
im the left loin very rigid, and abdomen on same side dis-
tended and dull on percussion. Patient sent to the hos
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pital, a cathartic given, and high enema used; examina-
tion made under ether, which was negative in result, ex-
cepting that it showed complete relaxation and normal
condition of the muscles of the loin. Patient was kept
in bed under constant observation for a week without
change in the pain, which was nearly constant.

June 29, 1909, Radiograph made, showing large col-
leetion of gas at splenie flexnre and complete ptosis of
cecum. (Fig. 56.)

e |
||-:

Fig. 66. Case 43.

July 1, 1909, Operation at Harper Hospital. Nephro-
colopexy. Very long and loose nephrocolie ligament.
No pain in the left side after the operation. After three
weeks in bed and one week up, went home. Abdominal
supporter applied and petrolatum oil preseribed on dis-
charge from hospital.

July 28, 1909, Post-operative x-ray (Fig. 57) shows
elevation of cecum and a tendeney to the correction of the
sag of the transverse colon.  (See position of silver wire
suture.)
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Oectober 3, 1909. Reports no pain and is improving in
every way.

November 7, 1909. Reports by letter that she has
gained ten pounds and is free from pain.

Case 44.

Coloptosis without nephroptosis. Intestinal symptoms
cured by operation.
Female; aged 30; single. Patient of Dr. . (i. Jennings.

e |

Fig. b8. Case 44, Fig. 59. Case 44,

July 7, 1909, Seeks reiief for pain in stomach, com-
ing on about five hours afier eating; severe constipation,
from which she has suffered nearly all her life—move-
ments containing much muens; frequent attacks of pain
and sensitiveness in right side of abdomen; pain passing
from the navel to the rectum: nenrasthenia and loss of
flesh, although she was never very strong or robust.
Gastroptosis  diagnosticated by Dr. Jennings. Heart
normal, 105; temperature normal; urine normal. Weight,
one hundred pounds.
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Abdominal examination, in both dorsal and lateral po-
sitions, negative, excepting a very sensitive area around
MeBurney’s point.  (Kxamine radiograph to determine
the viscera palpated at this point.)

Vaginal examination showed normal introitus, cervix,
and uterns. Behind, and at the sides of the fundus uteri,
two irregnlar, very sensitive masses, large as hen’s eggs,
were palpated.

July 11, 1909, Radiograph made (Fig. 58), which
shows a complete coloptosis, both the cecal end and the
proximal half of the transverse portion lying nearly as
low in the pelvis as gravity can take them. Radiograph
of the stomach (Fig. 59) shows dilatation and moderate
ptosis. A diagnosis of coloptosis (without nephroptosis)
and bilateral ovarian eystoma was made and operation
advised.

July 15, 1909.  Operation at Harper Hospital. Neph-
rocolopexy; abdominal section, with bilateral salpingo-
oophorectomy. Both ovaries contained large hemor-
rhagic evsts.  During the operation the oozing from all
imeised or punctured tissues was very protracted and
difficult to control. Both wounds healed perfeetly, and
recovery until the fourteenth day was praetically afebrile
and normal, excepting for rather more persistent pain
than usual in the left side of the abdomen. On July 24th
more pain was complained of, and there was a slight rise
of temperature. Fxamination showed tenderness in the
left groin and passing down the inside of the thigh for a
few inches; and a left phlebitis developed, which was of
a mild character and did not extend further downward.
The treatment consisted principally of the applieation of
lead and opium wash all the time, and the ice bag during
any rise of temperature. At the end of ten days the
symptoms had subsided, and patient was thinking of sit-
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ting up, when the other side began to show similar symp-
toms and went through a little more severe course, the
affected veins reaching to the popliteal space.

This made a protracted convalescence, and the patient
was discharged September 11, 1909,

October 5, 1909. Has gained some in flesh and is be-
ginning to feel stronger. DBowels regular by the use of
the oil and a tablespoonful of wheat bran in a glass of hot
water once a day. Kidney in normal position.

Case 45.

Colonic ptosis causes intestinal toxemia and low febrile
action for years, with consequent progressive emaciation.
Cured by operation.

Female; aged 28; single; stenographer.

December 29, 1904, Seeks relief for dull and constant
pain in lower abdomen, which is increased by sitting at
the desk, or standing or walking for more than an hour
at a time; progressive weakness and nervous exhaustion;
lencorrhea; loss of weight; feeling of feverishness; mucus
in bowel movements, which are regular, although fre-
quently of a diarrheal character. Heart normal, 100;
temperature, 99°; lungs normal; urine normal, excepting
for presence of amorphous nrates.

Abdominal examination in dorsal decubitus showed
sensitiveness at MeBurney’s point; right kidney entirely
below the costal margin on deep inspiration, very mov-
able and easily replaced mannally. Left kidney was not
palpable in either position.

Vaginal examination negative.

Diagnosis of nephrocoloptosis, with consequent eatarrh
of the colon.

Silk elastic abdominal band, with large abdominal pad,
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applied, and Russell’s emulsion preseribed, with diree-
tions to flush the colon with normal salt solution twice a
week.

November 9, 1905. Pulse, 100; temperature, 99.2°. Has
worn the abdominal supporter with a good deal of relief,
and can work better and be on her feet longer with it.
Still has the abdominal pain, very severe at times; is
very thin, and feels exhansted all the time. Operation
advised.

September 10, 1909. Married four vears, and has a
child two and a half vears old. Says she felt perfectly
well for six months before the child was born, having
none of the old abdominal pains; felt strong, and gained
in flesh (eaused by the enlarging uterus pushing up the
colon into its normal position, and thus removing the
strain from the kidney and duodenum). Kidney in com-
plete ptosis and all the old symptoms have returned, and
the loss of flesh and strength is at about the limit. Pa
tient emaciated. Pulse, 105; temperature normal; urine
normal. Operation strongly advised.

September 15, 1909, Operation at Harper Hospital.
Nephrocolopexy. Recovery ideal in every respect. Ab-
dominal supporter, with the truss attachment, applied
and petrolatum oil preseribed on discharge from hospital.

December 1, 1909, Has cained five pounds sinee opera-
tion; has good appetite and digestion; pain has entirely
left the abdomen; howels regular. Kidney in normal
position.

Case 46.

Case having nephrogastrocoloptosis.

Female; aged 33; single; stenographer. Patient of Dr.
(!, G. Jennings.

June 30, 1909, Seeks relief for frequent attacks of
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pain in the abdomen and a constant sensation of burning
in the abdomen and sides; indigestion; insomnia; can not
sleep on the left side at all because it causes a sensation
of tension and fullness, and palpitation; constipation;
painful and irregular menstruation; loss of flesh. Had
uleer of the stomach at 14, Heart normal, 88; tempera-
ture normal; urine normal, except for a sediment of
amorphous urates. Weight, eightv-seven pounds. Nar-
row thorax.

Fig. 6. Case 46.

Abdominal examination in dorsal position showed
right kidney entirely below costal margin without effort,
and when on the left side it dropped somewhat to the
left of the navel.

Vaginal examination negative,

July 6, 1909. Radiograph made, showing entire ptosis
of ascending and half of transverse colon (Fig. 60), and
the stomach reaching into the pelvis also. Operation ad-
vised. Abhdominal supporter applied and petrolatum oil
preseribed pending time of operation, which was un-
certain.
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September 10, 1909,  Abdominal supporter has given a
cood deal of relief in adding to her strength and endur-
ance, and the oil causes better action of the bowels, but
the pain and burning in the abdomen continue, and the
operation i1s therefore decided on.

September 15, 1909. Operation at Harper Hospital.
Nephrocolopexy; enrettage. Recovery without incident.
In bed eighteen days.

November 29, 1909, Weighs ninety-three pounds (gain
of six pounds); bowels regnlar by use of the oil and oe-
casionally of the enema also; no pain in the left side,
Kidney in normal position.

Case 47.

A very typical case illustrative of the obscurity and
vagueness of the symptomatology of a coloptosis and gas-
troptosis, with very little nephroptosis. After years of
invalidism cured by operation.

Female; azed 31; married four and a half vears; never
pregnant.

September 26, 1905.  Seeks reliel for frequently reenr-
ring pain in right side of abdomen, often very severe;
pain in the pit of the stomach after eating; chronie diar-
rhea—{four or five movements every morning; great loss
of flesh—twenty-five pounds in three vears. Looks weak
and anemie. Savs she has ““spells,”” which commence
with chills, diarrhea, severe vomiting of bile, and high
{emperature—often 104°—in which she is very nervous
and hyvsterical. Heart normal, 110; temperature, 29 1,/2°;
nrine normal.

Examination in both dorsal and lateral positions was
negative, excepting for sensitive area around MeBurney’s
point. Neither kidney could be palpated.
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Vaginal examination showed normal conditions, ex-
cepting the nterus, which was found to be in a second de-
gree retroversion—mobile and easily replaced in the
knee-chest position.

A diagnosis was made of chronie diarrhea and intes-
tinal toxemia; retroversion of the uterus. Medicinal and
dietetic treatment for the intestinal conditions were be-
gun at once and continued for a year and a half, with
varyving results. [ note that during this time her tem-
perature rarely registered below 99°. She gave a better
report from a medication in which arsenite of copper
was used and large doses of ereosote were wiven, and
colonie lushing with normal salt solution used. T did not
see her again for a period of over three years.

July 30, 1909, Has a baby two and a half vears old,
and says that while carrving the child she felf perfeetly
well, having no chills or fever or diarrhea during the
time (caused by the growing uterns pushing the colon np
in normal position, and thus relieving the strain on the
kidney and duodenum). The old symptoms began to re-
turn when the ehild was six months old, and have con-
tinued to inerease in severity since. Has frequent pas-
sages, tenesmus, bearing down, ete., and much muens in
the stools. Has lost thirty two pounds in two years, and
is thinner than she ever was.

Abdominal examination in the left lateral position, with
respiratory effort, was suecessful at this time in bringing
the right kidney down—only about half of the organ pal-
pable below the costal margin. Left kidney not palpable.
Sensitive area in the epigastrium and down to navel.

Vaginal examination showed a ruptured perinenm of
second degree; rectocele: normal cervix: uterns in third
degree retroversion—easily replaced in knee chest po
=ition,
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August 2, 1909. Radiograph made, showing the
stomach with the greater curvature three inches below
the navel and the colon well down in the pelvis, the eecum
being six inches below MeBurney's point.  (Figs. 61, 62.)

My abdominal supporter applied and petrolatum oil
and creosote prescribed. Operation advised.

September 10, 1909. Patient reports less abdominal
pain while wearing the band, and that it gives her a
stronger and better feeling. Diarrhea less severe.

Fig. 61. Case 47. Fiz. 62. Casze 47.

SNeptember 25, 1909. Operation at Harper Hospital.
Nephroeolopexy; perineorrhaphy; Alexander’s operation.
Recovery without incident until the beginming of the
third week, when she had several attacks of the “*spells™
previously mentioned, which alwayvs occurred at night
during sleep and resembled petit mal. In bed three
weeks.  Discharged from hospital October 27, 1909,

November 27, 1909. Ias not had any diarrhea since
leaving the hospital; bowels regular; takes one dose of
the oil daily; gaining in flesh rapidly—about ten pounds;
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good appetite and digestion; sleeps well; no more
““spells.”’

March 10, 1910. Bowels continne normal. Has gained
fifteen pounds.

Case 48.

