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PREFACE.

No systematic treatise on growths of the kidney has as yet
appeared in this country. The present work is an attempt, at
least in some measure, to supply this want. As far as possible
I have endeavoured to indicate the work already accomplished,
and to suggest lines for further research,

It is a pleasing duty to acknowledge the valuable assistance
that has been afforded me in my investigations. I am specially
mdebted to the members of the staff’ of the Manchester Royal
Infirmary, for full opportunities of examining a number of eases,
and to Professor Delépine for permission to avail myself of
material in the Pathological Department of the Owens College.
My best thanks are due to Mr. Targett, late Curator of the
Museum of the Royal College of Surgeons of England, for his
most generous kindness in placing at my disposal his valuable
collection of photographs, with notes of many rare forms of
renal growth. Mr. Paul, of Liverpool, has also greatly assisted
by allowing me to examine his collection of microseopic specimens,
and permitting me to have photographs taken of several

I have also to express my oblications to the kind courtesy
of Dr. Affleck and Dr. Leith, Dr. Rolleston and Professor
Kanthack, Professor Cunningham, Dr. Warthin, and Mr. Henry
Morris, and the editors of the Jowirnal of Anatomy and FPhysiology,
for their kindness in granting me the use of certain illustrations.

Among the Museums visited during the course of my
researches, I must in particular express my indebtedness to
that of the Royal College of Surgeons of England.
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RENATLSGROWTEHS.

CHAPTER L
INTRODUCTION.

VERY considerable uncertainty and confusion still exists in our
knowledge of renal growths. Their pathology is, by general
admission, very obscure. Large numbers of individual cases are
on record, and yet there is little or no general agreement as to
their nature. The origin, character, and relationship of neo-
plasms of the kidney have up to quite recent years received
but scant attention. The subject, however, is rapidly becoming
one of pressing importance. The majority of renal growths are
now allowed to run their malignant course unopposed, for surgieal
interference has hitherto met with very indifferent success. A
scientific basis for our practice is urgently demanded. Clinical
progress halts for an advance in pathology. The indiseriminate
removal of renal growths is neither reasonable nor reassuring.

As Bland Sutton well says: “It is particularly necessary
to subject these tumours to a rigid analysis, clinical and patho-
logical, for the purpose of discovering which may be removed
with the best hope of prolonging life, and to obtain, if possible,
evidence which will enable us to diagnose, with a reasonable
amount of confidence, the nature of the tumour from the
physieal signs.”

Keener scrutiny of details, as revealed by microscopical
research, may well be expected to lead to more precise clinical
differentiation.

The early literature of renal growths consists in little more

1
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than a bare record of cases. Some few important papers, chiefly
by German pathologists, have appeared during the last few years,
dealing with certain forms of new growth of the kidney. The
subject has also from time to time been dealt with in theses and
dissertations.  Nevertheless, even in the most recent works
devoted o a study of the diseases of the kidney, the question of
new growths is only very inadequately discussed. As far as I
know, there is no convenient work which deals with the subject
as a whole.

The present time seems suitable for a review of our available
knowledge as to renal growths in general. The modern spirit of
research demands that clinical deductions shall, as far as possible,
be based upon pathological facts:; and scientific treatment can
only rest upon accurate knowledge. A diagnosis of renal
“tumour” will not now sufficee.  Means must be found for
early discrimination and practical differentiation, not merely on
theoretical grounds, but in order to afford the necessary guides
to successful interference. As Newman very truly says: © It is
only by a careful study of these growths on the lines laid down
by modern pathology, that a satisfactory foundation of facts can
be aceumulated upon which the surgeon can base his diagnosis.”
The neoplasms of the kidney very foreibly indicate the necessity,
as Butlin has well pointed out, for a separate and independent
study of the growths of each organ, if any true advance is to be
made. In these pages I desire to make the accumulated ex-
perience of the past accessible to the workers of the present,
and, if possible, to indicate lines for extended observation and
research in the future. And, in the scientific study of these
renal neoplasms, it is encouraging to remember that some light
may be thrown on the origin and nature of new growths generally.
A deeper appreciation of the influence of developmental defects
in the etiology of new growths must necessarily be the outcome
of a study of certain forms of renal growth.

The present work is a plea and an attempt for a more
scientific investigation, and a more satisfactory grouping of renal
arowths. A more perfect practice lags for want of more
certain knowledge. Such can only be accomplished by a
thorough study of a large number of cases, by modern methods
of Investigation, and their comparison aceording to our more
recent views on neoplastic formations.

It is earnestly to be hoped that in future full details of every
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case may be recorded, until sufficient accurate data shall have
aceumulated to allow of the formation of satisfactory pathological
generalisations.

Nomenclature—At the very outset we are baflled by the
confusion resulting from the use and misuse of terms. Much of
the material accessible is rendered almost useless for satisfactory
comparison in great measure through faulty and misleading
nomenclature. Until recent years, careful mieroscopical exam-
ination was but seldom resorted to, and many of the growths
reported by older writers appear to bave been named in a very
haphazard fashion. Most of the malignant forms were simply
deseribed as “ecancer.” A very favourite appellation was
“encephaloid growth.” Not infrequently we get nothing better
than “fungus hematodes,” applied generally to soft, pulpy,
vascular growths, but often undoubtedly sarcomatous in nature,
After an extensive search through much of the literature of the
subject, I have sorrowfully convinced myself that most of the
earlier cases on record, although presenting mueh of clinical
interest, are of but little value in assisting to any rational and
seientific grouping of renal growths. It is only within the last
few years that remal carcinomata and sarcomata have been
differentiated. Up to quite recently they were almost invariably
considered under one head. Mr. Paul in 1884, in attempting to
bring some order out of this confusion, had to deplore “ the very
inefficient manner in which the ground had Leen previously
covered.”  Well-known writers still deseribe these growths
under the generic name of “cancer.” Many hardly mention
sarcomata.  Birch-Hirschfeld and others have even acknow-
ledged that renal sarcomatous growths have been questioned by
many. IRindfleisch declared that “ in the kidney there is found
true carcinoma only.” Jacobi, as recently as 1884, at the
International Medical Congress at Copenhagen, was able to say,
without fear of contradiction, that “the very best literature of
modern times, with the exception of but few instances, make no
difference hetween carcinoma and sarcoma.” Even Sir William
Roberts, in the last edition of his work “ On Urinary and
Renal Diseases,” describes malignant disease of the kidney mainly
under the head of “cancer,” referring only very briefly in an
appendix of two pages to cases of sarcoma. He, however, admits
that many of the cases referred to under the head of “cancer”
were observed before the differentiation between carcinoma and
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sarcoma had been generally demonstrated. He also states that
a considerable number of the older cases would now be classed as
sarcomata.

Many authors do not sufficiently distinguish between enlarge-
ments of the kidney, due to inflammatory processes or mechanical
conditions, and those due to new growths proper. In some of
the classifications of “tumours” adopted in modern text-books,
such lesions as hydatid, tubercle, cumma, and leukimic nodules
are included. This only tends to perpetuate a needless con-
fusion. Many use the term “tumour” in a very loose fashion ;
at one time indicative of new growth, but often merely to con-
vey the idea of “swelling.” In many instances it is only by the
context that one can obtain the true sense in which the word
is employed. In these pages I have avoided the term “ tumour”
as far as possible, or used it only as a convenient eclinical ex-
pression.  As a term for enlargement of the kidney, appreciable
on clinical examination, irrespective of the striet pathological
condition giving rise to such increase in size, it is doubtless of
service, and may be well retained. The term * growth™ should
always be allowed to signify a true neoplasm. It will thus be
clear that while many renal “ tumours” are due to “growths,”
all “growths” at one period of their development could not be
detected as “tumours™; and indeed, in many instances, a new
formation may never reach sufficient dimensions to render it
recognisable as a “ tumour ” during life. It i1s very greatly to
be regretted that much of the confusion has arisen, and is still
perpetuated, by the loose and negligent way in which the terms
“ tumour,” “ growth,” and “ neoplasm ” are used. Some authors,
however, like Tuffier, have gone so far as to defend and justify
the inclusion of all forms of malignant growth under one
common title, chiefly on the grounds that these growths act in
the same way, that they progress similarly, and that the differ-
ential diagnosis is impossible. It is needless to say that such
a view is quite at variance with modern seientifie prineiple.

The catalogues of our large museums bear ample evidence
to the limited and oftentimes inaccurate terminology applied to
specimens of renal growth. The label “ cancer ” seems generally
to have been intended to be synonymous with “malignant
disease ”; and, in referring to such specimens, it is well
mentally to read it as such. In 1888, Newman wrote: “ By
inquiry into the literature of the subject, and by examining
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specimens already classified in museums, I am much struck by
the fact that a large number of malignant growths, which should
properly be placed under the sarcomata, are still classified as
cancers.” In the statistics drawn from his collected cases, he
appears, however, to have arranged the growths as they were
named in the published records.

In very many instances it would seem that the early writers
did not clearly distinguish between primary and secondary
growths. This point alone makes the early statistics far from
reliable.

The present position is foreibly put by Bland Sutton, who,
writing in 1893, in his work on “ Tumours,” says :

“It has been so much the fashion with surgeons to describe
malignant tumours of the kidney, under the meaningless title of
‘ encephaloid,” that we have no histological data to gunide us in
determining the nature of such tumours.” He goes on to add
that “I am convinced from my own investigation that a large
proportion of such tumours are in reality sarcomata, but I am
equally certain that in a few °encephaloid’ tumours of the
kidney abnormal development of epithelium is a distinguishing
feature.” I am heartily in agreement with Mr. Sutton when he
says: “ It is impossible to write an account of carcinoma of the
kidney until surgeons are more alive to the interest of the
question, and take steps to place malignant tumours of the
kidney, while fresh, in the hands of experienced pathological
histologists.” .

There is no doubt more rapid advance would be made in our
knowledge of the growths of the kidney, if surgeons would, to
use Mr. Malcolm’s words, “look for guidance in treatment to a
careful study of clinical histories and of the microscopie structure
of the specimens removed.”

References.— A short reference to the literature of the sub-
Jeet, and especially to the articles of some of the early writers,
may not be without interest, and will serve to indicate the lines
along which investigation has progressed up to the present day.