A typical illustration of the progressive nature of the
colonic ptosis in a case under observation three years,
showing no colonic manifestations in its earlier history,
but developing later because of increasing distention and
angulation of the bowel.

Female; aged 22; married; two children, the voungest
1 vear old. Patient of Dr. D..J, Jones.

September 28, 1906.  Seeks relief for inereasing weak-
ness; loss of flesh and nervouns exhaustion; pain in the
hack of head and mn lower left abdomen, which she has
had for several vears. Is =till nursing her child, but has
irregular, painful periods. Defecation regular and has
no muecus in stools: no lencorrhea. Heart normal, 86
temperature normal: urine normal.

Abdominal examination in dorsal position shows right
kidnev entirely below the costal margin without effort;
left kidnev not palpable; no marked abdominal ten-
derness,

Vaginal examination shows normal perinenm: erosion
and cvsts of corvix and slight laceration of right side;
hyperplastie nterns in normal position and mobility; ap-
pendages normal; right ovary prolapsed. Applied ab
dominal supporter, searified cervix, and preseribed tonie.

October 29, 1906. Headaches no better; backache het-
ter.  Sent her to oenlist, who preseribed glasses for eve
strain, thinking the presence of astigmatism the eanse of
the headache.

February 25, 1907. Headaches hetter.
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Angust 2, 1909. For tlie past two years has been suf-
fering more or less with the pain in the left side, which
is now much worse. Is weak and anemie; has indigestion
and constipation, and notices mueh mueuns and sometimes
blood in the stools. Has not worn the supporter for over
a year,

On examination the right kidney was found quite loose
in the abdomen, and also muech sensitiveness in left side
above the hip. The pelvie conditions were much the
same ag on the previous examination, excepting a more
hyperplastic condition of the nterns.  Operation advised,

September 27, 1909. Operation at Harper Hospital.
Nephroeolopexy; curettage; trachelorrhaphy. Convales-
cence good. In bed eighteen days. Abdominal sup-
porter applied on discharge from the hospital.

November 26. Bowels regular by the use of the oil.
[Fears dislodgment of kidneyv, as she has had a severe
bronchitis and coughed much and violently. Fixamina
tion showed the kidnev in good position, though the
lower pole could be palpated in the left lateral position.

January 10, 1910, TInereasing in weight.

Case 49,

A good example of a case of coloptosis without nephro-
ptosis, with the usual history of obscure symptoms and
nondiagnosis—later diagnosis by radiography. Opera-
tion and cure.

Female; aged 29; housemaid; single,

December 4, 1908,  Secks relief for pains in back, head,
hips, and abdomen, which she has had, gradnally inereas-
ing, for two vears; frequent attacks of palpitation, with
sudden awakening at night : constant constipation, requir
ing nse of laxatives and enemas; nervousness and tremor;
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irregular painful menstruation; leucorrhea for several
vears. Has had a small goiter since she matured, but
never had exophthalmng, and none now in evidence.
Heart normal, 82; temperature normal; urine normal.

Abdominal examination in both dorsal and lateral po-
sitions negative, excepting for sensitiveness to pressure
at MeBurney’s point and just below the navel.

Vaginal examination negative, excepting for a some-
what hyvperplastie, retroverted, and flexed uterus, which

Fig. 3. Case 49,

was freely mobile and easily replaced in the knee-chest
position.  Operation advised,

December 8, 1908, Operation at Harper Hospital.
Clurettage; Alexander’s operation. In bed fourteen days.
Good recovery. On discharge preseribed petrolatum oil
for the constipation.

February 26, 1909. Still somewhat constipated, and
needs the enema occasionally to assist the oil in ifs
action. Sleeps better, and has no palpitation. Uterns
in normal position.
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April 6, 1909, Heavy, bearing-down sensation in the
abdomen; constipation more troublesome.

June 5, 1909, Complains of a *“*dragging’’ in the ab-
domen. Uterus in good position.

September 17, 1909, Pain in back and aeross ab-
domen; very constipated; oil and enema often fail to
empty the bowel, showing that the fecal matter does not
reach the descending colon.

september 24, 1909, Radiograph (Fig. 63) shows the
cecum in the bottom of the pelvis and the transverse
colon greatly prolapsed, indicating a sharp angunlation ai
the splenie flexure. Operation advised.

October 2, 1909, Operation at Harper Hospital. Neph
rocolopexy. Good recovery. In bed eighteen days. Dis-
charged Oectober 20, 1909.  Abdominal supporter applied
and the use of the oil continued as before operation. On
discharge weighed one hundred and thirteen pounds.

November 30, 1909. Weighs one hundred and twenty-
one pounds. Bowels regular by the use of the oil alone,
Abdominal pain relieved.

February 5, 1910, TIs perfectly well; has gone hack to
work.

Case 50.

Case of gastrocoloptosis without nephroptosis. Symp-
toms of an obscure character. Diagnosis made by radio-
graph. Operation restores normal nutrition and regu-
lates colonic function.

Female; aged 56; single. Patient of Dr. K. T. Tappey.

Patient treated for about two vears for displacements
of uterns and ovaries, but since the menopause, at 50,
these conditions had not demanded much attention.

April 20, 1908. Seeks relief for insommia; loss of flesh
—forty pounds in three vears; progressively inereasing
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nervons irritability and depression; fears loss of mind
(and looks it). Face drawn and distressed; complexion
muddy; bowels very constipated and movements attended
with pain in the abdomen. Much pain in the left side
over the hip—especially at night when lying—and often
has severe cramps of the muscles of the thigh of this
side.

Repeated examinations in various positions showed
hoth kidneyvs to be normally placed and no other ab-

Fig. 65. Case &0,

dominal or pelvie trouble. Radiograph June 20, 1909, of
stomach, and June 21 of colon (Figs. 64, 65) showed a
castrocoloptosis of exaggerated type.

July 10, 1909,  Applied my abdominal band and pre-
seribed petrolatum oil.

September 16, 1909. Reports some improvement in
sleeping and howel movements; still has abdominal pain,
though less severe. Has gained three pounds since put-
ting on the supporter, and says it gives her greater en-
durance. Operation advised.
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October 15, 1909. Operation at Harper Hospital.
Nephrocolopexy. Recovery without incident. In bed
twenty-one days, and during the last fourteen days slept
well, had very little abdominal pain, and not any of the
musenlar cramps.  The usual daily enema of salt solution
caused the old severe pain in the rectum, but when pre-
ceded the night before by an enema of 4 ounces ol warm
olive oil (retained), the action of the bowels by the enema
of saline was natural and painless.

December 4, 1909. Has gained ten pounds since leav-
ing the hospital; gaining in strength, and sleeps well.
The bowels move nearly in a normal manner by the use
of the petrolatum oil, but about twice a week there seems
to be the same accumnlation—apparentlv above the sig-
moid—which is dislodged by the nse of an enema to
overflow of an alkaline starch solution (sod. bicarb. 3) to
0j). This acts very kindly on the irritable bowel, which
often seems to be the aetive etiologic factor in the in-
somnia of these cases, and in this instance it proves of
especial value, giving a good night after its use and leav-
ing the bowel guiescent and free from pain.

Case 51.

Female; aged 35; single; honsemaid.

October 14, 1909,  Seeks relief for severe dyspepsia;
catarrh of the bowel; great constipation; hackache; in-
S01Nia.

Had an operation, per vaginam, for uterine adhesions
by another surgeon six months ago. Operation was fol-
lowed by infeetion and she was in bed two months with
it. Heart normal, 80; temperature normal; urine normal.

Abdominal examination in the dorsal position was neg-
ative, but in the left lateral position the right kidney
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dropped entirely below the costal margin. Left kidney
in normal position and not palpable in either position.

Vaginal examination negative.

Operation advised.

November 9, 1909. Operation at Harper Hospital.
Nephrocolopexy. Recovery without ineident. In bed
eighteen days.  Abdominal supporter applied and petro-
latum oil prescribed on discharge from the hospital.

(‘ase not seen since discharged from the hospital.

Case 52.

Operation for coloptosis without nephroptosis. Dilata-
tion of cecum the cause of symptomatology simulating
that of appendicitis.

Female; aged 19; single; honsemaid. Ward patient at
Harper Hospital.

December 11, 1209. Referred to me by Dr. C. G. Jen-
nings. Was sent to the hospital three dayvs before by
an outside physician for treatment for an attack sup-
posedly of appendicitis. Patient said she had had three
previous attacks similar to this, the first ocenrring four
vears ago, which kept her in bed for five weeks; one two
yvears ago, and one six months afterward, the last two
each of about three weeks’ duration. Said she had chills
and fever with them, and is certain she is feeling the same
symptoms with this attack. Her record showed normal
pulse and temperature, and normal urine. A blood ex-
amination had been made, which reported no leuko-
evtosis, but a marked lymphocytosis. Has had severe
constipation for four vears, neeessitating the habitual use
of enemas and catharties. Menstruation irregular, and
of but fouwr howrs’ duration each month. ITas no history
of any pelvie trouble, and no loss of flesh. Complains of
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a stinging or smarting pain in the vight side of the ab-
domen, which she has had almost constantly sinee the
first attack of “‘appendicitiz” four vears ago. For the
last five dayvs has had severe pain in the same region, with
great sensitiveness.,  No nansea; bowels constipated.
Examination in both dorsal and lateral positions failed
to bring down either kidney, but great sensitiveness was
shown on palpation at MeBurney’s point, and below on
that side of the abdomen, which was dull on pereussion.

Fig. 66. Casze 5.

The slightest touch caused the patient to ery ont, but the
hoard-like feel of musenlar tension was absent, especially
when the patient’s attention was attracted away from the
point.

Vaginal examination was attempted, but failed because
of the complete filling of the lower pelvie cavity with
fecal matter. Petrolatum oil 538 twice daily, and a saline
enema morning and evening, were ordered, and the vagi-
nal examination deferred for three davs.

December 14, 1909. Vaginal examination was nega-
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tive, excepting that it showed the presence of an infantile
nterns.  Abdomimal exammation was azain made, when

the sensitiveness at MeBurney’s point was found to have

disappeared completely, and only a shightly sensitive
area, low 1 the inguinal region, was found. Radiograph
ordered.

December 15, 1909,  The radiograph

an unusual one,
showing the entire large intestine (Fig. 66)—revealed the
trouble. A moderate relaxation of the hepatocolie liga-
ment is shown, with descent of the cecum into the pelvis.
The cecum is seen to be much elongated and dilated,
which 1s the condition that has no doubt been eausing the
constant smarting pain, and when acutely distended, as a
result of impaction farther along in the large intestine,
cave rise to the acute symptoms which were thonght to be
cansed by appendicitis,

Operation of nephrocolopexy was advised, and the con-
dition explained to the patient, who insisted also on ab-
dominal section and the examination of the appendix.

December 18, 1909, Operation. Nephrocolopexy and
appendectomy. The nephrocolie ligament was long and
lax, as previously noted in similar cases. The appendix
was found easily, through a median ineision, to be en-
tirely normal, free from anv signs of irritation or de-
formity, and its lnmen pervious.  As it was of very large
size, being abont six inches in length, and thus a possible
menace to her future health, it was removed.

Recovery withont ineident.  Patient not seen sinee dis.
charge, January 10, 1910.

Case 53.