Only a very few vague and doubtful allusions to growths of
the kidney can be found previous to the present century.
Sennert in 1650 speaks of scirrhus of the kidney, but, as was
pointed out by Rayer, very probably these early cases were not
examples of growth at all. The references made by Morgagni
and Chopart also seem very doubtful.




6 INTRODUCTION.

Corvisart and Leroux in 1804 reported what seem to have
been true growths in the kidney.

Muriel in 1810 met with a most interesting renal “ cancer ”
in a woman, @t. 35, which simulated, and was evidently mis-
taken for pregnanecy.

Carrand in 1813 reported the case of a woman, wt. 58,
where a growth of the rigcht kidney was mistaken for disease of
the liver.

Chomel in 1814 recorded a case which was apparently
primary, as it was limited to the kidney, and oceurred in an old
man, . 60. .

Rance in 1815 reported the case of a growth in a female
child, ®t. 17 months. This is probably the first case of con-
genital sarcoma on record.

Beclard and Cloquet in 1816 brought a preparation of
“cancer ” before the Faculty of Medicine in Paris. The growth
oceurred in a man, @t 50, involved the right kidney, and was
of the size of a child’s head.

Wilson in 1817 drew attention to the oceurrence of renal
arowths, and briefly indicated their characters.

Houssard in 1818 met with “ cancer ” in the right kidney of
a woman, ®t. 28,

Rostan in 1819 published a case met with in a woman,
@t. 64, but apparently secondary to gastric carcinoma.

Norris in 1820 published a case of “fungus h@matodes ™ in
an old woman, but this too was probably secondary.

Darwall in 1823 recorded two cases, one in a young man
wet. 22, and another in an old woman. It seems doubtful if
these were really primary.

Recamier in 1824 met with “ cancer” of the left kidney in
an old woman, in whom also there were secondary deposits in the
lungs.

Vallerand de Lafosse in 1825 published a case evidently of
primary growth in a man, ®t. 30, with secondary deposits in the
lungs.

Keenig in 1826 endeavoured to indicate the more important
differences between the various kinds of growth, but apparently
without sufficient pathological evidence for his views.

Velpeau in 1826 also mentioned cases of renal growth.

Bouilland in 1828 met with growth of the right kidney in
an old man of 60.
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Gairdner in the same yvear published a case of “ fungus
hematodes ” in a female child, @t. 3. Both kidneys were
affected, the left weighed 5 1b. 3 oz. and the right 1 1b. 3 oz

Cruveilhier in 1829, in his classical work on pathological
anatomy, dealt with the whole question of renal growths in a
more or less scientific manner.

Roques in 1829 also published a case where the right kidney
was involved, but apparently the growth was secondary.

Gintrac in 1830 recorded the case of a man, @t. 54, in
whom the left kidney was transformed into an encephaloid mass,
with secondary deposits in the lungs.

Dance in 1831 referred to a case where nodules of soft
growth were found in the kidneys, but these were apparently
secondary to cancer of the intestines,

Bennet in the same year recorded a case of growth, evidently
a sarcoma, affecting the right kidney of a child of 4.

Cazeaux in 18335 described the chief characters of renal
“ cancer.”

Renauldin also in 1833 met with a growth of the left kidney
in a woman, «t. 65, in whom there was also a cancerous nodule
in the heart.

Cramer in 1837 recorded a case of malignant disease of the
kidney.

Warren in 1838, in his work on “ Surgical Observations on
Tumours,” very brietly refers to renal growths, and mentions a
case oceurring in a woman of 50.

Gorbam also in 1838 published his report on a case of
“ fungoid disease ™ of the kidney.

Rayer in 1841 reviewed the subject up to that date, and gave
references to many of the earlier cases. He also deseribed the
chief characters of some thirteen growths, but several of these are
manifestly secondary.

Husson in 18435 published a case in which a growth of the
richt kidney had extended into and plugged the inferior vena
cava.

Matice in 1844 recorded an example of renal * cancer.”

Walshe in 1846, in his work on “The Nature and
Treatment of Cancer,” devoted considerable attention to renal
agrowths. He was able to colleet some forty cases, including his
own and those of Rayer. He, however, did not clearly distinguish
between primary and secondary growths.
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Rokitansky in 1849 described renal growths with consider-
able accuracy, and declared that * carcinomatous growths oceur
frequently in the kidney and in the primary form.”

Lees also in 1849 recorded a case of renal “ canecer.”

Lebert in 1851, in his “Trait¢ des maladies cancéreuses,”
deseribed the chief pathological characters, but he failed to
satisfactorily distinguish between primary and secondary growths.

Morveau in 1852 called aftention to the occurrence of
“eancer ” in young children.

Eves in 1854 recorded the case of a male, wt. 38, in whom
phosphatic caleuli were found in the kidney opposite to that
affected by growth.

Hawkins in 1856 met with malignant growth oceurring in a
young child.

Hullman in 1857 wrote his dissertation on renal © careinoma.”

Brinton in 1857 also published a case of “encephaloid ™ of
the kidney.

Totland in the following year, 1858, recorded another
example of “encephaloid.”

Doderlain in 1860 took renal growths as the subject of his
dissertation.

Walcott in 1861 performed nephrectomy on a man, @t. 58.
This is the first recorded case of removal of a kidney with
malignant growth.

Grisolle in 1862, in his “ Trait¢ de pathologie interne,”
only very briefly referred to growths of the kidney.

Johnson also in 1862 published his work on “ Diseases of
the Kidney,” but devoted very little space to the consideration
of “ cancer.”

Roberts in 1865, in the first edition of his well-known
work on “ Urinary Diseases,” reviewed the whole question, and
based his deseription on fifty-two collected cases.

Jezold in 1865 published an account of a specimen he
considered to be a myxoma.

Faludi in 1865 met with “cancer” in a child @®t. 5.

Von Franque also in 1865 records a similar case in a child
wt. 8.

Gay in 1868 met with “ encephaloid 7 weighing 361 Ib. in
a boy @®t. 81.

Neubert in 1868 also recorded a case of double-sided
“ cancer.”
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Lulkens in 1869 wrote a dissertation on renal * earcinoma.”

wosenstein about the same time deseribed malignant disease
of the kidney.

George in 1869 met with “ cancer ” in an infant.

Braidwood in 1870 published cases oceurring in children.

Gairdner and Coats in 1870 recorded an interesting case of
“ soft cancer.”

Jerzykowski in 1871 wrote his dissertation on this question
of renal growths.

Eberth in 1872 first drew attention to the oceurrence of
muscular tissue in certain growths oceurring in children.

Hahn in the same year met with a case of sarcoma, the
right kidney being affected, in a child, @t. 10 months.

Hansen in 1873 deseribed “cancer” in an infant 101
months old.

Neumann in the same year, 1873, gave a most useful
résume of the work done up to that date, and furnished a good
bibliography.

Von Perewerseff published the results of his investigations
on the development of “ cancer ” in 1874.

Rohrer also in 1874 recorded the results of his observations,

Menger in 1875 was the first to prominently draw attention
to the forms of growth having an adenomatous arrangement.

Sturm also in the same year published his adwmirable paper
on adenomata.

Cohnheim also, in 1875, drew attention to the myo-sarco-
mata, and indieated their probable origin.

Ferreol in 1875 published an interesting case of malignant
growth, probably sarcoma, met with in a negro child.

Langenbuech in 1877 performed nephrectomy for renal growth.

Landsberger in 1877 published the results of his researches
on malignant growths, probably of eongenital origin.

Koch in 1878 issued his dissertation on the origin of sarco-
matous growths of the kidney.

Marchand in 1878 published his important rescarches on
the myo-sarcomata.

Huber and Bostrom also in 1878 drew attention to the
rhabdo-myomata.

Monti, also in 1878, gave an admirable summary of the
then known views as to the origin and nature of these growths, in
(Grerhardt’s “ Handbuch der Kinderkrankheiten.”
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Kocher and Czerny hoth recorded cases of nephrectomy for
growth in 1878.

Geddings in 1878 met with a sarcoma weighing 13 1b. in
a negro girl, ®t. 33

Lossen in 1879 recorded the case of a pregnant woman, w®t.
37, on whom nephrectomy was successfully performed.

Osler in 1879 drew attention to the myo-sarcomata, and
recorded cases.

Barker in 1880 reviewed the question of nephrectomy for
agrowth, and gave tables of the recorded cases.

Whitehead in 1881 performed nephrectomy on a man set. 45.

Israel in 1881 recorded a case of “fungating carcinoma.”

Newman in 1882 gave a résumé of the subject up to that
date, dealing particularly with the more important historical points.

Abeille in his thesis, published in 1883, gave numerous
references.

Bergmann and Kessler, both in 1883, took this question as
the subject for their dissertations.

Grawitz in 1883 published his important paper, in which
attention was drawn to the importance of adrenal inclusions as
a cause of renal growth.

Windle in 1883 published cases of sarcoma, and gave tables
of collected cases.

Alloway also in 1883 drew the attention of American
pathologists to the occurrence of renal growths in children.

Hornaus in 1883 collected the cases in which nephrectomy
had been performed.

Weichselbaum in 1884 carefully deseribed the adenomata.

Sabourin also in 1884 pointed out the association of
adenomatous formations with renal sclerosis.

Paul in 15884 attempted to formulate a more satisfactory
classification, and gave the results of an important microscopical
investigation.

jrosin in 1884 deseribed the congenital myo-sarcomata.

Cremer in 1884 published a case of “cancer” he believed
due to traumatism,

Pughe in 1885 performed nephrectomy for sarcoma.

Godlee in the same year removed the kiduey from a child
nearly 2 years old. There was recovery from the operation,
but recurrence subsequently occurred.

Bieck in 1886 wrote his dissertation on renal growths.
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Ribbert also in 1886 published a paper on myo-sarcomata.

Skene Keith in 1886 performed nephrectomy unsuceessfully
in two cases, one a male @t. G1, the other a female at. 49.

Prudden in 1888 described multiple adenomata of the
kidney.

Newman in 1888 published his work on “ Surgical Diseases
of the Kidney,” in which he collected all the recorded cases of
nephrectomy for growth.

Long in 1888 met with sarcoma in a child @t. 16 months.

Special reference must be made to the admirable thesis of
Gruillet which appeared in 1888, entitled *“ Des tumeurs
malignes du rein.” He gave an execellent bibliography and
tables of nephrectomy cases.

During the last ten years a considerable number of cases
have been recorded, and more or less valuable articles written on
the subject of remal growths. It is impossible to refer to them
here in detail, but reference to them will be found in the hiblio-
graphy. Chief among these, however, may be mentioned the
following .—

Tuffier in 1888 published a useful bibliography of seventy
nephrectomy cases.

Dumont in 1889 wrote his thesis “ On Malignant Growths
in Children.”

Schutz in 1889 published his paper “On the Origin and
Development of Epithelial Growths.”

De Paoli in 1890 ecalled attention to the angio-sarcomata.

Goebel in 1890 wrote a dissertation on the myo-sarcomata.

Beneke in the same year published a wvaluable eriticism on
the different views as to the origin of renal growths.

In 1891 important contributions appeared from Ambrosius,
Horn, and Lusard. Chevalier especially drew attention to the
chief points in connection with surgical intervention.

In 1893 the work of Askanazy, Pick, and Bland Sutton
appeared.

In 1894 important artieles were contributed by Abbe,
Lubarsch, and Sudek. Targett m this year delivered his
Erasmus Wilson Lectures on “ Tumours connected with the
Kidney in Children.”

In 1895, Brock and Ulrick’s papers appeared, and in this
year Fruitnight treated sarcoma in an infant with the so-called
“ erysipelas toxin.”
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In 1896 important papers appeared by Allen and Cherry,
Gatti, Kayser, Lewi, Macweeney, Manasso, Targett, Wentworth,
and Witte.

Among the most recent contributions, special reference
should be made to those of Ricker and Walker, and also Kiuster's
work, © Die Chirurgischen Krankheiten der Nieren.”

A number of very interesting cases will be found recorded
in the ZPransactions of the Pathological Society of London, by
such observers as—

Abererombie, Balding, Ballard, Beadles, Bristowe, Coupland,
Croft, Dickinson, Dowse, Drew, Eve, Fagge, Fenwick, Fisher,
Hebb, Holmes, Leared, Lunn, MacCormae, Malcolm, Moore,
Murchison, Obre, Pollard, Sharkey, Thornton, Trotter, Tyson,
Van der Byl, Weber, Wells, Whipham, Wilks, and Williams.

F'Full references to most of the above-mentioned writers will be found in the
Bibliography at the end of this volume.



CHAPTHER IT.
CLASSIFICATION.

THERE can be no doubt the time is rapidly approaching when a
mere clinical grouping of renal “tumours” must give way to a
division based wupon pathological characters. Sueh a classi-
fication, to be perfectly satisfactory, necessitates a complete
acquaintance with the life-history of each growth. This can
only eome by careful and thorough investigation of individual
cases. A histogenetic arrangement for the time being is to be
aimed at. Beyond details of structure lie truths which, when
more clearly recognised, may lead to a still more scientific
classification, based possibly on an intimate knowledge of
etiological factors and developmental influences. At the
present time our pathological grouping is not always in accord
with clinical facts. It is not uncommon for a new growth,
having a structure which we are accustomed to consider indica-
tive of its local and benign character, to become disseminated,
and the subject dies to all intents and purposes from malignant
disease. In other cases, a growth which, judged from its histo-
logical characters, would be declared most malignant, shows little
or no tendency to become generalised, and with complete removal
does not recur. These difficulties are well illustrated by our
experience of such forms of growth as are often spoken of as
“ adenomata,” “ endotheliomata,” and “alveolar sarcomata.”
Still, at the present time, a grouping dependent on histological
characters seems the most scientific and serviceable. In far the
majority of cases an examination of the miecroscopical structures
will allow one to form a fairly accurate opinion as to the
development of the growth, and to foretell the course of the
case. And yet, as I have endeavoured to show, too little
attention is at present given to the minute structure of these
growths by surgeons, and indeed by pathologists generally.

It is unnecessary to dwell at length on the different classi-
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fications that have been sugeested. Most are mere convenient
arrangements for purposes of desecription. Some are based on
clinical characters only. In many instances, completely different
“ gumour ” formations are brought into close association. Some
include the rare gummata of the kidney, and the more common
caseous nodules of local tuberculosis in their © tumour ” forma-
tions. Many also place “ true cystic disease ™ alongside of cystic
growths. Even Bland Sutton makes the surprising statement
that “the only tumour of the kidney fo which the term renal
adenoma is applicable is that peculiar condifion known as con-
cenital cystic kidney.” True ecystic kidney has a distinct
pathology of its own, and is probably in no way allied to renal
neoplasms, and [ have consequently omitted all reference to it
in these pages.

In 1884, Mr. 'aul of Liverpool, with the assistance of a
number of British pathologists, attempted to place the grouping
of new growths, arising in connection with the urinary system,
on a rational and scientific basis. Their researches certainly
greatly assisted to a more aceurate perception of the nature and
relationship of several of the forms of remal growth, especially
the sarcomata. Mr. Paul's classification 1s as follows :—

1. Or ConGENITAL ORIGIN—
Round-celled.
[ Fibro-sarcoma.
[ Striped myo-sarcoma.
Adeno-sarcoma.
Dermoid tumours.
2. OrF Apvrr ORIGIN—
Cysts.
Cavernous tumours.
{ Round-celled.
| Other varieties?
Cystic.
2 G ks { Tflht'll-‘.l]‘.
Pelvie—Ilike the bladder.

Carcinoma | Cystic.
| Glandular | Tubular,

This grouping was an immense advance on previous attempts,
and has stood the test of years so well, that Dr. Ord even in
1896, when writing his articles on “ Renal Affections,”* practic-
ally adopts the same arrangement, merely adding lymph-adenoma
to the end of the second group.

Sarcoma . -
L]

Sarcoma

1 Peactifioner, London, 1806.
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Mr. Reginald Harrison’s classification, as given in a recently
published work,! may be best described as a eclinico-pathological
grouping. It is as follows :—

1. Or CoNGERITAL ORIGIN—
Sarcoma.
Cystic disease.
Hydronephrosis.
Cavernous tumours.
2, OF PosT-cONGENITAL ORIGIN —
- A bscess.

' Cysts,
Extra-renal. . . . .- Myxo-lipoma.
( Tumours of the adrenal.
{' Hydro- and pyo-nephrosis,
+ Villous tumounrs.
| Carcinoma.
[ Hydatid cysts.
Cystic disease.
Tubercular disease.
Lymphadenoma.
< Syphilitie deposits.
Lipoma.
Fibroma.
Sarcoma, adenoma, earcinoma.
\ Secondary growths.

| AT e R

Glandular and capsular.

Such an arrangement may be useful, but it is far from
scientifie.

Both Mr. Paul and Mr. Harrison lay stress on the division
into the (1) congenital and (2) aequired forms, and such a
separation accentuates very important distinetions. It is very
doubtful, however, if it can be considered perfectly satisfactory.
Some forms of growth developing in adults are without doubt of
congenital origin, in the sense that they arise from inclusions
dependent upon embryonic defects. And some growths oceurring
in childhood may possibly be due to post-natal influences.

Newman’s grouping is perhaps the best hitherto suggested :—

4. Besiy . . 1. Fibromata . . (a) Minute growths (nephritis
interstitialis tuberosa).

(b) Simple fibroma.
(¢) Fibro-cystoma,
() Fibro-myoma.
(¢) Fibro-lipoma.

2. Osteomata !

3. Lipomata.

1 ¢ Twentieth Century Practice of Medicine,” vol. i.



16 CLASSIFICATION.,

4. Hematangiomata.
5. Adenomata . . (a) Papillary.
(4) Alveolar.

6. Papillomata.
B. Maviewaxt . 7. Carcinomata . . (a) Encephaloid.

(b) Seirrhus.
(e) Colloid.
(¢/) Epithelioma.
() Cylindroma.

8. Lymphadenomata.

9. Sarcomata . . (a) Round-celled.

(%) Spindle-celled.
(¢} Alveolar sarcoma.
(') Angio-sarcoma.
(¢) Adeno-sarcoma.
(f) Myo-sarcoma.

(7) Myxo-sarcoma.

The old elinical divisions, however, are not to be wholly cast
aside. They have assisted greatly in the past, and our percep-
tion in the present is in great measure dependent on the light
from former days. DBut grafted on to the elinical divisions must
be a true discernment of pathological differences and likenesses.
At the present time no perfect classification can be suggested.
As a means to a more desirable end, I believe a division very
similar to, if not identical with, that recommended by the Royal

‘ollege of Physicians of London,! in which tumours are classified
according to their strueture and the type of normal tissue they
most closely resemble, would, if generally adopted, soon lead to a
distinet inerease in our present information as to renal growths,
and speedily bring order and knowledge where now confusion
and ignorance exist.

It must be honestly admitted that no perfect classification
seems possible at the present time. As Newman well says,
“ There are equivocal cases which, so far as we know, do not
follow any recognised type, either in their elinical history or in
their histological appearance.” Much further research will be
necessary before our histogenetic classification can be considered
satisfactory. And yet, as Newman says, “ A classification based
on the minute strueture is at present the only one available for
practical men ; it is the only one in which clinical characters of
the tumours justify the anatomical distinetions.”

Especially in the study of renal growths is it necessary to
bear in mind the important fact, well brought out by Bland

1 % The Nomenclature of Diseases,” 1806, p. 335,






CHAPTER IIL
FREQUENCY OF RENAL GROWTHS.

[t is very difficult to obtain reliable data for forming any
satisfactory opinion as to the frequency with which primary
arowths occur in the kidney.

Tanchou, according to Ebstein, found only three examples
among 8300 cases of carcinoma obtained from the mortality returns
of the Department of the Seine during the years 1830—1840.

Mare d’Epine gives the proportion as 0'3 per cent. He
found two fatal cases among 889 deaths from cancer. His figures
are based upon the returns of the Canton of Geneva during
thirteen years.

Steiner, aceording to Ebstein, seems to have found only four
cases among 100,000 children admitted to the Children’s
Hospital at Prague.

Ebstein also states that in Frerich’s clinique at the Charité
Hospital at Berlin, only three cases of renal cancer were recorded
in ten years.

Virchow, from his experience of the examination of malig-
nant neoplasms during four years at Wiirzburg, gives the rate as
05 per cent.