Complete nephrogastrocoloptosis in a male patient.
Male; aged 26; single; elerk.  Patient of Dr. C. G. Jen-
nings,  Had been treated by a well-known gastro-enter-
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ologist for two vears and was wearing an abdominal
band, which he reported had benefited him.

December 8, 1909, Seeks relief for nervousness; lack
of ability to concentrate his thoughts; a severe constipa-
tion, which he has had for several years. Says he has no
abdominal pain, sleeps well, and has not lost flesh. Body
of thin habit, well developed; chest broad and of good
capacity. Heart, temperature, and urine normal.

Abdominal examination in the dorsal position showed

Fig. 67. Case 53. Fig. 68. Case 53,

the right kidney entirely below the costal margin without
inspiratory effort, In the left lateral position the kidney
could be palpated under the navel. No abdominal sensi-
tiveness was found, excepting in the palpated dropped
kidney,

Radiographs of stomach and large intestine showed
extensive displacement of both organs and dilatation of
cecum and stomach.  (Figs, 67, 68.) The angulation of
the bowel at the splenic flexure is shown unusually well,
the descending colon passing down close behind the as-
cending portion of the transverse colon; the two light
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spots indicating collections of gas at either side of the
angulation. The showing would indicate complete re-
laxation of the hepatocolic ligament. Operation advised.

January 17, 1910. Operation at Harper Hospital.
Nephrocolopexy. Ideal recovery.

Case H4.

Nephrogastrocoloptosis, in which a gastro-enterostomy
was previously made because of duodenal occlusion.
Female; aged 42; married; no children.

November 9, 1909. Seeks relief for profound neuras-
thenia; headaches of a paroxvsmal, violent character;

melancholia; hysteria; Hatulence; dyspepsia; pain in left
hypochondrinm; constipation and mueus in stools.  Had
the operation of gastro-enterostomy made eight vears ago
for gastroptosis, with partial occlusion of the pylorus,
which was followed by some relief and gain in flesh, The
last two years, however, she reports a steady loss of flesh
and inerease of nervous symptoms. Weight, eighty-nine
pounds. Pulse slightly irregular, 100; heart normal;
temperature 98°; urine normal,
Abdominal examination in dorsa

position showed well-
formed thorax, thin and relaxed abdominal walls, sensi-
tiveness in right loin at McBurney’s point. In the left
lateral position the right kidneyv was bronght completely
helow the eostal margin on deep inspiration, and passed
back into the renal fossa when released.

Vaginal examination was negative.

November 17, 1909. Radiograph of the colon was made
(Iig. 69), showing complete relaxation of the hepatocolie
ligament and descent of the gut into the pelvis. The sen-
sitiveness noted, on examination, at the MeBurney point
18 shown by the radiograph to be located in the dropped
splenic flexure, or an angulation of the ascending eolon—
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the entire cecum and appendix being below this point in
the bottom of the pelvis.  With this position of the bowel,
a sharp angulation at the splenic flexure would be inevit-
able, and the constipation and muens stools explained.
Operation of nephrocolopexy advised.

January 25, 1910.  Operation at Harper Hospital. Re-
covery uneventful.

Fig. 89, Case o4,

February 22, 1910, Discharged from hospital, wearing
abdominal supporter and taking petrolatum oil.
March 30, 1910. Reports from Atlantie City she has
cained six pounds.
Case 55.

Frequent child-bearing causes characteristic symptoms
of nephrocoloptosis to remain in abeyance. Needle
wound of hilum of kidney causes temporary urinary
fistula.

Female; aged 36; married; seven children in twelve
vears; patient of Dr. B. R. Shurly.

Seeks relief for loss of flesh—one hundred and forty
pounds to one hundred and thirty pounds; frequent head-
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aches; backache; lencorrhea; weakness and nervous ex-
haustion. Bowel movements always regular. Heart,
temperature, and urine normal. Says all symptoms have
inereased gradually since the hirth of the last child, two
vears ago.

Fixamination in the dorsal position showed thorax
broad and flat; no abdominal tenderness; right kidney
found at the mavel without deep inspiratory effort;
left kidney not displaced. Vaginal examination showel
ruptured perineum of second degree; extensive hilateral
laceration of cervix; endometritis.  Operation advised.

February 11, 1910. Operation at Harper Hospital.
Right nephrocolopexy; perineorrhaphy; trachelorrhaphy;
curettage. Recovery uneventful until the twelfth day,
when pain and tension in the well-healed wound in the
loin was complained of. A small incision was made and
a drainage tube inserted, from which urine eseaped in
considerable quantity for ene month, when it gradually
ceased, and the tube was removed.

April 7, 1910. Wound healed, and kidney in good
position.

This aceident was undoubtedly ecaused by a needle
wonnd of the renal pelvis, which, with a very mobile kid
nev turned sidewavs to the wound, wounld bring it close
enough to be punctured by a deep needle insertion. The
occeurrence should warn the operator against the nunneces-
sarily deep insertion of sutures in this operation.

Case 56.

Appendectomy advised by several physicians because
of pain at McBurney's point, caused by distention of the
cecum and ascending colon—a characteristic symptom of
coloptosis.

Female; aged 27 single; honsemaid. Seeks relief for
loss of flesh-—one hundred and thirty pounds to one hun-
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dred and thirteen pounds; pain in right side of abdomen,
which iz intensified by walking or standing. Heart, tem-
perature, and urine normal,

Examination in the dorsal position showed sensitive
ness at MeBurney’s point, but nothing more.  In the left
lateral position, deep respivatory effort bronght the right
kidney down very low i the abdomen, where it could he
moved about at will. The left kidnev could not be
brought down. Vaginal examination negative. Opera
tion of nephrocolopexy advised.,

February 12, 1910.  Operation at Providence Hospital,
Recovery uneventful.



Suture mate-

Marr'd - .
Chil- : ; Date of Additional rial used in
No. Sex Age si:?éla dren Diagnosis operation operations nephto-
eolopexy
1| F |26 M 1 |[Right mephrocoloptosis: |Jan. 5, 1906 Alexander's opera- 20-day catgut
retroversio uteri; lacer- tion; trachelorrha-
ated cervix Fh:l-'
2| B |28 2 0 Right nephrocoloptosis; Jan. 13, 1906 Dilatation cervix Harme
cervical stenosis
B F |27 M 1 [Right nephrocoloptosiz;  Feh, 15, 1906 |Perineorrhaphy ; Same
ruptured perineum; Whitehead's opera-
hemorrioids tion
4| F |34 8 0 [Right nephrocoloptosis  March 10, 1908 None Zame
5 F |28 Fad 0 |[Same March 12, 1906 None Sarme
g F 20 = 0 Same . Mareh 17, 1906 | None Harme
Ll I M 1 Rieght nephrocoloptosis;  June 2, 1906  Inecision; dilatation |[Same
cicatricial stenosis os 05 uleri
uteri : {
8 F 54 M 10 REight nephrocoloptosis;  Tune G, 1906 |Perineorrhaphy same
varices; rupt ured peri- trachelorrhaphy;
neum; lacerated cer- curettage: abla-
vix tion of varices
F | 27 ] Right nephrocoloptogis; July 6, 1906 |Curettage Hame
endometritis g
0! ¥ 20 M Right nephrocoloptosis;  Zept, 10, 1006  Exploratory abdomi- Same
adhesions ; nal section
11| F 19 = 0 Coloptosis (without Hept. 28, 1906 Cureftage; extirpa- [Same
nephroptosiz); uterine tion of polyp
polyp
12| T 42 M 0 Right nephrocolopiosis — Oet., 5, 1906 None Same
13| F |32 M 3 Right nephrocoloptosis;  Oct. 18, 1906 Trachelorrhaphy: cu- Same
lacerated cervix; rettage
endometritis .
14 F 40 M 1 Right nephrocoloptosis;  Oct. 20, 1906 Curettage 20-day caigut
endomelritis silkworm
gut in skin
15 F | 42 5 0 | Right nephrocoloplosis:  April 3, 1907 Abdominal section;  20-day eatgut;
uterine myoma; adher- My ormeciomy ; ap- silver wire:
ent appendix: retro- pendectomy : Alex- silkworm
yersion . ander’s operation gut in skin
16 F 41 M 1 Right nephrocoloptosis: April 16, 1907  Abdominal section:  Same
uterine myoma: hydro- myomectomy ; sal-
salpiny: appendicitis pingo-oiphorec-
tomy: ap :]1:!!1[!1*.1.'-
fomy
i7| T &6 M Right nephrocoloptosis;  (May 14, 1807 Abdominal section: |Same
cholelithiasis cholecystostomy
13| F | 26 M 0 Right nephrocoloptosis  AMay 18, 1907 None samea
18 F 41 8 0 Right nephrocoloptoziz; AMay 29, 1907 Abdominal section; SHama
endometritis; uterine myamectomy ;
myomsa curetiage
| F | 28 Right nephrocoloptosis;  |[May 20, 1007 Curettapge =ame
endometritis 3 5
2L | F | 31 I Right nephrocoloptosis; June 21, 1907 Abdominal section; Same
hematocystic ovaries hilateral odphorec-
: tomy; curetiage
g2 | T | 36 M 1 Right nephrocoloptosis; June 24, 1907 Trachelorrhaphy; same
lacerated cervix; rup- perineasrrhaphy
tured perineum
232 | F | 23 2 0 Right nephrocoloptosis; June 29, 1907 Alexander's operi- =ame
retroversion; endome- tion; curettage
tritis
24 | F | 30 AL Right nephrocoloptosis;  July 3, 1907 Curettage Eama
endometritis i
25 | F 20 3 Right nephrocoloptosis;  |(Bept. 20, 1807 Alexander's opera-  Sama
retroversion; endome- tion; curettage
tritis
o286 | F | 41 M 4 Right nephrocoloptosis  [Sept. 23, 1907 None Same

1 Child born since operation; organs remain in notmal j‘m::itinn_
2 Fall after operation caused partial displacement of kidney; did not prevent good results.
& Last report states “occasional constipation.”
4 Failure to improve symptoms due (o neurotic tendency.
s First case of operation on case of coloptosiz without nephroptoesis: severe constipation eured,
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Which the Operation of Nephrocolopexy was Performed.
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26

Bed
Lconvales-
cance

Afebrile

Bame

sanme

[=eptic
Afebrile
Hame
Same

Blow:

| good as

| toneph-
TOGO-
lopexy

|Afebrile

Same

S e

Saane

Same

Good ex-
cept for
urinary
fistula

Good ex-
cept
plenrisy

10th day

ool
after
10T
day

Afebrile

Slow due
to phle-
bitis in
left leg

Afebrile

same

Same

Slows:
good as
to nepli-
OG-

lopexy
Afebrile

=ame

Same

Septle

Late
convales-
Cenee

Good

Same
Inter-
rupted.
by accl-
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Not good
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=anne
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ing to
nalE