Willigk, from his observations at Prague, gives 4'6 per cent.,
but his numbers are manifestly fallacious, as secondary growths
were evidently included.

lokitansky in 1849 was of the opinion that “carcino-
matous growths occur frequently in the kidneys and in the
primary form.” He noted the co-existence of growth in the
kidney and testicle of the same side.

Morris, in an investigation of 2610 post-mortem inspections,
found five primary and twenty-five secondary cases of malignant
disease.

As indicating the comparative rarity of primary renal
growths, Dr. Rolleston tells me he has only met with one
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example in six and a half years at St. George’s Hospital ;
although, in the ten years 1880-1890, five cases were met
with in the pathological department.

In a careful search through the pathological records of our
hospital of the last 4505 cases, I can only find reports on nine
cases of primary renal growth. This gives a proportion to all
cases dying from very various causes of 0°19 per cent. This
does not include recent cases where the growth has been removed
by operation.

Among 1400 cases examined, while pathologist to the Man-
chester Royal Infirmary, six cases of primary renal growth have
come under my observation. This would give a percentage of
0-42. I have recently had opportunities of investigating a
further case of growth removed by operation by Mr. Thorburn
at the Infirmary; also specimens of congenital sarcoma from a
patient of Dr. Wilkinson's.

With regard to the proportion between these cases of primary
malignant growth of the kidney and malignant disease elsewhere,
the percentage is between 2 and 3 per cent. Possibly this may
be a little high, as I believe my experience has been somewhat
exceptional ; but for a large general hospital, where a certain
proportion of children are admitted, it is perhaps not much too
high.

As indieative of the relative frequency of the different
forms of renal growth, I believe no returns of sufficient accuracy
are at present forthcoming.

In England and America, at the present time, it seems
customary to consider sarcomata much commoner than carcinom-
ata. This is probably a correct view. I am econvinced, how-
ever, from my own experience, that it is often quite 1mpos-
sible to differentiate between these two groups without careful
microscopical examination. This I have proved again and again.
One case which macroscopically seemed to me undoubtedly a
sarcoma, from its distribution and gencral characters, I found,
on examining with the microscope, was a very typical papillifer-
ous cyst-adenoma. The malignant adenomatous growths often
resemble the sarcomata in their naked-eye characters. Many
of the illustrations in this volume eclearly indicate the im-
possibility of ascertaining the essential nature of a growth with-
out careful histological examination. After a little personal
experience, one may well excuse much of the confusion that
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has arisen in the past between these different forms of growth,
when minute examination was often impossible. Even with
our modern methods of investigation, it is by no means always
easy to distinguish between the different varieties, and not
infrequently skilled pathologists differ considerably in their views
as to the precise nature of these growths.

Minges, in an analysis of sixty-two cases, gives the propor-
tion as follows—thirty sarcomata, thirty carcinomata, one
adenoma ; one fibro-cystic growth. Twenty-one of the carcino-
mata were described as * encephaloid cancer,” but probably most
of them should be placed under the sarcomata.

I have attempted to roughly group a number of ecollected
cases under the published headings; and the result, although of
no real value, may not be without interest. @A very large
number of the * carcinomata "—and under this heading I have
placed all those termed *cancers”—are undoubtedly sarcomata.
Many of the old cases are simply spoken of as “ malignant,”
“ fungus hematodes,” or “ encephaloid.”

In 306 cases oceurring in both sexes at all ages, the propor-
tion is as follows:—115 sarcomata, twenty-two myo-sarcomata,
142 carcinomata, fifteen fibromata or lipomata or mixed, and
twelve adenomata.

The benign forms of growth are so rare, generally so limited
in extent, and usually give rise to such slight general disturbance,
that, in comparison with the malignant varieties, they are of but
little significance.

Proportion of primary to secondury growths— In the earlier
cases sufficient care was not always taken in distinguishing
between primary and secondary growths. In this way many of
the figures generally given are palpably erroneous.

Primary renal growths are, as compared with growths gener-
ally, rare. Secondary involvement of the kidney is also com-
paratively infrequent.

In order to ascertain the proportion of cases in which
secondary deposits oceur in the kidney, I have analysed a number
of cases which have come under observation in our pathologieal
department during the period I have acted as pathologist.

Among 1400 cases [ have collected 195 of malignant
disease. This gives a percentage of nearly fourteen for malignant
disease, as compared with all forms of disease as met with in a
large general hospital. Doubtful cases bhave been excluded. I
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have also passed over the cystic growths of the ovary, and have
omitted some exceptional cases — such, for instance, as two
examples of growth of the pituitary body associated with acro-
megaly. These 195 cases may be roughly divided into sixty-nine
sarcomata and 126 earcinomata. I use the term *ecarcinoma ”
here in its widest sense, and include all epitheliomata. It
seems unnecessary to further divide these growths for present
purposes.

Of the 126 carcinomata only ten presented secondary deposits
in the kidneys. Of these ten, in seven there was undoubted
secondary deposition. In two the involvement was so slight as
to be considered somewhat doubtinl. In one the renal affection
was apparently due to direct extension. In only two were both
kidneys affected. The right was clearly involved in four, doubt-
fully affected in two, and invaded by direct extension from the
liver in one. In one case the left kidney only was affected.
Of the ten cases all were adults, the average age being nearly
48. As regards sex, six were males, with an average age of
49, and four were females, with an average age of nearly 46 years,

Of the sixty-nine sarcomata ten presented secondary deposits
in the kidneys. Of these ten, in eight there was undoubted
secondary deposition. In two the inveolvement was apparently
due to direct extension. In one case the kidney was atrophied,
but uninvolved by growth, although its ureter was infiltrated
with sarcomatous tissue. In six both kidneys were affected.
The left was alone involved in three, but in one of these it
appeared to be affected by direct extension of the growth. Of
the ten cases all were adults. The age was obtained in eight,
and averaged nearly 40 years. As regards sex, six were males
and four females,

In the earcinoma cases the primary growth was situated in
the stomach in four, in the pharynx in two, in the wesophagus in
two, and one each in uterus and lung,

In the sarcoma cases the primary growth was situated in
the mediastinum in five, and in abdominal, retroperitoneal or
pelvic glands in five.

These figures tend toshow that the kidney is an organ which
is but seldom involved by secondary growth. Of the 126
carcinomata, the primary growth originated in the alimentary
canal in eighty-nine, but of these only eight showed deposits in
the kidneys.
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We can therefore venture to say that secondary deposits are
met with in the kidney in about 8 per cent. of all cases of
carcinoma and nearly 14} per cent. of all cases of sarcoma.

Secondary deposits do not usually reach any considerable
size, and are generally not numerous. The kidney differs in this
respect very greatly from the liver.

Primary malignant growths are usually unmilateral, while
secondary are generally, although by no means always, bilateral.
The latter do not as a rule give rise to symptoms independent
of the primary growth. Generally they are only detected at the
autopsy.

teginald Harrison gives it as his opinion that “secondary
sarcoma and carcinoma are less frequent in the kidney than in the
lungs or liver, and the growths rarely attain sufficient size to
seriously impede the functions of the organ, except in the case
of the direct infiltration of a neighbouring tumour.”

Fri. 1.—Melanotic sarcoma of kidney.  External surface of one-half of kidney,
showing a number of secondary melanotic growths, varying in size from a
pin's head to a pea.

Wood and Fitz state that © secondary cancer owes its origin
to disease in the vieinity, and particularly to primary malignant
disease of the testis.” They also add that *the right kidney is
more often diseased than the left in secondary cancer of the
kidney.”

Secondary melanotic sarcoma occurs in the kidney oceasionally.
Some time since I examined a growth originating apparently in
a small pigmented wart. It proved to be a melanotic sarcoma.
The patient, a young female, died from more or less general
dissemination, and Mr. Coats, the patient’s medical attendant,
informs me the kidneys contained numerous pigmented nodules.

In our College Museum we have a beautiful example of
secondary melanotic sarcoma, the nodules being very numerous
and scattered through the kidney,.and varying in size from a
pin’s head to a pea (Figs. 1, 40, 41).



CHAPTER IV.
ETIOLOGY OF RENAL GROWTHS.

THE origin of renal growths, like that of growths elsewhere, is
very obscure, and shrouded in mystery. We are almost com-
pletely ignorant of the true etiological factors.

Certain influences may, however, be mentioned, although
with some it is difficult to know to what extent they should be
considered as more than merely predisposing.

Embryonie defects—The development of the kidney is highly
complex, and it is very probable that mal-development may lead
to unnatural activity in certain of the abnormally environed
cells. It would appear to be almost impossible to explain the
presence of certain elements in these growths without reference
to the evolution of the organ.

The urinary and generative organs, according to Schiifer’s
deseription, in the last edition of Quain’s “ Anatomy,” originate in
connection with the intermediate cell-mass: “A portion of
mesoblast, which 1s seen in sections of the early embryo, lying
between the para-axial mesoblast and the pleuro-peritoneal eleft,
and abutting against the external epiblast.” The permanent
kidney arises—(1) As protrusions from the posterior end of the
Wolffian ducts—these form the ureters and part of the collect-
ing tubules; (2) from portions of the intermediate cell-mass
posterior to the Wolffian bod v—rthese form the convoluted tubes,
the Malpighian bodies, and the remaining parts of the uriniferous
tubules.

Cohnheim seems to have been the first to suggest that certain
growths met with, especially in infants and young children, are
due to a faulty segmentation of the pro-vertebral somites, where-
by some cells become included with those of the primitive
kidney.

Eberth strongly supports the view that sarcomata develop
from heteroplastic remnants of the Wolflian bodies.
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There can be but little doubt that some of these sarcomatous
growths develop during feetal life, and, existing in the renal tissue
at birth, quickly develop and manifest themselves clinically.

Cohnheim’s suggestion of embryonic inclusions is strongly
borne out by such observers as Wentworth, Osler, Gardner,
Jacobi, Kocher, Little, Monti, and Williams, who have deseribed
growth present at birth. Geddings and Landsberger have met
with sarcoma in 7-months fatuses. The fact that most of
these growths develop within the first few years of life is also
in favour of this view.

Mr. Targett also strongly supports the Wolffian origin of
certain of the renal growths. The Wolffian bodies atrophy from
before backwards,and hence the part nearest to the kidney would
be the last to disappear, and therefore most likely to become
included. It is also stated that the Wolffian bodies are less
used up in the female, explaining, as my statistics as regards
young subjects would seem to show, the somewhat greater
liability of the female sex to the development of renal growths.

But little information is forthcoming as to the exact site of
the congenital growths in the kidney. Should they prove to be
most frequent at the cephalic end, or towards the ventral surface,
this would be an additional argument in favour of their Wolflian
origin. It is interesting to remember that, as Mr. Targett has
so elearly shown, crowths in connection with the hilum in
children are more likely to contain musele cells. Possibly they
may be derived from the myotomes in close contact with the
developing ureter. The growths arising in the cortex are more
likely to have a glandular structure. This is suggestive of an
origin from the Wolffian body. Rudimentary glomeruli are said
to be abundant in the Wolffian bodies. Some of the congenital
erowths have presented similar structures.

[n some instances it seems very possible that embryonic
inclusions may lie dormant until later periods of life, and then
under influences at present unknown commence active growth.

We are indebted to Manasse for one of the best studies on
the histogenesis of renal crowths.

In recent years the researches of Grawitz and others, to
whom I shall have to allude later, have clearly shown that
crowths, generally of an adenomatous type, arise from adrenal
inclusions or accessory suprarenals.

These adrenal inclusions, or “rests,” as they have been
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termed, may, as Ziegler and many other pathologists believe,
under certain circumstances take on indefinite growth, and
manifest such characters as we are wont to associate with the
designation “ malignant.”

Sudeck and others have thought it possible that certain of the
renal growths may arise from “rests” of hepatic origin. It is
also reasonable to believe that separated fragments of renal
parenchyma may become the seat of indefinite growth.

Heredity.—As far as can be gathered from recorded cases,
hereditary predisposition to remal growth is by no means a
marked feature. No stress need be laid upon it, and for purposes
of differential diagnosis it is useless.

It is true, however, that in some few instances a distinet
family history of malignant disease has been noted, but, consider-
ing the frequency of malignant growth in some parts of the
body, such association is not surprising.

Ballard gives the case of a lady, wt. 70, who died from
“encephaloid cancer” of the kidney. Her daughter, ®t. 40,
died from cancer of the tongue; and a son about the same age
had malignant disease of the leg, necessitating amputation.

In Beadles’ case of primary renal growth there was also a
strong history of neoplasms in the family.

Walker, in an analysis of 145 collected cases of sarcoma in
children, found only eight with any family history of malignaney.

Striitmpell mentions a case where two brothers were affected.

Traumatism.— Considering the deeply-placed and well-pro-
tected position of the kidneys, it would seem most unlikely that
these organs should be affected to any considerable extent by
external mechanical irritation.

A number of writers, however, have sought to connect the
development of growths with blows or other injuries. The
association is, without doubt, in most instances nothing better
than a coincidence. Many persons, anxiously seeking for the
explanation of so striking and seemingly unreasonable an occur-
rence as rapid development of a “ tumour formation,” eagerly seize
on any trivial injury received, as a sufficient explanation for its
origin. In many of the recorded cases, I feel convineed that the
blow or injury received did little more than draw attention to
the part, and so led to the detection of an enlargement which
doubtless had been present for some time previously. In some
instances it would seem as though the trauma might have pro-
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duced some contusion of the growth,and so led to hiematuria, pain,
and possibly more rapid development. In some of the cases
where fraumatisimn has been the alleged cause, the growth has
not appeared until some years after the injury. In most of
the recorded cases, any etiological relationship is exceedingly
doubtful. Still, traumatic malignancy is known to occur else-
where in the body ; and it is possible that in some exceptional
instances it may account for the rapid development and advance
of some renal growths.

Chomet, as far back as 1829, met with a case of * ecancer ”
which was considered to have been due to a blow.

Bright ! records the case of a young woman who {fell
downstairs while pregnant, striking her side somewhat severely.
Soon after her confinement a tumouwr was noticed in the right
hypochondriac region.  After death, a large “ encephaloid
tumour ” of the right kidney was found united to the colon and
duodenum.

Brinton in 18357 recorded the case of a man, ®t. 40, who
“ricked ” himself on the right side, and for two days his urine
contained blood. Eighteen months later he discovered a swelling
in his abdomen, which proved to be a malignant growth of the
richt kidney.

Manzolini in 1856 reported the case of a boy who was
kicked on the left side. Hamaturia oceurred, and lasted
fourteen days, and a distinet enlargement was detected shortly
after.

[n the case of a man, wt. 36, met with by Andrew in 1877,
and described as “ cancer,” there was a history of traumatism.
Distinet tumounr and hamaturia existed for fourteen years, and
death ultimately took place from phthisis. From the deseription
of the specimen, it seems probable that the renal enlargement was
due rather to chronic tuberculosis than new growth.

Jerzykowski records the remarkable case of a lady who fell
down a number of steps. She had hsmaturia for some weeks.
After six months a tumour was noticed, which gradually in-
creased in size and led to death, eighteen years after the fall,
from “eareinoma ” of the kidney.

In Vogelsang's case of sarcoma, oceurring in a girl of 3, a fall
was considered to be the exciting cause.

In Elben’s case the growth was also aseribed to traumatism.

L (Fuy’s Hosp, Rep., London, 1839, vol. iv.
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Davis and Lawson met with a growth oceurring in a woman,
at. 49, and first noticed shortly after a fall. In one of Alloway’s
cases there was also a history of injury. Chapman has recently
recorded two cases in which there was a distinet history of
injury to the affected side.

Walker states that out of the 142 cases of sarcoma in
children, tranmma was noted in thirty, consisting prineipally
of falls, kicks, strokes in the side, jumping, and {right;
and even violent vomiting is made responsible for three
instances.

Rindfleisch seeks to explain these cases by injury done to
the regulating nerve fibres, thus permitting abnormal growth.

Cases might doubtless be multiplied, but they are very
probably of no scientific value and of comparatively little
practical service.

Calenlus—The view that there is an etiological connection
between cancer and caleuli merits consideration.

Renal ealeuli have been met with in association with growth
in a number of cases, and many authors hold that there is
sufficient evidence to indicate a elear etiological connection. In
the case of gall stones and growth of the gall bladder, such a
relation undoubtedly oceurs. I myself have met with a number
of examples.

Certainly chronie irritation in many parts of the body leads
to malignant disease, and there seems to be no reason to doubt
but that in certain cases the presence of renal caleuli may lead
to the development of morbid growth in the pelvis, or perhaps
even in the parenchyma of the kidney.

Bright recognised the co-existence of renal calculus and
“ cancer, and mentions a case.

Eves in 1854 met with a larce “ encephaloid cancer ” of the
left kidney, weighing 3 to 4 1b, in a man of 38. The right
kidney contained a phosphatic calculus.

Brodeur records the case of a female, @t. 36, in whom a
caleulus was considered to have led to the formation of a
eylindrical-celled epithelioma.

Walsham, at a meeting of the Pathological Society of London,
mentioned a remarkable instance where epithelioma was present
in a case where he performed nephro-lithotomy for ecaleulous
pyelitis. He also referred to a similar specimen in the Museum
of St. Bartholomew’s Hospital.
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MacCormae has also met with epithelioma in association
with caleulus.

Morriz mentions the case of an old man of 76, where the
growth weighed 49 oz and contained irregular ealeuali, which he
considered had probably been the exciting cause.

A number of other cases where caleuli and growth were
associated have been recorded by Coupland, Cullingworth, Davy,
Dickinson, Eves, Gluge, Hartmann, Israel, Jessop, Lueas, Moore,

apavoine, Pollard, Rokitansky, and Schuppel. Full references
to these authors will be found in the bibliography.

In the Museum of Guy’s Hospital there is an interesting
specimen (1652), where a villous carcinoma has developed in an
organ, the seat of hydronephrosis and caleulus. In the same
collection there are several other preparations showing the
association of growth and hydronephrosis.

Butlin seems to endorse the view as to the etiological con-
nection, for he says *the frequency with which renal caleulus
has been found in cases of renal cancer has led to the belief that
cancer is induced by the presence of caleulus.”

Wilks, Frerichs, and other well-known pathologists also
regard caleulus as a causal agent in some cases.

Morris goes so far as to say that “renal calculus and injury,
and the irritation of pyelitis or retention of urine, are the most
frequent exciting causes.”

It seems clear, however, that ealeulus ecan only very excep-
tionally lead to mnew growth. I have met with a consider-
able number of cases of renal lithiasis, but in none was there
any indication of growth. In the cases of remal growth which
have come under my notice, there was no evidence of calculus.

In none of Walker’s 145 collected cases of renal sarcoma
in children did any caleulus precede the growth. In one a
wandering kidney was noticed some months before the develop-
ment of the growth,

In some of the recorded cases it is very probable that the
stone was secondary in formation, and in some instances this has
been the opinion of the reporter. In some instances the calculus
has been stated to have been of a phosphatic nature.

General conses—Little can be said respecting the other
causes which have been alleged as instrumental in the develop-
ment of renal growths,

Morris says: “ Sometimes a malignant growth is engrafted
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upon a serous cyst.” BSuch a statement would appear to be
difficult to prove. I know of no case which would seem to
warrant it.

Ordinary chronic inflammatory conditions of the kidney
appear in no way to predispose to the development of malignant
disease.

The multiple adenomatous formations, deseribed by Sabourin
as oceurring in eonnection with cirrhosis of the kidney, hardly
come within the grouping of true growths, and are more of the
nature of a simple hyperplasia of the renal cells. An analogous
condition I have met with in the liver in the form of the so-called
“nodular 7 or “adenomatous” cirrhosis.

As far as I have been able to ascertain, growths are not
specially prone to develop in kidneys showing any of the ordinary
malformations. [ have met with a number of horseshoe kidneys
and other abnormalities, but in no instance was there any
evidenee of growth.

Walker, in his 145 collected ecases of renal sarcoma in
children, found that in five instances the malignant growth was
preceded by one of the exanthemata. It is possible, as Weigert
has suggested, that such oceurring in a subject where the kidney
contains foreign tissue, the latter may be stimulated to pro-
liferate by the irritation of the disease, and, the inhibitory in-
fluence of the kidney being lowered, the abnormal growth is
enabled to develop.

The view that these neoplasms may be the result of parasitic
invasion has but little support from pathologists of the present
day.

PREDISPOSING INFLUENCES.