Cepoid

Same

Slow

Samne

Ciod

Slow

oo

Same
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=ame

Same

Same

=ame

same

=ame

slow

Position of kidney

Normal: not palpable

sarme

Two-thirds palpable
below costal mar-
£in

Reported prolapsed

Normal; not palpable

Sine

Lower pole barely
palpable below

 costal margin
Samae

Normal; not palpable

=Ime

Wasz not displaced

Normal

Lower pole barely
palpable below ribs

Normal; not palpable
Same

=ame

=arne

=T

Lower pole barely
I)ul[mhlc in left
ateral position

Normal; not palpable

Same

2ame

Lower pole barely
palpable

Normal; not palpable

Lowear pola barely

palpable

Normal; not palpable

Defecation

Normal
20
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Not known
Normal

Sa e
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=ame

=armne

A

S

Nearly normal

Normal

=arme

Normal: uses

oil occasion-

ally

Same

Normal

=ane

=ame

=

S e

Same

Same

Sarme
Same

Same

RESULTS

Weight
Increaszed

Increased

10 pounds
Inereased

21 pounds

Not known

=light Increase

MO Teport
Increasaed
15 pounds

Inereased
10 pounds

Inereased
12 pounds
No increase

Increaszed
15 pounds

Increased
22 pounds

Slight increasse

Increased
20 pounds

Inereased
10 pounds

Tnereasad
18 pounds

Ineraased

20 pounds
[ncreased

B pounds

Increased
26 pounds

Increased
15 pounids
Increased

considerably

No report

No report

Increazed

18 pounds
Increased

15 pounds

Increased
35 pounds

Nervous
symptoms

Much im-
proved
Same

Sarme

Nof known

Improved

=

Much im-
proved

Improved

Much im-
proved
No improve-
nent
Much 1m-

proved
Samme

Slightly hm-
proved

Muech im-
proved

=ane

Halne

same
=T
=ame

Same

Hanmne

Mueh jm-
proved

Improved

Much {m-
proved
Zame

SaL e

f Had chronic diarrhea; now reports she has to use an occasional enema,
7 Very neurotic and of a uric acid diathesis. -
8 Urinary fistula oceurred in wound; entirely healed im three months.
9 Wound healed perfectly ; phlebitiz only in left leg.
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pain in
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Entirely dis-
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=i
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S e
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Same

Same
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Summary of the Foregoing Reports of Cases, on All of
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Diagnosis

Right nephrocoloptosis;
retroversion; endome-
tritis

Right nephrocoloptosis:

Right nephrocoloptosis:
ruptured  perineim;
relroversion

Right nephrocoloptosis;
left cystic ovary

Right nephrocoloptosis:
rupiured  perinenm;
endometritis

Right nephrocolopt osis

Hight nephrocoloptosis;
retroversion :
Right nephrocoloptosis;
ruptured  perinenm;
lacerated cervix; en-
dometritis !

Right nephrocoloptosis;
rupiured  perineums
uterine polyp

Right nephirocoloptosis;
retroversion; endome-
tritis

Right nephirocoloptosis;
ruptured  perineum;
emndometritis :

Right nephrocoloptosis

Right nephrocoloptosis;
retroversion :
ftight mephrocoloptosis;
endometritis p
Right nephrocolopiosis;

refroversion; endome-
tritis
Coloptosis {without
nephiroptosis)
Coloptosis  (without
nephroptosis) ;. cystic
ovaries

Right nephrocoloptosis
Right nephrogastrocolo-
plosiz; endometritis

Right neplhirogastrocolo-
ptosiz; ruptured peri.
newum; refroversn

Right nephrocolopiosis;
lacerated cervix; en-
dometritis

Right nephrocoloptosis

Coloptosis  (without
nephroplosis)

Gastrocoloptosis (withe.
o1t nephroptosish

Right nephrocoloptosis

Coloptosis {withont
nephroptosiz)

Right nephrozastrocolo-
ptosiz

Rizht nephrocoloptosiz

Right nephrocoloptosis;
ruptured perineum;
lacerated cervix; en-
dometritis

Right nephrocoloptosis

10 Bleeps very much better,

11 The last ease in which the external cutaneous suture was used.

Date of
operation
ot 12, 1907
Dec, 31, 1907
April 17, 1908
April 28, 1908
May 28, 1908
July 7. 1908
Sept. 30, 1908
Mov., 3, 19038
Nov., 11, 1D08
Mov. 28, 1005
March 4, 1909
April 13, 1209
June 12, 1909
June 23, 1909
June 29, 1909
July 1, 1909
July 15, 1909
Sept. 15, 1909
Sept. 15, 1909
Sept. 25, 1909
=ept, 27, 1002
2ept. 24, 1909
Ot 2, 1909
Cet. 15, 1909
Mov. 90,1900
Dec, 15, 1904
Jan. 17, 1910
Jan. 25, 1910
Feb. 11,1910
Feb, 12, 1910

2146

Additional
operations

Alexander's opera-
tion; curettage

None

Perineorrhaphy ;
Alexander’'s opera-
fion

Abdominal section;
left osphorectomy

Perineorrhaphy;
curetiage

None

Alexander’s opera-
tion

Perinecrrhaphy ;
trachelorrhaphy;
curettage

Perineorrhaphy ;
excision of polyvp

Alexander’s opera-
Liom; curetlage

Perineorrhaphy ;
curetiage

Dilatation cervix
Alexander’s operation
Curettage

Alexander's opera-
tion; curellage

Mie

Abdominal seciion;
Bilaterial salpingo-
piiphoreciomy

Mone

Curettage

Perineorrhaphy ;
Alexander’s opera-
tion

Trachelorrhaphy ;
cureltage

None

None

None

None :

Abdominal section:;
appendectomy

None

None

Perineor r]ia;]ﬂt:l-' H
trachelorrhaphy ;
cureliage

None

Suture mate-

rial used in
nephro-
colopexy

20-day catzut;
silver wire;
silkworm
gut in skin

Same

Sarmne

e

Halne

b R 10

Same
Saane

Hame

20-day catgnt;
silvier wire;
Iruaried sub-
culaneois
calgut

=aine

Same

Same

|=ame

Same

= e

HOine

=aine
=aimne

samne

SR

=alng
same
Hame

same
=ame

=alne

Same
Same

Hame
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Bed Late
No. convales- convales-
cence e

a7 Beptic [Blow

i
28 Afebrile Ciood
29 =Hame =aime
30 Same S
Gf =anmne Same
a2 =ame S
43 Same =ame
34 [Same Slow
35 Septlec Same
36 Afebrile Good
37 [HBame =arme
J8 Same =ame
30 [Same same
40 Same =ame
41 [Same =ame
42 Samae =ame
43 Febrile Slow

due to

hilateral

phlebi-

tis
44 Afebrile Good
45 Same Hame
46 =ame =
47 Hame S
45 Same Same
49 Hame same
a0 Bame =ame
Sl =ame =ame
52 Same =
33 Eame R
54 Bame Same
55 =ame Slow
56 Same Crood

Position of kidney

Normal; not palpable

No report

Lower pole barely
palpable

Normal; not palpabile

Bame

Entire kidney palpa-
bile, bt not mova-
bl

Normal: not palpable

=anme

=alme

Lower pols palpable

Normal: not palpable

H2ame
s=ame
HEame

=ame

Not displaced

Normal: not palpabile

same

Same

Bame
Lower pole palpable

Normal; not palpable
Not dizplaced
Same

No report
Not displaced

Normal: not palpable
=ame

Lower pole palpable

Normal: not palpable

Defecation

MNormal

No report

Normal

EATTIE

Saime

bt BT

=armne

Sa e

ST

=aine

EaTe

b B 111
same
=ame

same

Hame

=ame

H=ame

Improving by
use of ol
and enema

occasionally

Normal

=ATne

=ATne
Sarme
Improving

No report
Same
Improving by
use of oil
Normal

=

Same

12 Wounds healed perfectly by first intention.
13 Appendix not diseased, but removed because of its great size,

4 i

RESULTS

Weizht

Increased
25 pounds

No report
Inereased
15 pounds

Increased
25 pounils
Increased

Inereased
4 potinds

Increased

Inereased
13 pounds

Increaszed
13 pounds

Increased
10 povands

Increased
42 pounds

Increased

14 pounds
Much in-

crogsed
Increased

14 pounids
Increased

21 pounds

Increased
10 pounds
Increasing

Increased

5 pounds
Increased

6 pounds

Inereased
10 pounds

Increasing

Increased

15 pounds
Ineregsed

8 potinds
Inereased

10 ponands
No report
=T

Gaining rap-
idlx
Increazed 6
_ pounds
NO Inerease

Increased 2
pounds

Nervols
sympioms

Much im-
proved

Tmproved

Muech im-
prove:d

=T

Little k-
provems

Timproved

=armne
Much im-
proved

Iiproving

Much fm-
proved

Sarmne

=aame
=arme
=aame

Same

SEIme

Improving

e

Same

Mueh im-
proved

Improving

=arne
=arme
=arme

No report
SaLEneE

Improving
Same

Mo report

[mproving

Abdominal
pain

Entirely
relieved

Mo report

Entirely re-
lieved

=ame

Sane

Bl =ome in
both sides,
bt less
soverne 10

Believed

Tmproving

=anme 1l

Entirely re-
lieved

Hame

e
Same
Same

Same

=ame

Improving12

Hame

=ame

Entiraly re-
lieverd

=ame

S
bR HNLL]
[mproving

No report
SamelF

Lelieved
Improving

No report

Improving
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Analysis of the Summary of Reports of Cases.

Number of cases of operation of nephrocolopexy since Jan-

s b e T A e S o e P ey o O T . b6
Cases in which additional operations were made.......... R
Mortality, i s s i e e e e e e None

RESULTS.
Position of the Kidney:
Normal (not palpable in any position)............... a6
Slightly movable (only lower pole palpable in any po-
BIEL D) e el S e TR e e, e O RS K 10

Loogely fixed {not foating). ..o 2

Entire failure of fixation (failure due to sepsis)...... 1

Cases of coloptosis (in which the Kidney was not dis-

L e L e F TR i b

Mot meported - in i S s e s e e e 1

Regulation of the movements of the bowels:
Normal (without medication, excepting the nse of pet-

T T A T o e B e e b L B
Ty o, e oy i o
Dt LT R e e ey o

Effect on nutrition as shown by body weight:
Increase of from two to thirty-five pounds. ........... oA
Increase (gmount not stated)......... .. .. viiiinis b

No increase 2

LB L T HF i e e e s 8
Effect on the nervous system:

Much improved .... e e Pl e e e e |

Slightly improved a|1r1 Il]l[rlll". ) 1 e S LR R R 20

Hobadmproned s sn s s e e i e e S 1

D R O T DRI e e e o e |
Effect on abdominal pain:

Entirely relieved ..... T e e R e e P S

Partially relieved and IIH[IHHIH" ..................... 16

L] P b L e o e P e i !

The most notable and significant immediate hetter-
ments are improved nutrition, as shown by inerease of
bhody weighli—which, in some cases, is very rapid—and
relief from eolonie eatarrh, constipation, and the general
svmptoms of eolonie irritability, as shown by the regula-
tion of the natural movements of the bowels.