Brief reference may be made to eertain influences which
appear, although perhaps only remotely, to predispose to neoplastic
development :—

FRaece.—On the influence of racial characters we have but little
evidence. As far as is known, race would appear to have no
influence in the development of renal growths. Several cases
have been met with in black subjects. Geddings records the
case of a mnegro girl, @®t. 34, where a sarcoma reached the
weight of 131 1b. Ferreol also met with a growth in a negro
child.

Sex—Almost all authors agree in stating that malignant
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growths of the kidney are met with oftener in the male than in
the female. Roberts says: “ The male sex is considerably more
liable to renal cancer than the female.” Of sixty-six cases, he
found forty-seven to be males and nineteen females. Of twenty-
four children, fifteen were boys and nine girls. Of forty-two
adults, thirty-two were men and ten women.

Walshe also states that males are more frequently affected
than females, in the proportion of three to two.

Snow says : “ Males appear slightly more liable than females
to cancerous growth in the kidney in both the periods of life at
which these prevail—old age and infaney.”

Ebstein, in fifty-six cases, found thirty-eight to be males
and eighteen females. Among children he found but Ilittle
difference. Of fifteen subjects, eight were boys and seven
girls.

White and Martin, quoting Senator, state that of 305 cases,
199 were males and 106 females : while of ninety-six children
under 10, fifty-eight were boys and thirty-eight girls.

Of Walker’s 130 sarcoma cases, fifty-five were boys, fifty-
one girls, and of twenty-four the sex was not stated.

Of the cases which have been met with in the post-mortem
roomn of our hospital, the majority have been males.

In order to obtain more accurate evidence on this point, I
have collected and analysed 142 cases, including those which
have come under notice in our pathological deparfment. The
result is indicated in the following table :—

INFLUENCE OF S8EX AT ALL AGES.

Hex. i Mo, of Cases, Per Cent.,
Males . : 2 | 70 49-29
Females : : T2 a0-70

These numbers are somewhat in opposition to what has
generally been taught. The cases have, of course, not been in
any way specially selected. Apparently the supposed greater
frequency of growths in the male is not in accordance with
facts. Indeed, there seems to be no clear reason why one sex
should be more liable to be affected than the other.

Bireh- Hirschfeld, however, claims that these growths do
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oceur more frequently in girls, and he endeavours to explain it
by the earlier disappearance of the Wolffian body.

In order to ascertain the influence of sex in young subjects, 1
have tabulated sixty-six cases in which growth was met with below
10 years of age, and the result of my analysis 1s as follows :—

INFLUENCE OF SEX IN INFANCY AND CHILDHOOD.

| Hex. No. of Cases, ' Per Cent.
! Ld - Fhe ISP
] e S S T 80 | 4545 '
| |
| Female ' : 36 hd-Dd I
|

For an indication of the influence of sex in active and adult
life, I have grouped twenty-three cases, occurring between 21
and 40. The numbers come out as follows :—

INFLUENCE OF SEX IN ADULT LIFE BETWEEN THE
AGES OF 21 AND 40.

Hex. ]l No. of Cnses. ' Per Cent.
— — . - I = - . - - — —
Male : ; | g 24-78
| |
Female . 15 G521

Above the age of 40, malignant disease again becomes more
frequent, and of forty-six cases the proportion of the sexes is
indieated as follows :—

INFLUENCE OF SEX AT AGES ABOVE 40 YEARS.

Hex, | Ao, of Cases. Per Cent.
Male . : : o7 5860
Female ; . 14 4130

The influence of sex in connection with the ditferent forms of
growth is very difficult to estimate with the present uncertainties
as to the nature of many of the growths. It is quife impossible,
in a very large number of the recorded cases, to venture on any
accurate grouping. I have, however, attempted an analysis of
some 138 of the cases, but make no c¢laim for their being strictly
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comparable. The results may, perhaps, be of passing interest if
nothing more :—

INFLUENCE OF SEX IN DIFFERENT FORMS OF GROWTH.

Probable form of Growth. | ek, | No. of Cages. | Per Cent.

yob. Sim i Male. 31 S8-75
Bamdeient el BE L Female. 49 6125 !

P (| Male | 10 5852

: Myo-sarcoma . g Female, _ 7 4117

Tt il Male. : 26 6341

arcinoma * ° \| Femal. | 15 3658

= —_— - L

The exact proportion between the sexes at different periods
of life must at present be left open until a sufficient number of
individually investigated cases shall allow of sufficient data being
available. :

Age.—The relation of the age of the subject to the develop-
ment of growths is a question of much interest in throwing light
on at least one large group of these new formations.

It is generally stated that renal growths oceur particularly in
early childhood and in advanced life.

Walshe in 1846 published the following table, which
shows the ages at which thirty-one ecases died from so-called
“ cancer ” —

Age, No. of Cases,
0— 1 year ; : : : 1
1- 2 years 1
2—9 0

10-19 . 1
20-29 ,, 5]
30-3% ., : : : g 3
40-49 |, : : : : 1
50-59 ., : : . - 10
60-69 ; : : = 9
TO=T9 ,, . ; g : 3

Setting aside the two cases occurring before the tenth year, he
found the mean age at death in the twenty-nine remaining
cases to be 52-14 years.

Rohrer states that of all cases, over one-third oecur in
childhood. Of 115 collected cases, thirty-seven oceurred before
the age of 10 years, and thirty-one of these were below 5 years.
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Mr. Paul, writing in 1893, says: “ Between the ages of 5 and
30, malignant disease of the kidney is extremely rare. Cases
are certainly on record, but they are only very occasionally met
with. I have seen many on each side of this limit, but never any
within it.”

Pick says, 60 per cent. of all cases are met with below 5
yvears of age.

Ebstein gives the following table of his collected cases:—

Aze, No. of Cases,
Under 1 year 3
1- 5 years . : : : 11
5- 8 : : . : 4
16 1
21-30 ,, 3
S1-40 .. 6
11-50 e R 5
51-60 ., : . i : 10
61-70 ,, 16

Basham, writing in 1862, says: “ Cancerous or malignant
disease of the kidneys occurs for the most part in the middle or
later period of life.”

Roberts gives the following tables. Among twenty-five
children under 10, the cases were as follows :—

Age. No. of Cases.
Under 1 year 2
~ 1- 2 years G
2- 3 , 6
3—-5 8
=8 4 2
10 =, 1

In thirty-six adults the distribution was as follows :-—

Age. No. of Cases.
19 years 1
20-30 , if
30-40 )
40-50 4
50-60 ., 9
60-70 .. t
Above 70 ,, 1

Newman gives a slight enlargement of the numbers com-
piled by Labadie-Lagrave, from figures which were taken from

3
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several authorities who had themselves collected their cases.
He points out that if these returns be taken collectively, they
show that 48 per cent. of the cases occur under 10 years of
age. The succeeding 30 years claim only 19 per cent., while
the remaining 33 per cent. occur in individuals between the
ages of 40 and 70 years.

Ebstein in fifty-two of his collected cases found twenty to be
children.

Roger Williams, speaking of renal growths in young subjects,
states that “ tumours of this kind are invariably sarcomatous,
although in the older reports they are often deseribed as
“ cancers, owing to the occasional presence of epithelial structures
of simple tubular or papillary eystic type in the sarcomatous
matrix.”

White and Martin give the following table from Senator —

Age, No. of Cases.

0-10 years : g : 2 kB
10-20 , : : . ; 15
20-30 e .
30-40 ,, : . : : 45
40-50 ,, : : ; : 42
H0-60 | - . = : 496
60-70 ,, : : : : a7
T0-80 .. o I
459

Monti, from an analysis of fifty cases in young subjects,
gives some interesting figures as regards the frequeney in infancy
and childhood. The following is his table :—

Age, No. of Cases,
2 months . : : : : 1
3 o - - : : : 1
4 = ; ; : : ; 1
H 5 1
T = 2
1] 3
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With a view to ascertaining more exactly the influence of
age, I have analysed 160 collected cases of what appeared to be
undoubted malignant growth, although of course of different
varieties.

The result is indicated in the following table :—

No. of No of

Age, (fases, Ape. Cases.
Stillborn . : : : 1 Brought forward, 99
2— 3 months . 1 35-36 years : : 1
-4 1 36-37 ,, 2
B=l 1| 3T=38" %, 4
B 2 | 38-39% 3
=8 . 1 39-40 , 2
u-10  ,, 3 | 40-41 1
10-11 1 42-43 |, 1
11-12° ., 1 | 44-45 3
1- 2 years R I 1 4
2-3 16 45-49 3
3-4 15 49-50 ,, 2
-5 6 50-51 .. 3
5- 6 ,, 6 51-52 ,, 2
-8 1 253 e 6
gRa il 3 53-54 ., 1
18-1% , 1 H4-55 1
19-20 1 56-57 ,, 3
20-21 e T D R 2
9129 3 | 585 ., 4
24-35 1 | 59-60 ,, 3
25-29 |, 1 60-61 |, 9
20-30 , 1 62-63 ,, 1
30-31 , 1 64-65 ,, 3
J1-32 ,, : : : 1 65-66 ,, 5 : : 3
32-33 : : : 1 6Y-70 ,, - : - 1
34-35 ,, 3 o,
- Total . . 160

Carry forward, 99

Jacobgon states that sarcomata oceur in children hefore 10
years, and usually much earlier, before 5 years. Carcinomata
are usually met with in persons past middle age.

Roger Williams says that © next to the eye the kidney is
the locality in infants whence malignant neoplasms most
frequently arise.”

My investigation would seem to show that while the years of



INFLUENCE OF AGE. 37

adolescence are almost exempt from the tendency to develop
renal gruwths, infaney and childhood are the particular periods
when such oceur. In young adult life growths are rare, becoming
more frequent towards the end of mature life. In old age they
are not common.

It will be noted that eighty-four out of the 160 cases, or
over 52 per cent., oceurred below the age of 10 years. No less
than seventy-four were met with below 5 years.

Some pathologists have denied the occurrence of malignant
growths in the feetal kidney, but the researches of Jacobi,
Paul, and other observers already mentioned have clearly shown
that such are actually met with. Growths have not only been
found at birth, but have been observed in stillborn premature
infants. Through the kindness of Mr. Paul, T have been enabled
to give an illustration of a sarcomatous growth met with in a
seven-months’ feetus (Fig. 20),



CHAPTER V.
GENERAL CHARACTERS OF RENAL GROWTHS.