Just what is accomplished hy the fixation of the howel
that leads to the remarkable improvement in the action
of the colon has been an interesting study. Until post-
operative radiographs were made the anthor attributed
the improvements entirely to the elevation of the cecum
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and ascending colon, but, as the radiographs—even m the
best eases of recovery—indicate too little change in this
respect to be eounted on as the only positive factor, he
has come to the conclusion that the improvement is
largely due to the immobilization of the gut, caused by
the fixation, which acts as a substitute for the relaxed and
deficient or absent hepatocolie ligament. The reverse
peristalsis, alternating with the forward peristalsis, pro-
ducing the churning action of this part of the colon, 1s
probably facilitated by the fixation, as wel
of the contents of the bowel over the hepatic flexure,
The benefit to nutrition 1s attributed to the removal of
the traction on the dunodennm as well as to the resunmption

as the passage

of the normal action of the cecnm.  The nenrasthenia dis
appears more slowly, but does so surely as the nutrition
continues to 1mprove,

The operation, as performed by the anthor, is quite a
simple procedure when once the technice is mastered, and,
as is seen by the foregoing report, is practically free from
danger to life. It being made with a minimum dissec-
tion and mutilation of the parts consistent with the object
to he attained (the fixation of the nephrocolic ligament),
the shock is comparatively nil, and the pain following
not of a severe character and of but a few hours’ dura
tion. Its nsefulness in restoring the normal colonie fune-
tion in cases of nephrocoloptosis led the author to em-
ploy it also in the cases above reported of coloptosis only.
While they are of a very limited number on which to base
any conclusive deductions, the beneficial results have
been so immediate and positive that the ontlook for its
usefulness in cases of ecolonic ptosis attended with
catarrh, constipation, or diarrhea wonld seem very good,
and warrant its farther application in all such cases as a
safe and efficient remedy.
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Cases Not Yet Come to Operation.

The following report of cases which have not vet come
to operation 1s given for the purpose of illustrating valu-
able points relating to the text, and especially to show the
diagnostie possibilities of the radiograph, its value being
strikingly illnstrated i some of the eases of ohseure
svinptomatology.

Case A.

Enormous dilatation of cecum and transverse colon,
with complete nephrocoloptosis.

Female; aged 25; married one vear; never pregnant.
Patient of Dr. C. G. Jennings,

October 15, 1808, Seeks relief for nenrasthenia; pro
aressive loss of flesh—fifteen pounds in a vear; lack of
endurance; flatulence; dvspepsia; backache; lencorrhea;
menorrhagia.  The mother of this patient had a floating
kidney all of her adult life, but otherwise the family his-
tory was good. Figure good and thorax not of the bar-
rel-shape type. Heart normal; pulse, 100; temperature,
98" ; urine normal.

Abdominal examination in the dorsal decubitus showed
thin abdominal walls; sensitiveness at MeBurney’s point
and in the right inguinal region; on deep inspiratory
effort the right kidney was brought entirely below the
costal margin.  In the left lateral position the kidney
dropped below the navel. The left kidney could not he
palpated in any position.

Vaginal examination showed vagina and ceervix normal,
nterine body larger than normal, and continnons with i
on the right side a very sensitive tumor, which apparently
consisted of the fallopian tube and ovary of that side in a
condition of acute congestion. The pelvie condition was
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treated by local antiphlogisties and disappeared enfirely
in about six weeks.

November 23, 1908, A radiograph showed very ex-
tensive coloptosis (Fig. 70) and dilatation of the cecum
and first half of the transverse colon. The abdominal

Fig., 70. Case A

supporter was then apphed and the operation of nephro-
colopexy advised. Considerable relief followed the use
of the supporter—so mueh =o that the patient still defers
the operation.

Case B.

Complete nephrocoloptosis.

Female; aged 32; single; teacher. Patient of Dr. P. M.
Hickey.

January 23, 1909,  Seeks relief for pain in left side of
abdomen; flatulence; severe constipation (for five vears):
progressive emaciation and debility; enlarged lyvmphatic
glands in the neck were present, which were suspected to
be tuberculous. IHeart normal; temperature normal;
pulse, S0: urine normal. Thorax narrow and barrel-

shaped.
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Abdominal examination i dorsal position showed tym-
panitic fullness and sensitiveness in left side; sensitive-
ness at and below MeBurney’s point; the right kidney
Iving loose near the navel, and could be replaced manu-
allv up into the renal fossa. The left kidney could not
he palpated in any position.

January 25, 1909, A rvadiograph of the large intestine
(Fig. 71) showed the result of complete relaxation of the
hepatocolic ligament in the descent of the cecum and

Fig. 71. Case B,

transverse colon into the pelvis as far as gravity and the
firmly attached splenocolic ligament would permit. The
radiograph also shows dilatation of the cecum, and illus-
trates well the position of the dropped transverse colon,
with its sag to the left, ascending left half, and conse-
quent formation of an acute angle at its junetion with the
descending colon to canse the sharp obstruetive angula-
tion at the splenic flexure. The latter condition explains
the cause of the tympanites and pain complained of in
the left side of the abdomen, which is a characteristic
svinptom in cases of complete colonic ptosis.
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Operation of nephrocolopexy was advised, and arrange-
ments made for the operation, but the date deferred from
time to time becanse of slight activity manifested in the
cervical lymphatic glands, and at last given up because
of the development of pulmonary tuberculosis.

Case C.

Right nephrocoloptosis. Enormous cecum. Notable as
showing no descent of hepatic flexure.

Female; aged 26; married; no children. Referred to
me by Dr. L. Breisacher.

Fig. 2. Case .

January 25, 1909. Seeks relief for excessive nervons-
ness; emaciation; headaches; nausea; frequent attacks
of itehing over the entire body; constipated bowels; gen-
eral debility. Can walk but little, and spends much of
her time on the couch. Heart, temperature, and urine
normal.

Examination in the dorsal position showed a narrow,
barrel-shaped thorax, with rather full abdomen and poor
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muscular development; sensitiveness over MeBurney’s
point was marked, and a lesser sensitive point found deep
in the pelvis on the left side. Neither kidney could be
palpated in that position. In the left lateral position the
right kidney was forced below the costal margin by the
inspiratory effort, and was freely movable in the region
of the navel. The left kidney could not be palpated in
either position.

Vaginal examination was negative.

June 29, 1909. A radiograph (Fig. 72) showed an
enormonsly distended and elongated cecum and a
dropped transverse colon, producing the characteristie
splenie acute angle,  This radiograph differs from all the
others here shown in that there is little, if any, dropping
of the hepatie flexure indicated, and is the only case of
coloptosis which I have ever met with that did not have
this feature. It seems to be a case similar to those de-
seribed by Lane, in which he advises complete extirpa-
tion of the colon.

The operation of nephrocolopexy was advised.

Case D.

Severe paroxysmal headaches caused by complete
nephrocoloptosis.

Female; aged 30; married; two children. Patient of
. Belanger.,

January 26, 1909, Seeks relief for almost constant
headache, which at times becomes agonizing, especially
cansed by unusual muscnlar effort or mental disturbance;
constant pain in the lower part of the abdomen: severe
morning headache; mueh muens in stools, which are regu-
lar, but often loose, and attended with pain in the abdo
men; pain in the abdomen also caused by the act of mie-
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turition, which is not frequent nor produective of ureteral
or vesical pain; progressive loss of flesh.  Heart normal;
pulse, 75; temperature, 98°. Urine—specific gravity,
1,008; alkaline; turbid with urates.

Abdominal examination in dorsal decubitus showed a
narrow lower thorax; flat, flaceid abdomen, sensitive
across the entire lower half; otherwise negative, even the
inspiratory effort failing to dislodge either kidney. In
the left lateral decubitus, deep inspiration forced the

Fig. 73. Case D.

right kidney quickly and entively below the costal margin,
where it remained until replaced mannally., The left kid-
ney could not be palpated in any position.

Vaginal examination negative, excepting showing
cervical endometritis,

At the conclusion of the examination the patient was
seized with one of the characteristic paroxvsms of pain
in the head of which she had spoken, and was completely
prostrated by it for half an hour, holding the head firmly
in both hands and pressing the forehead against the
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couch while kneeling on the floor. She did not ery out,
but moaned, and seemed in great agony.

January 28, 1909. A radiograph (Fig. 73) showed
complete colonie ptosis, with ocelusion at the splenie flex-
ure and dilatation of the entire guf, the condition explain-
ing the cause of the constant pain in the lower abdomen.

Nephrocolopexy was advised, but the patient did not
return, and the farther history of this interesting case is
unknown to me.

Case E,

Cecal distention mistaken for appendicitis for several
years.

'emale; aged 50; married; never pregnant.

First treated this patient in 1893, when she gave a his-
tory of an old tubal infection, and was then having en-
dometritis, and occasional attacks of pain in the right
side of the abdomen, the latter thought to be caused by
appendiceal irritation of some kind. The anthor treated
her for these attacks, which were never attended with
rise of temperature or acceleration of pulse, for ten vears
following, during which time appendectomy was pro-
posed several times and refused. Iach attack was sup-
posed to be fraunght with danger of a genuine appendi-
citis, and the patient was advised to have the appendix
removed between attacks. With my present knowledge
of the symptomatology of colonie ptosis and the diagnos-
tie technice as applied to nephroptosis, this patient wonld
not have passed all of these vears, having attacks of pain
at the McBurney point, without the discovery of the fact
that the appendix was far from this supposed area of
its location, and that the sensitive spot was really in the
distended ascending colon and ceeum, or possibly in the
angulation caused by the dropping of the hepatie flexure.
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This case is a good illustration of many similar ones
having supposed mild attacks of appendicitis, operated
on as such, and perfeetly normal appendices removed.
The patient was lost sight of for a number of vears,
and returned January 27, 1909, complaining of the same
old pain in the side, and giving a historyv of having had
gastric irritability and nausea for several months.
Abdominal examination in the left lateral position,

Fig. 74. Case H.

with inspiratory effort, brought the right kidney well
down into the abdomen. The left kidney could not be
dislodged in any position.

January 29, 1909. A radiograph (Fig. 74) showed a
nearly complete coloptosis, and located the position of
the appendix much nearer the uterns than at MeBurney’s
point.

Operation was advised, but has not yvet been decided on
by the patient,
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Case F.

Great dilatation of cecum and transverse colon, the
latter at the splenic flexure.

Female: azed 37: married:; mother of four children.

February 13, 1909, Seeks relief for a burning sensa-
tion over the entire abdomen; guite constant pain in the
left side above the hip; dryvness of the month; alternating
constipation and diarrhea; loss of flesh and strength.
Heart, temperature, and urine normal.

Fig. 75. Case F.

Abdominal examination in the dorsal position showed
a broad, roomy lower thorax; thin, flat abdomen; sensi-
tiveness over MeDBurney’s point.  Neither kidney pal-
pable,

In the left lateral position the right kidney was brought
down entirelv below the costal margin by inspiratory
effort. The left kidney could not be dislodged.

Vaginal examination was nezative.

February 15, 1909, A radiograph (Fig. 75) showed a
completely dropped colon; dilated cecum, with its lower
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end lying in the hottom of the pelvis, indicating the po-
sition of the appendix at this point; dilated transverse
colon at its partial occlusion at the splenie flexure. The
angulation at the splenic flexure is doubtless the cause of
the pain above the hip, and the burning sensation across
the abdomen results from the process of dilatation which
the eut is constantly undergoing because of its inability
to foree its contents normally over this angulation.

Operation advised.

Case G.

A life sacrificed to a wreng diagnosis.

Female: aged 36: married; no children; factory hand.

April 21, 1909, Seeks velief for pain in the left side
of the abdomen above the hips; constipation; weakness
and continned loss of flesh-—one hundred and thirty-six
pounds to one hundred and twelve pounds in three years.
[ very nervous and can work but about half the time,
and often has to leave her work beeause of exhaustion
and pain in the side. IHas large frame, broad chest and
abdomen. Heart and temperature normal; urine high
specific gravity and full of urates,

Abdominal examination in the dorsal position showed
sensitive areas in the left epigastrium and right lnmbar
regions.  Neither kidney could be forced helow the costal
margin by deep inspiration while in this position, but in
the left lateral position the inspiratory effort bronght the
right kidney entirely helow, where it could be felt Iving
loose, and in the right lateral position the left kidney was
brought partly bhelow the costal margin in a similar
manier,

Vaginal examination showed a mobile retroversion of
the third deeree, which was easily replaced; normal
adnexa.
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April 24, 1909. A radiograph (Fig. 76) showed the
complete ptosis of the bowel.
Operation of bilateral nephrocolopexy and Alexander’s

Fig. T6. Case G,

operation advised, and hospital arrangements made, but
the patient sought other advice, and died of pneumonia
following an abdominal section three weeks later.