BEFORE proceeding to the study of the different forms of renal
growth, it may be best briefly to refer to several of the more
immportant of the general characters of these formations.

Nize, weight, and extent.—The growth may be so small as to

Fic, 2.—Malignant adenoma in a child. Weight, after hardening in
spirit, 8 1b. 9 oz.

be undetected by physical signs indicative of any enlargement of
the kidney, and yet lead to death from hwemorrhage. This, how-
ever, is exceptional. Oecasionally a growth is found accidentally,
in a patient dying from injury or some disease in no way con-
nected with the kidney. In one of our hospital cases, a man,
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wt. 52, dying from cerebral disease, a growth was found in the
leit kidney, of the size of a large walnut. Generally, however,
the growth more or less rapidly reaches a size appreciable on
palpation. In some instances the size and weight is enormous,
and in extent it may almost fill the abdominal ecavity before
proving fatal. As a rule, it is both comparatively and absolutely
largest in children. In one of our museum specimens the growth
occurring in a child was as large as a man’s head.

In a case of bilateral myo-sarcoma, which I have recently

F16. 3.—Malignant adenoma ocenrring in a child, = Growth (indicated as a
whole in Fig. 2) has been divided and the parts separated.

investigated for Dr. Wilkinson, oceurring in an infant of one
year, the richt kidney weighed 6 lb. 12 oz and was 8] in. long.

Roberts found the weight in fifteen adults averaged 9% Ih.
Spencer Wells mentions the case of a child of 4, in whom
the growth weighed 16 to 17 1b.

The size and general appearance of a huge malignant growth
met with in a child, and presented to our College Museum by
Dr. Hutton, are shown in Figs. 2 and 3.
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Abbe records a case which, after it had been growing for only
six weeks, weighed Té 1,

According to Morris, the Middlesex Hospital Musenm con-
tains the left kidney of a boy of 8, who, together with the tumour,
weighed 1351 1b., the growth contributing 31 1b. of this.

The size and extent are points of very considerable import-
ance to the surgeon. Cases have been operated upon, where the
growth exceeded 30 oz, by Albert, Barker, Homans, Lucke,
Walcott, Wells, and others.

Reczey removed a carcinomatous kidney weighing 8 1Ih.

[t is usually stated that growths may reach the weight of
30 Ib. in children and 40 1b. in adults.

In fifty-one cases, which I have tabulated on this point, I find
the following results come out :—

WEIGHT OF MALIGNANT GROWTHS.

'
Form of Growth. i Sex. No. of Cases, Average Weight. il
#

L /| Males. | 17 100 oz. ,
Sarcoma. | | Females, | 19 108 ,, |

I {| Males. 10 a0l .

| Carcinoma. . *1| Females. 5 |i B

|

[ have attempted to indicate the influence of age on the
weight of the growth in the following table :—

Mo, of Cases, |  Average Age. Average Weight of

yrovth
el | S . = .
Twenty-four below 10 years. | 3 vears. | 124% oz. '
Ninetesn above 21 years, | i 8,

In the case of ten children at or below 2 years of age, the
average weight was 63 oz

The actual size thus varies immensely. Sometimes the growth
may appear to fill the whole abdominal cavity. Rindfleisch con-
sidered that cancerous kidney growths might attain the dimen-
sions of 12 by 6 in.

Walker, in his analysis of 145 cases of sarcoma in children,
found the tumour varied from the size and shape of a normal
kidney up to a huge pyriform and oblong oveidal. It measured
from 3 x 2 x 2 ems. up to 50 x 40 x 30 cms., the average being
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15x 11 x 9 cms. Weight and size ranged from that of a hazel-
nut up to 364 1b. In Abbe’s case the tumour weighed 71 1b.,
the remaining child 15 1b.; in Mackenzie’s, the tumour 22 lb., the
remaining child 39 1b.; in Buchanan’s, the tumour 6 lb., the re-
maining child 10 Ib.

Shape.—1In a large number of the cases the general outline
of the kidney is retained. When the tumour is distinetly reni-
form without irregularities or notehes, and especially when oceur-
ring on the left side, the shape may prove of some assistance in
diagnosis.

Frequently the mass presents no resemblance in its outline

; ....*.. .
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Fic. 4.—Sarcoma, removed by nephrectomy from man st 45, Weight, 8 oz ;
length, 5% in.; breadth, 3% in. Extensive growth towards left. Adhesious
between kidney and adjacent structures.

to the kidney. It is often irregular, and the nodules or bosses of
extending growth may sometimes be felt through the abdominal
walls.

The variation in shape depends mainly on whether (1) the
growth is irregular in its distribution and rate of increase, when
nodules are usually present; or (2) more or less uniformly
infiltrating and diffused through the kidney, when a smooth and
distinetly reniform mass results ; if (3) eystie, it is probable that
the tumour will be irregular, the eystic portion usually projecting
beyond the more solid parts.

The accompanying illustration (Fig. 4) of a specimen in the
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Museum of the Manchester Royal Infirmary shows how an organ,
although extensively involved by growth, often tends to retain
more or less of its normal form. The kidney was removed by
nephrectomy by Mr. Jones from a man wt. 45, whose chief
symptom had been hmmaturia and pain lasting eight months.
The organ was increased in size, and at one end the seat of
extensive growth.

Colour.—The differences in colour depend mainly upon the

s
e
-

Fic. 5.—Sarcoma, Weight, 17} oz.; size, 7 in. by 44 in. A little renal cortex
remaining at lower end. Stroma divides growth into irregular areas
filled with soft growth. At upper end, mass of growth size of orange, of
exceedingly soft, spongy consistency, with little or no trabecular framework.

varying vascularity and the occurrence of degenerative changes.
Sometimes the growth appears of a yellowish-white colour. In
others it has a mottled pink or plum-coloured appearance. In
some of the cases T have met with, dark purplish areas alternated
with lighter-coloured yellowish-pink patches. In some instances
the thin-walled vessels giving way allow of considerable hzmor-
rhage into the soft texture of the growth. The extravasated
blood undergoes changes, and thus are obtained ecolours varying
from red, ruddy-brown, to yellow and ochre. In some of the
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forms of growth a yellowish white appearance may be met
with.

The Museum of the Royal College of Surgeons contains a
specimen (3594), obtained from the collection of Mr. George
Langstaff, in which the kidney is filled and blackened with
melanotic deposit, although not altered in size or form.

Consistency.—-This varies considerably. Usually the growth,
especially when sarcomatous, is soft and of the consistency of
brain tissue. The old writers have likened it to the milt of fish.
In some cases the growth may be semidiffluent. Often it has
a sodden, cedematous, or gelatinous appearance.

In the case of some adenomata and carcinomata the new
growth may be fairly dense, firm, and elastic.

The illustrations (Figs. 2 and 3) from photographs of a

Fic. 6.—Half of kidney with malignant growth at one end. Central parts of
growth have softened to form irregnlar nodular walled cavity.

remarkable adenomatous growth, from a child, presented to our
museum by Dr. Hutton, illustrates very clearly the fact that even
these rapidly developing growths, in young subjects, may be of
a more or less dense and solid consistency. Microscopically, the
growth presented a typically adenomatous structure.

A considerable number of renal growths bave a more or
less trabeculated arrangement. In some instances the growth
presents almost a honeycomb appearance. More frequently
the stroma has an irregular distribution, and forms spaces,
varying vreatly in size and shape, which are packed with cells
of the growth. The appearance is well indicated in the illustra-
tion from a photograph of a specimen in the museum of the
pathological department of Owens College (Fig. 5).
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Mr. Timothy Holmes has deseribed a specimen, now in the
Museum of the Royal College of Surgeons (5591), where the
whole growth was of a spongy nwevoid character, with a network
of fibres enclosing spaces filled with soft vaseular growth and
blood elot. The same collection contains another interesting
specimen (35846), presented by Mr. Reginald Harrison, which
well illustrates certain of the macroscopic features of renal
malignant disease. The growth forms a spongy mass at the

Fig, 7.—Cysto-sarcoma from a child. Shrunken kidney 3% =1} on right side
of growth, with small deposit of growth at ome end. Bize of growth
854 in. Weight of specimen 32 oz. (about half the growth). Nodular and
cystie growth. Largest eyst, 3 2% in., presents several nodular growths
on wall. Honeveomb appearance in places due to aggregation of cysts.
Several large spaces filled up with soft vascular growth. Extensive
adhesions between growth and pericapsular tissue,

lower end of the left kidney. It has a coarsely alveolated
appearance, and the spaces present evidence of hwamorrhage.
It has spread into the pelvis. It is stated to be a soft
careinoma.

Not infrequently the growth remains for some considerable
time limited in extent. In not a few instances it undergoes
degenerative changes, giving rise to irregular cavities, which
often have a rough or nodular appearance. This form is
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illustrated in Fig. G, taken from a specimen in Owens College
Pathological Museum,

The cystic tendency of many of these rapidly growing
malignant neoplasms is a striking feature. The ecysts vary
creatly both in size and number. Sometimes they are almost
filled with soft vaseular ingrowths. In other cases the cyst wall
may be almost smooth. In one specimen, of which I here give
an illustration, the intracystic development was of a ecurious
nodular form (Fig. 7). The preparation was presented to Owens
College Pathological Museum by Dr. Hutton.

In not a few eases the eysts are rather spaces in a trabecular

5 = e ——
i

Fic. 8.—Malignant adenomatons growth, Diffuse growth has produced nodula-
tion of surface. Capsnle stripped off from greater part readily, and is
shown drawn to one side. Bemoved by operation from a man, #t. 48

network. These have been termed the * trabecular cystomata.”
Some appear to be comparatively benign, but others present
malignant characters, and give rise to secondary deposits, which
recapitulate the structure of the primary growth (Figs. 44-52).
Sometimes, even when the greater part of the kidney is the
seat of growth, the enlarged organ can be detached from the
capsule with little or no difficulty. This is shown in the ac-
companying figure of a malignant adenomatous growth recently
removed from an adult male at the Manchester Royal Infirmary
by Mr. Thorburn (Fig. 8). -
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In all such cases the practical importance of examining the
capsular tissues, the adjacent peritoneum, and the neighbouring
alands, for evidences of growth, must be self-evident to the
surgeoi.