Case H.

Complete gastrocoloptosis, with moderate nephroptosis.

Female; aged 29; married; mother of three children.

June 25, 1909. Seeks relief for neurasthenia; progres-
sive emaciation; pain in the abdomen and ‘‘bearing
down;’’ constipation; backache; dyspepsia; nausea. DBe-
sides bearing her children, during the last seven years
she has had a stormy operative career—appendectomy at
one time, curettage and perineorrhaphy at another, and
an abdominal section for adhesions at last. A tubal in-
fection a year ago still further eomplicated the pathology.
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Has had a daily rise of temperature of from one-half to
two degrees during the last three vears. Heart normal;
pulse, 110; temperature, 99.27; urine normal.

Abdominal examination in the dorsal position showed
a roomy, broad thorax; sensitiveness over the whole ab-
domen, but especially at McBurney’s point, and in the
median line below the navel. Neither kidney palpable
in this position. In the left lateral position the right kid-

T7. Case H. Fig. 18. Case H.

ney became entirely palpable below the costal margin,
being dislodged by inspiratory effort. The left kidney
could not be brought down.

Vaginal examination showed a lacerated cervix;
normal uterus; shightly enlarged and adherent right fal-
lopian tube.

January 29, 1909. Radiographs of stomach and eolon
(Figs. 77, 78) showed extensive displacement in both in-
stances. A more complete prolapse of the hepatie flex-
ure, as a result of relaxation of the hepatocolie ligament,

1s rarely seen. The appendix, if one were present, would
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be Iving in the median line, against the uterus or bladder.
What value would the usual diagnostic sign of pain and
tenderness at MeBurnev’s point have in a case of this
kind if attacked with appendicitis?  On the other hand,
how misleading is this sign when applied to these cases,
almost all of which have both pain and sensitiveness in
this region, caused by the distended cecal end of the gut.
Note the distention in this case of the hepatic flexure,
which lies at and below MeBurney's point.

An abdominal supporter was applied, but it caused
nausea each time that 1t was worn for more than an hour,
so that its nse was discontinued after a number of per-
sistent trials.  Adhesions are doubtless present, as a re-
sult of the tubal inflammation, and the stomach and colon
probably bound fast in their present positions by adher-
ent omentum.

The operations considered necessary in this case are
trachelorrhaphy, curettage, abdominal section, with the
removal of the utering appendages and breaking up of
adhesions, and nephrocolopexy,  The patient is now con-

sidering such a proposition.

Case I,

Enormously dilated cecum and complete gastrocolo-
ptosis without nephroptosis.

Female; aged 33; married; mother of two children.
Patient of Dr. C. (i, Jennings.

February, 1906. I restored a completely retroverted
uterns by the Alexander operation, and at the same time
performed trachelorrhaphy and perineorrhaphy. Sinece
that time her second child was born, the nterus and re-
paired parts remaining intact thereafter.

July 12, 1909, The patient returned, complaining of
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frequent headaches and bilions attacks, and soreness in
the right side of the abdomen; nenrasthenia; dyspepsia,
and loss of flesh.

Abdominal examination in bhoth dorsal and lateral po-
sitions failed to dislodge either kidney, but, the syvmp-
toms being characteristic of colonic or gastrie ptosis, a
radiograph was ordered taken.

January 14, 1909,  Radiocgraphs of stomach and colon
(Figs, 79, 80) showed extensive gastrocoloptosis, and in-

Fig.- 79. Case L. Fig. 80. Case L

dicated clearly the cause of the symptomatology. IHere
was a case having a weak or relaxed hepatocolie liga-
ment, allowing the hepatic flexure to drop to a peint be-
low the level of the navel, and having a long nephrocolic
ligament, which prevented the nsual renal displacements.
The cecum is seen to be mueh enlarged, its distention be-
ing doubtless the canse of the pain in this side of the
abdomen. The ececal distention is the natural sequence
following the angulation at both the hepatie and splenie
flexures, more especialiy of the latter, which 1= always
the most acute, and, being firmly fixed in its position, the
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backing up of fecal contents iz unsunally from this
point.,

Operation of nephrocolopexy was advised, but has been
deferred.

ase J.

Extensive coloptosis without nephroptosis, causing
malnutrition and emaciation.

Female; aged 30; single. Patient of Dr. C. (i, Jennings,

July 30, 1909. Seeks relief for gradually inereasing
debility, nenrasthenia, anemia, and loss of flesh. Has lost

Fig. 81. Caze J.

thirty pounds. Weighed one hundred and forty-five
pounds at twenty vears of age and now weighs one hun-
dred and fifteen pounds. Sleeps well on either side, and
complains of no indigestion or flatulence, and bowels are
regular. Menstroal periods are regular, and no symp-
toms of pelvie disease. Good figure and broad lower
thorax. Heart, temperature, and urine normal.
Abdominal examination in both positions was negative,
excepting for sensitiveness at MeBurney’s point.
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August 2, 1909. Radiographs of stomach and eolon
(Figs. 81, 82) showed dilatation of the stomach and ex-
tensive ptosis of the colon. The relaxation of the hepato-
colic ligament is apparently complete, allowing the cecal
end of the bowel to deseend into the bottom of the pelvis.
A long nephrocolic ligament would, no doubt, be found
in this case to account for the kidney remaining in place.

Operation was advised, but, as the patient was just
starting for a foreign trip, she was fitted with an ab-
dominal supporter and the operation deferred.

February 2, 1910. Reports much relief of all symp-
toms, and is still wearing the supporter. Nutrition about
the same,

Case K.

Nephrocoloptosis in its incipiency in a young patient,
pregnant three months.

F'emale; aged 25; married; never before pregnant.
atient of Dr. H. . Shaver, of Bovne City, Mich.

October 18, 1909. Secks relief for frequent attacks of
pain across the abdomen, which is worse on the left side,
above the hip, where it commences, and afterward ex-
tends downward to the bladder; alternate severe consti-
pation and diarrhea; frequent mieturition, hoth night and
day; inability to sleep, excepting on the right side (says
anyv other position canses a choking sensation); much
Aatulence; loss of weight—from one hundred and twenty-
two to one hundred and twelve pounds. Says these.man-
ifestations have come on gradually during the last two
vears, and are all increasing in severity and persistence.
Menstruation alwavs very irregnlar and infrequent, and
frequently passes over one, fwo, or three periods; none
since July 13 last; no nausea. Had “‘inflammation of the
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howels’ at 13, whieh confined her to bed for six weeks.
Heart and temperature normal; nrine slightly turbid with
nurates, otherwise normal.

Abdominal examination in the dorsal position showed
hroad and roomy lower thorax, tenderness at MeBurney’s
point, and rather a full abdomen, with good museular de-
velopment. The inspiratory effort failed to dislodge
either kidnev in this position. 1In the left lateral position
the inspiratory effort bronght the right kidney down to

the palpating hand to the extent of two-thirds of its vol-
nme helow the costal margin.  The left kidney could not
be palpated in either position.

Vaginal examination showed a normal introitus; soft
cervix, which was purple in color; body of uterns soft and
enlarged, reaching a pomt two inches below the navel.

The patient was, no doubt, pregnant, which would pre-
clude any immediate surgical work, but, after conferring
with Dr. Hickev regarding the possible danger of the
x-rav to the conception, radiographs were made of both
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stomach and colon. (Figs. 83, 84.) These show a mod-
erate displacement of both organs. The position of the
transverse colon, with 1ts sag to the left and the sharp
angle at the splenic flexure, explains the cause of the pain
in the left side.

The case illustrates one of ptosis in comparative in-
cipiency, and one in which results from operation shonld
be of the best to be obtained in this class of cases, as the
out has not vet become chronically distended. The
stomach has not become much dilated, and will, no doubt,
return to its normal position after the strain on the
duodenum has been relieved by raising and fixing the
cecal end of the howel.

The patient was advised to return for operation after
confinement and the weaning of the baby. She was as-
sured that the svmptoms resulting from the displace-
ments wonld decrease as the pregnancy progressed, as the
enlarging uterus would push up the bowel, and thus re-
move the strain from the kidnev and dnodennm as well
as round out the angle of the gut at the splenie flexure.

Case L.

Enormous dilatation of cecum and transverse colon due
to angulation; occlusion at the splenic flexure.

Female; aged 283; factory hand.

December 28, 1908, Seeks relief for pain in right side
of abdomen and back on the same side: severe headaches,
which cause nausea, the attacks frequently interfering
with her work; irregular and painful menstruation; grad-
nal loss of flesh and strength; constipation and flatulence
(zas has foul odor). Symptoms have heen gradually in-
ereasing for ten vears. Has been treated by many physi-

cians for all kinds of digestive and nervons disorders,

Heart normal; pulse, 68; temperature and urine normal.
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Abdominal examination in the dorsal position showed
a broad, roomy lower thorax; flat abdomen; good muscu-
lar development; right kidney palpated in the region of
the umbilicus without inspiratory effort, and easily re-
placed up behind the costal margin; no abdominal sensi-
tiveness.

Vaginal examination negative.

Fig. 85. Case L.

January 10, 1909. A radiograph of the colon (Fig. 85)
showed moderate coloptosis and great dilatation of the
gut; the latter, no doubt, due to the acute angulation at
the splenie flexure, cansed by the complete downward
drag of the left end of the transverse colon on the phreno-
colic ligament.

Abdominal supporter applied, petrolatum oil pre-
seribed, and operation advised.

February 11, 1909. Reports partial relief of symp-
toms.  Operation deferred.
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Case M.
Dietl’s crisis.
Female; aged 44; single. Patient of Dr. B. R. Shurly.
(See record of the ecase in the chapter on symptoma-
tologyv.)

Fig. 86. Case AL
Bowel sketehed by following the
shadow,

The radiograph (retouched by the artist) shows a very
narrow thorax of the barrel-shaped type. (Fig. 86.)
Operation advised, but deferred.
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Addendum.

A typical, unfavorable, anotomiec, and symptomatic re-
sult following the old operation of nephropexy, confirm-
ing theory illustrated by Fig. 28.

This case, having had symptoms gradunally inereasing
in severity after a nephropexy made three vears previous,
came to operation as the book was going to press. The
kidney was found fixed to the museles of the loin, about
two-thirds of the organ being bhelow the costal margin.

e N e
Fig. 87.

(ferota’s capsule was in cicatricial union with the trans
versalis fascia. A portion of the fatty capsule was found
below the lower pole of the kidney, to which it was at-
tached by a few filaments, the most of it passing down-
ward to the colon. This was raised up and sewed into the
opening in the transversalis faseia, hoping thus to retain
the elevation and eause the fixation of the cecum, the de-
seent of which had resulted in inereased severity of symp-
toms.
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Fig. 8T is an x-ray giving a graphie illustration of the
resultant complete coloptosis following the old operation
of nephropexy, in which the fatty capsule was stripped
away from the kidney, allowing the cecal end of the
gut to drop completely into the pelvie cavity.

['ig, 88 is a somewhat enlarged radiograph of the same
case as shown in Fig. 87, taken with the patient in the
recumbent position.  Note the higher position of the
cecum and the separation of the lower part of the loop
of the transverse colon, caused by the elevation of the
CeCl.

This pieture shows why the patient was most comfort-
able while recumbent and why she had passed much of
her time in bed during the last three vears,
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INDEX.

ApnoMINAL massage, Bi
pad and adhesive plaster, 98, 122
ptosis, orthopedic considerations
in, B2
orthopedic treatment in, 81, 82
supporter, Longvear's, 94
Longyear's, adjustment of, 97,
08
Longyear's elastie, 94
Longvear's, in mechanical
treatment, 94
Liongyvear's, posture in adjust-
ing, 96
Acid, urie, diathesis in medical
ireatment, 87
Adhesive plaster. See Abdominal
pad and adhesive plaster,
Adhesive plaster, pad and, in
mechanical treatment, 98
After-treatment in nephrocolopexy,
122
Analysis of summary of reports of
cases, 218
Anatomic relations of Kidneys,
Anatomy, 21
diagrams illustrating, 22, 23, 24
Anesthesia in nephrocolopexy, 103
method of, 103
Angulation, colonic, in
coloptosis, 51, 54
colie cansed hy, 55
of colon, 27, 31, 51, 54
of duodenum, 27, 31, 51, 53
of large intestine, 51, 5
Antiseptics, intestinal, in medical
treatment, 90
Apparatus neceszary for Rontgen

-

)
-

nephro-

ray, i3
Appendicitis, differential diagnosis
of, 7T
errors in diagnosis of, 97, 163,
189, 213
pain in cecum simulating, 54,

163, 189, 213
Appendix, McBurney's point of no
value in locating, in colo-
ptosis, 182, 193, 199, 203
Appliances in mechanical ftreat-
ment, 92

245

Ascending colon, 44
attachment of, to kidney by
nephrocolic ligament, 29, 30,
ol

Bissmuvrw,  subearbonate of, in
Rintgen ray, 73
subnitrate of, in Rintgen ray, 73
Bowels, regulation of. See Defe-
cation,
Bowels, regulation of, after neph-
rocolopexy, 124
Bran in constipation, 90
in medical treatment, 90
Breathing exercises in
laxis, 81

prophy-

Camrnor stupe in topical treat-
ment, 91
Capsule, fatty, forming nephro-
colic ligament, 25, 20
fibrous, 25
Gerota’s, 38, 92, 107
location of Gerota’s, important
in nephrocolopexy, 107
Cases, analysis of summary of re-
ports of, 218
hiztories of, valuable in
nosis, 64
radiographs of. 151-241
reporis of nonoperative, 220
of operative, 130
of nephrocolopexy, 1340
summary of reports of, of
nephrocolopexy, 214

diag-

value of histories of, in diag-
nosis, G4
Catarrh, colonic, in nephrocolo-

ptosis, 55
mucns  in stool
colonic, 55
of colon, treatment of, 87
Cathartics in medical treatment,
BT
Inbricants rather than, in medi-
cal treatment, 88
to he avoided, 87
Cause, body shape secondary, of
nephroptosis, 52

indication of
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Cause—acont'd.
hereditary laxity of restraining
tissues primary, of nephro-
coloptosis, 49
of right side nephroptosis, 52
Cecal pain, appendicitis simu-
lated by, 163, 189, 213
Cecum, 44, 51
churning action of, 219
dilatation of, 59, 226, 228, 232
dizplacement of, leads to faulty
diagnosis, Hd
pain in, simulating appendicitis,
b4, 163, 189, 213
palpation of, 4
zpastic contraction of., 54, 58
Children, importance of prophy-
lactic treatment in, 81, 82
nephroptosis in, 13, 56
orthopedic treatment in, %1. 82
prophylactic treatment in, 81, 82
Colic cansed by colonic angula-
tion, 55
by nephrocoloptosis, 55
in colon, 55
Colon, 26, 2y, 30, 31
angulation of, 27, 31. 51, 54
ascending, 44
attaching kidney by nephrocolic
ligament to, 29, 30, 31
catarrh of, 55
colic in, 55
descending, 44
displacement of, 27, 30, 44
fixation of, of first importance
in operative treatment 101
flexures of, 42
hepatic flexure of, 42
ligamenis of, 43
miuecus  in  stool
catarrh of, 55
ptosis of, 27, 30, 34
regulation of function of, 85, 126
results of fixation of, 218
gigmoid flexure of. 42
splenic flexure of, 42
stasis of contents of, 85
transverse, 44
treatment of catarrh of, 87
Colonic angulation, colic cansed
by, 55
in nephrocoloptozgis, 51, 54
catarrh in nephrocoloptosis,
catarrh, muens in stool indica-
tion of, 55
function. See Defecation,
normal, function important in
prophylactic treatment, B85
pain in nephrocoloptosis, 54

indication of

-
FLER

INDEX

Colonic—cont d.
ptosis, intra-abdominal
prevent, 87
stasis, toxemia
194
Coloptosis, 27, 30, 44
causing nephroptosis, 7, 50
diagnosis of, by inflation, 69
by x-ray, 70
MeBurney's point of no value in
locating appendix in, 182,
193, 199, 203
nephroptosis result of, 7, H0
olive oil in, 90
petrolatum oil in, 885, 126
symptoms relieved by nephro-
colopexy. 143, 219
withont nephropiosis, caunse of,
Eo

o
diagnosis difficult in, 65
nephrocolopexy  in, 10,

190, 152, 201, 206

Compression of ureter in nephro-

ptosis, 126

Constipation, 12

bran in, 90

canse of ptosis, 51, 86

caused by nephrocoloptosis, 55,
58

cured by nephrocolopexy, 10,
143, 190, 192, 201, 2046

fecal impaction in, H6

in mental disorders, 56

olive oil in, 90

persisient  in

58

petrolatum oil in, 88 126
treatment of, &7
Contraction., spastic, of
b4, b8
Corsets, 93
Crizis. See

fat to

caunsed by, bE,

143,

nephrocoloptosis,

cecum,

Dietl's crisis.

Decvmitus, physical examination
in nephroptosis in dorsal,
66, BT
in lateral. 66, 67
Defecation, physician’s
regulation of, 86
regulation of, 85, 126
Nescending colon, 44
Kidney, traction on
by, 46
Descensus, course of, 50
Diagnosis, G4, T0
correct, necessary, o4
differential, 76
of appendicitis, 77
of nephrocoloptosis, Th

duty in

duodennm
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Diagnosis—cont'd.
difficult in coloptosis
nephroptosis, (5
displacement of cecum leads to
faulty, b4
errors in, of appendicitis, 97,
163, 189, 213
histories of cases valuable in, 64
importance of early, 11
of coloptosis by inflation, 69
by x-ray, T0
of nephrocoloptosis, 64
physical, 65
teaching of impertect, 64
value of histories of cases in, 64
of symptoms in, 64
x-ray in, 64, 70
Diarrhea cansed by
ptosiz, H8
in nephrocoloptosis, L8
Diathesis, uric acid, in
treatment, 357
Dietl’s erisis, 11, 69
cases of, 61, 151, 184
in nephrocoloptosis, 11, 59, 61,
151, 186
jaundice in, 60
preceding nephrocolopexy, 102
gimulating peritonitis, 60, 189
treatment of, 91
tympanites in, 60
nneertainty of attacks of, 11
Dilatation of eecnm, 59, 226, 228,
232
Displacement of colon, 27, 30, 44
of Kidneys, 27, 30, 48
of kidnevs affecting
mentality, 58
Dissection to demonstrate nephro-
colic ligament, 32
Divisions of large intestine, 43
Duodenum, 45
angulation of, 27, 31, 51, 53
fixed position of, important in
pathology, 45
suspensory muscle of 26, 31, 45
traction on. by descending kid-
nev, 46

without

nephrocolo-

medical

morhid

Evrgcrric pad in topical treatment,
9
Eliminatives in
ment, 87
Enema, uses of, 89
medical treatment in, 80
Enteroptosis, 7
Etiology, 48
nephrocolic ligament
factor in, 7, 50

medical treat-

principal

247

Etiology—eant'd.
of nephroptosis, 48
Examination, physical, in nephio-
ptosis in dorsal decunbitns,
G, 67
in lateral decubitus, 66, 67
technic of, of gastro-intestinal
tract by Rontgen ray, 72
Examinations, perédentage of neph-
roplosis in gyvnecologic, 14

Faciarn expression in nephrocolo-
ptosis, 58
Fascia, perirenal.
capsnle,
transversalis, 107
Fat. intra-abdominal,
colonic ptosis, 8%
to prevent nephrocoloptosis, 87
Fatty capsule forming nephrocolic
ligament, 25, 2f
impaction in
a1
Fibrous capsule, 25
Fixation, adaptability of nephro-
colic ligament to, 101
of colon of first importance in
operative treatment, 100
results of, 218
of Kidney, effect of, on ureter,
126
resulis of, 126
Flexures of colon, 42
hepatic, 42
sigmoid, 42
aplenie, 42
Floating Kidney,
gis.
Forceps-hook, Longvear’s, 106
Function of colon, regulation of,
25, 126

See Gerota's

to prevent

Fecal constipation,

See Nephropto-

GASTRO-INTESTIN AL tract, fechnic of
examination of, by Rontgen
ray. 72

Gastroptosis, 5, 199, 204, 208, 231,
233, 234, 237

Gerota™s capsule, 38, 92, 107

location of, important in neph-
rocolopexy, 107
Gynecologic examinations, per-

centage of nephroptosis in,
14

Hear in topical treatment, 91
Hepatic flexure of colon, 42
Hepatocolic ligament, 23, 24, 43,
ol, 52
abzence of, 43
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Hepatoduodenal ligament, 27,31, 52

Hepatoptosis, 8

Histories of cases
diagnosis, 64

valuable in

Iaieacriox, fecal, in constipation,
1
Incision, location of, in
colopexy, 107
Inflation, diagnosis of coloptosis
by, 69
Instruments used in
pexy, 104
Intestinal antizeptics, 90
in medical treatment, H0
paresis, physostigmin sulphate
1, G2, 91
Intestine, large, 42
angulation of, 51. b4
description of, 432
divisions of, 43
Intra-abdominal fat fto
colonic ptosis, 87

nephro-

nephrocolo-

prevent

Javxpmer in Dietl’s crisis, 6
caused by nephrocoloptosis, 54,

60, 61

Kipxey, anomalous, 25

attaching, by nephrocolic liga-
ment to colon, 23, 30, 31

capsule of, 25, 29

displacement of, 27, 30, 48

affecting morbid mentality, 58

effect of fixation of, on ureter,
126

elevator, Longyear's, 103

usged in nephrocolopexy, 108

floating. SBee Nephroptosis,

morbid mentality induced by
displaced, 58

palpation of, 66

posture in palpation of. 65

prolapse of, in childhood, 13, 36

ptosis of, 27, 30, 48

results of fixation of, 126

traction on duodenum by de-
scending, 46

IKidneys, 24

anatomic relations of, with
other organs and tizsues, 22,
28, 24

LicasmexT, hepatocolie, 23, 24, 48,
51, b2
abzence of, 43
hepatoduodenal, 27, 31
nephrocolic, 23, 24, 26, 27, 29,
81, 32

" INDEX

Ligament, nephrocolic—cont’d.
adaptability of, to fixation,
101
attaching kidney by, to colon,
29, 30, 31
description of, 29, 32
discovery of, 7, 9, 143
diszsection to demonstrate, 32
fatty capsule forming 25, 20
knowledge of, assists me-
chanical treatment, H2
principal factor in etiology of
nephroptosis, 7, 50
relations of, 22
phrenocolic, 23, 24,
always present, 51
utilization of Longvear's, by
Reed, 28
Ligaments of colon, 43
Longvear's abdominal
04
in mechanical treatment, 94
forceps-hook, 106
kidney elevator, 103
ligament, utilization of, by Heed.
28
operation of nephrocolopexy, 102
Lubricants rather than cathartics
in medical treatment, 88

43, 51

supporter,

McBUerxeYy's point, T6
of no value in locating appendix
in coloptosis, 182, 193, 190,
203
Malnuirition caused hy
coloptosis, 54
Massage, abdominal, 86
Mechanical supports for ptosis, 92
Mechanical treatment. See Treaf-
ment, mechanical.
Mechanical treatment., knowledge
of nephrocolic ligament as-
sists, 92
Medical treatment,
ment, medical.
Mental disorders eaunsed by neph-
rocoloptosis, 15, 55, &6
by ptosis, 15, 56
constipation in, 56
nephroptosis in, 15, b6
Mentality, morbid, induced by dis-
placed kidney, 58
Mucus in stool indication of co-
lonie catarrh, 55
Muscle, suspensory, of duodenum,
26, 31, 45

nephro-

See Treat-

MEpPHROCOLIC ligament, 23, 24, 26,
a7, 29 81, 32



INDEX

Nephrocoiic ligament—acont’d.
adaptability of, to fixation, 101
attaching kidnev by, to colon,

20, 30, 31
description of, 29, 32
discovery of, 7. 9, 143
dissection to demonsirate, 32
fatty capsule forming, 25, 29
knowledge of, assisiz mechan-
ical treatment, 92
principal factor in etiology of
nephroptosgis, 7, 50
relations of, 32
Nephrocolopexy,
103
after-treatment in, 122
constipation cured hy,
190, 192, 201, 206
coloptosis symptoms relieved by,
143, 219
Dietl's crisis preceding, 102
in coloptosis  without nephro-
ptosis, 10, 143, 100, 192, 201,
206
instruments used in, 104
kidney elevator used in, 103
location of Gerota’s capsule im-
portant in, 107
of ineision in, 107
Longvear's operation of, 102
operative treatment in, 102
pad and plaster support
122, 127
preparatory treatment in, 102
regulation of bowels after, 126
reports of cases of, 130
summary of, 214
vomiting after; 103, 122
Nephrocoloptosis, colic caused by,
HH
colonic angulation in, 51, 54
catarrh in, 55
pain in, 54
constipation caused by, 55, 58
persistent in, H8
diagnogis of, 64
diarrhea caused hy, 55, 58
differential diagnosis of, 76
facial expression in, 58
factors necessary to cause, 50
hereditary laxity of restraining
tissues primary cause of, 49
intra-abdominal fat to prevent,
BT
jaundice caused by, 54, 60, /1
malnutrition caused by, 54
mental disorders caused hy, 15,
55, Hh
nervons symptoms of, 55, 6

anesthesia in,

10, 143,

after,

249

Nephrocoloptosis—cont’d.
neurasthenia caused by, b
organs involved in, 26, 27, 0, 21
prevalence of, 13
reason for the term, 7
symptomatology of, 53
tachyeardia caused by, 55
toxemia caused by, Hi
treatment of, 79

Nephroenteroptic, pavehapathie,

symptomatology, L6

Nephropexy, failure of, in opera-

tive treatment, 5%

Nephroptosis, body shape =econid-

ary cause of, 52
canse of coloptosis without, 52
of right side, 52
coloptosis causing, 7, 50
compression of ureter in, 126
diagnosis difficult in coloptosis
without, 65
Dietl’s ecrisis in, 11,
186
etiology of, 48
in children, 13, 86
in mental disorders, 15, 56
nephrocolic ligament principal
factor in etiology of, 7, 50
physical examination in, in dor-
2al decuhbitus, 66, 67
in lateral decubitus, 66, 67
percentage of, in gynecologic ex-
aminations, 14
result of coloptosis, 7, 50
torsion of pedicle in, 63
Nervous symptoms of nephrocolo-
ptosis, H5, 56

Neurasthenia, 55
caunszed by nephrocoloptosiz, 45

Neurcses, toxemia a causative fac-

tor in psychoses and, 56

Nonoperative cases, reports of,

230

ad, 61, 151,

(hr, olive, in coloptosis, 910
in constipation, 90
petrolatum, in coloptosis, 88, 126
in constipation, 88, 124
Oils in medical treatment, 88, 40
Olive oil in coloptosis, 90
in constipation, 90
Operation, Longvear's, of nephro-
colopexy, 102
medical treatment
to, 102
vomiting after, 103, 122
Operative cases, reports of, 130
Operative treatment. See Treat-
ment, operative,

preparatory
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Organs, replacement of, in
chanical treatment, 91
Orthopedic considerations in ab-
dominal ptosis, 82
treatment in abdominal ptosis,
g1, 83
in children, 81, 82
Orthopedics in prophylactic treat-
ment, 852

e

See Abdominal pad and ad.
hesive plaster.
Pad and adhesive plaster in me-
chanical treatment, 98
and plaster support afier neph-
rocolopexy, 122, 127

Pamn.

electrical, in topical treatment,
a1

Pain, colonic, in nephrocoloptozsis,
bd

in cecum =simulating appendi.

citis, b4
Falpation of cecum, 54
of Kidney, 66
posture in, of kidney, 65
Pareziz, phyvsostizmin sulphate in
intestinal, 62, 91
Pathology, 21
fixed position of dusdenum im-
portant in, 45
Pedicle, torgion of, in
ptosis, 63
Perirenal fascia.
anle,
Peritonitis, Dietl’'s
lating, G0, 159
Fetrolatum oil in coloptosis, 88,
126
in constipation, 88, 126
Phrenocolic ligament, 23, 24, 43, 51
alwayvs present, 51
Physiral examination in
piosis in dorsal
66, 65

in lateral decubiius, 66, &7

nephro-
See Gerota’s cap-

crisis  simu-

nephro-
decnhitus,

Physician, duty of, in prophy-
laxis, 86
Physostigmin sulphate in intes-

tinal paresis, 62, 91
in medical treatment, 91
Post-operative treatment, 122
Weir-Mitchell, O
Posture, fanlty, a factor in ptosis,
RE
in adjusting
porter, 94
in palpation of kidney, 65
Preparatory freatment in nephiro-
colopexy, 102

abdominal sup-

INDEX

Prevalence of nephrocoloptosis, 12
Prolapse of kidney in childhood,
13, &6
Prophylactic treatment, 50
breathing exercisez in, 81
duty of physician in, 86
importance of, in children, %1,
82
Peyvehopathic nephroenteroptic
symptomatology, 56
Peyvchoses, toxemia a causative fac-
tor in, and neuroses, 56
Ptosis, constipation cause of, &1,
B
fanlty posture a factor in, 82
intra-abdominal fat to prevent
colonic, 87
mechanical supports for, 92
mental digorders cansed by, 15,
Gh
of colon, 27 30, 34
of kidney, 27, 30, 4%
orthopedic | treatment in  ab-
dominal, 81, &2

Raniocrapris,
paring patients for,
of cases, 151-241
Replacement of organs in me-
chanical treatment, 91
Reports of cazes, See Cases,
Rintgen ray, apparatns necessary
for T3
powerful modern,
Necessary, 7o
subearbonate of hismuth in, 73
subnitrate of bismuth in, 73
technic of examination of gas-
tro-intestinal tract by, 72
zireconium oxide in. 74

directions for pre-
1. T4

equipment

Sicyomn flexure of colon, 42

Spastic contraction of cecum, 54,
58

Splanchnoptosis, 7

aplenic flexure of colon, 42

Stasis of contents of colon, 85

toxemia caunsed by colonie, 55,
194
Stomach, 4u
Stool, mucus in, indication of

catarrh of colon, 55

Stupe, camphor, in topical treat-
ment, #1

Subcarbonate of bismuth in
Rontegen ray, V3

Subnitrate of hismuth in
Rontgen ray, 73

Summary of reporis of cases, 214

i
T
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Support, pad and plaster, after  Treatment, medical—cont’d.
nephrocolopexy, 122, 127 eliminatives in, 87
Supporter, abdominal, See Ab- in enema, 89

dominal supporier.
Supports, mechanical, for ptosis,
92
Suspensory muscle of ducdenum,
26, 31, 45
Symptomatology, 53
of nephrocoloptosis, 53
psyvchopathic  nephroenteroptic,
a6
Syvmptoms, coloptosis, relieved by
nephrocolopexy, 143, 219
nervous, of nephrocoloptosis, 55,
ah
value of, in diagnosis, 64
TacHycarpia caused by nephro-
coloptosis, 55
Topical treatment.
ment, topical.
Torsion of pedicle in
ptosis, 63
Toxemia a causative factor in
psychoses and neuroses, 56
caused by colonic stasis, 55. 194
by nephrocoloptosis. 55
Transversalis fascia, 107
Transverse colon, 44
Treatment, 7%

See Treat-

nephro-

breathing exercises in prophy-
lactic, 81
duty of physician in prophy-

lactic, 86
importance of prophylactic, in
children, 81, 82
Enowledge of nephrocolic liga-
ment assists mechanical, 92
of catarrh of colon, 87
of constipation, 87
of Dietl’s erisiz, 91
of nephrocoloptosis, 79
mechanical, 91
appliances in, 92

elaztic abdominal supporter
in, 94
Longyvear's abdominal sup-

porter in, 94

orthopedic, 81, 82

pad and adhesive plaster in.
a8

réplacement of organs, 91

medical, 87
bran in, 90
cathartics in, 87

intestinal antiseptics in, 90
lubricants rather than cathar-
ties in, 8%
oils in, 8B, B0
physostigmin sulphate in, 91
preparatory to aperation, 102
uric acid diathesis in, 87
operative, 99
failure of nephropexy in, 99
fixation of colon of first im-
portance in, 100
in nephrocolopexy, 102
orthopedic, in abdominal ptosis,
81, 82
in children, 81, 82
post-operative, 122
Weir-Mitchell, 9
preparatory, in nephrocolopexy,
102
prophylactic, S0
duty of physician in, 26
in children, 81, 82
normal ealonic
portant in, 85
arthopedics in, 82
topical, 91
camphor stupe in, 91
electric pad in, %1
heat in. 91
hot water bag in, 91
working hasis for, 8
Tympanites in Dietl’s crisis, 60
acid diathesis in medical
treatment, 87
Ureter, compression of, in nephro-
ptosiz, 126
effect of fixation of Kidnevs on,
126

Unic

Voanmixe  after nephrocolopexy,

102 122

WateEr bag. hot, in topical treat-
ment, 91

Weir-Mitchell post-operative treat-
ment, 9

Mepay in diagnosis, G4, T0
idiagnosis of coloptosgis by, 70

Zircoxtua oXide in Rontgen ray,
T4

function im- -
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