I have met with caleareous plates and strands of dense
fibrous tissue in the midst of some sarcomatous growths.
These, on section of the tissue, can be detected by grating on
the knife. ~Where the growth is undergoing cystic de-
generation, the contents of the eysts may be almost if not quite
Huid.

Affected side.—Tt is of interest, and indeed of some slight
elinical importance, to know the side most frequently involved
by growth. In some instances both organs have been so similarly
affected as to strongly suggest a simultaneous development.
In many of these cases it is manifest that the one is really
secondary. In some of the older cases, I am inclined to helieve
that both might be considered secondary to extrarenal growth.

Ebenezer Gairdner, in 1828, mentions the case of a female
child, @t. 3, in whom both kidneys were the seat of “fungus
hematodes,” the left weighing 5 lb. 3 oz, and the right
1 1b. 3 oz

Walshe, in thirty-five collected ecases, found both organs
affected sixteen times; the right alone, thirteen times; the
left alone, six times. KEvidently many of his cases were
secondary.

Guillet found that of seventy-two cases sixty-five were
unilateral and seven bilateral.

Klebs says the left kidney is most frequently affected.
Most authors seem to think the right manifests a slightly greater
tendency to growth than does the left.

According to Rohrer, in childhood the left kidney is most
commonly affected.

Morris says “ primary malignant growths, except the myo-
sarcoma, are never bilateral ”

Treves declares that “renal sarcomata of the adult rarely
affects both kidneys. Congenital renal sarcoma as often as not
affects both kidneys.”

With a view to throwing fresh licht on this point, I have
analysed a large number of cases.

In 118 cases of malignant disease of which T have details
as to the side affected, I find the following distribution —
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Side affected by Growth., No. of Uases, ‘ Per Cent.
Right . ; : : X : T | 407
13, S o R SN 54 | 4576
Both . : : . : ; 12 | 10-16

In 114 of the cases the =ex was ascertained and influenced
distribution, as 1s shown in the next table—

Sex. | Side, | No. of Cases, ‘ Fer Cent.
Male . ; : ; | Right. 26 22-80) [
22 ; : : Lett. 32 ' 2807 [
A SRR S Bt 4 350
Female ; il Right. 24 21-05
o5 AR O | T 20 1754
i ; ; : Both. 8 . 701 |

I have still further endeavoured to gain some information as
to the form of growth by an analysis of 114 ecases, but the
result can only serve as a very rough indication, as in many of
the cases the nature of the growth could only be indirectly
ascertained.

Probably several of the ecarcinomata were really sarcomata,
and possibly some of the sarcomata may have been myo-sarco-
mata. The returns, however, such as they are, may be tabulated
as follows :—

Nature of Growth. Bide. Sex. 1 No. of Cages. | Per Cent.
| e e e Male. 12 . 1052 !
i 1 . : s Female, | 17 - 14-91
o A Left. | DMale. | 17 | 1401
e . : = |  Female. | 13 | 11-40
E e Both. | Male. | 2 | 175
e . e o | Female. | o 415 I
Myo-sarcoma . | Right. Male. , 3 [ 263 |
ai . : | e Female, 1 { 087 I
e S0 Ll et o | Mfales 4 ' 350 :
o - | i Female.
a5 : . | Both. Male.
" . v | T Female. b 263
Carcinomata Rirht. Male. 12 10-52
e : : i | Female, i 526
i " : Liett, [ DMale, ! 11 L i)
o : : b Female. | (] ]
i K . Hath. Male. 2 175
i : : | o I Female. |




CHAPTER VI
METHODS OF EXTENSION OF GROWTH.

IT is often quite impossible to suggest in what part of the kidney
the growth originated. Some have thought that the upper
extremity was more often affected than the lower. According to
the seat of origin, so will the rate and manner of extension vary
somewhat.

Renal growths may spread locally or infeet generally. The
more important channels of extension are—(1) By direct con-
tinuity of tissue, (2) lymphatic invelvement, and (3) venous
invasion.

Usually the development of the growth remains local until
the bulk of the tumour is considerable. The growth enerovach-
ing on the peritoneal cavity often gives rise to the formation of
extensive adhesiong, which would appear in some measure to
resist its advance. In some cases the growth bursts through
into the peritoneum, and secondary deposits are rapidly formed
in the serous membrane. The immediately adjoining tissues are
frequently invaded by direct spread of the growth. The liver,
adrenals, and spleen may thus become affected. Often, however,
the adjacent organs seem to be pushed aside rather than in-
filtrated. In the case of an immense growth affecting the left
kidney of an adult woman, I found the atrophied spleen
adherent to the mass but not itself involved. In several of
the figures illustrating sarcomata originating in the hilum, it
will be observed that much of the kidney itself is pushed aside
and atrophied. A renal growth has been known to ulcerate into
the duodenum and other parts of the intestinal tract. Abele
records a remarkable case where the growth extended through
the abdominal walls, forming a large fungating mass.

The direction and extent of the local spread explaing many
of the pressure symptoms, to which reference will be made later.
In some instances there is extension into the renal pelvis,
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the growth passing downwards along the ureter, which may be
completely blocked. In several of the illustrations extension of
the growth into the calyces and pelvis of the kidney is clearly in-
dicated. Extension to the lower urinary passages seems to be rarve,
and may be accounted for by the course taken by the lymphatics.
Involvement of the kidney, when the primary growth affects the
bladder or urinary passages, is said to be common, but personally
I have not found it so.

In some cases the growth reaches such immense dimensions
as to practically fill the abdomen. This is especially noticeable

F1e. 9.—Sarcoma. Renal tubules in various stages of atrophy and degeneration,
above and to the left. Round sarcomatous cells below and to the right
encroaching on renal tissue and spreading between the renal tubules, ( x60.)
— From a specimen lent by Mr. Panl.

in children. Extension into the true pelvis may even oceur.
Erichsen ! states that “in adults sarcoma of the kidney usually
runs a less rapid course than in infants.” This is no doubt
senerally the case.

Spread by lymphatic infection does not generally occur early,
and, as far as I can gather, is comparatively rare. The lymphatic
vlands in the immediate neighbourhood may be affected, but as a
rule the retroperitoneal and other glands are not extensively
involved. In some cases secondary deposits cceur in the glands
at the hilum of the kidney, in the vertebral and mesenteric

1 Erichsen’s ** Surgery,” 10th edition, London, 18935,
4
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glands, and I have even seen deposits in the glands of the neck
and axilla. The involvement of the glands in the immediate
neighbourhood of the kidney is a point demanding the most
careful attention of every operative surgeon.

Dissemination of the growth maiuly oceurs through the
channel of the blood. The arteries are more or less resistant,
and though they may be compressed they are but seldom
invaded. The veins, on the other hand, are readily encroached
upon. The growth penetrates into the lumen, along which it
extends often in a thrombus-like form. It would appear in many
instances as though the vein became thrombosed, the coagulum
acting as a ready support for the soft eneroaching growth. I
have found the renal vein invaded in several instances. In one
case, that of a child, the sarcomatous growth appeared almost
like a thrombus in general appearance, extending along the renal
vein, thence into and along the inferior vena eava, and was
finally traced to the right auricle of the heart, into which
it was projecting.

It is interesting to note that Walshe in 1846 wrote: “ It is
not uncommon to find the remal veins plugged with cancerous
masses, or with coagula, exhibiting in some parts the encephaloid
aspect ; such coagula extend not infrequently into the vena cava
inferior and sometimes even to the right auricle” The same
facts seem to have been known to Velpeau and Moritz as early
as 1835. In an interesting case recorded by Gairdner and
Coats, the soft growth extended along the renal vein, and there
was growth within the cavity of the heart and pulmonary artery.
Guillet says he found the inferior cava invaded twice in forty-
seven cases. QRohrer found it encroached upon twelve times in
fifty cases. Gintrac has seen extension into the vena azygos.
It is said that the growth has been known to invade the iliac
vein.

lindfleisch in 1873 clearly showed that “soft cancer of the
kidney is especially prone to invade the efferent canals, veins,
and calyces, a tendency which occasionally gives rise to very
serions elinical symptoms: for, should the tumour extend along
the renal vein, it must ultimately reach the inferior cava.”

Osler records the case of a striated myo-sarcoma of the left
kidney in a child w®t. 3} vears, where the growth had extended
into the renal vein and inferior vena cava: portions of the
sarcomatous thrombus had become detached, and a mass 2°5 by
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12 em. had plugged the tricuspid orifice, and another the size of
a hazel-nut the orifice of the pulmonary artery.

Secondary deposits may oceasionally involve the bones. 1In
the case of man, w@t. 39, with sarcoma of the right kidney
weighing 48 oz, Dr. Delépine, who conducted the pathological
examination at St. George’s Hospital, found involvement of the
twelfth dorsal and first lumbar vertebre.

In some very exceptional and most remarkable cases, a
tumour believed to be a malignant growth of the kidney has
disappeared spontaneously. Lawson Tait mentions the case of a
young lady, @t. 24, where a mass as large as a cocoa-nut, and
what he considered to be undoubted malignant growth, almost
entirely disappeared, and he states: “1I gladly gave my sanction
to the marriage of the patient, at a time when I fully expected
she would have been in her grave.”

Secondary deposits.—From the methods of extension it might
be expected that the occurrence of secondary deposits would be
common. This, however, does not seem to be altogether so.

I am led to believe that in a great majority of the cases
the growth remains practically local for some time after a
tumour has been first observed. Even in fatal cases the
number and extent of the secondary deposits is often small
The practical bearing on operative interference is self-evident.

Guillet collected 294 cases—probably not all primary—and
found 168 secondary deposits, most frequently in the lungs and
liver. The lungs were involved in seventy-five, the liver in
seventy-one, and the lumbar glands in fifty-three.

Jacobi says:! “ Metastatic deposits in the other kidney take
place, if at all, at a late period of the development of the pseudo-
plasm.” Sometimes deposits, which are apparently secondary,
are found in the second kidney, and none elsewhere.”

Lunn mentions the ease of a man, ®t. 57, where there was
what seemed to be a secondary deposit in the kidney opposite
to that affected by growth, although no deposits could be found
elsewhere.

In some of the cases where both kidneys have been
involved, the growth has undoubtedly originated simultaneously,
but in others the growth was probably at first extrarenal, and
had extended into both organs. But little attempt has hitherto
been made to indicate the seat, extent, and order of involvement

1 ¢ Therapeutics of Infaney and Childhood.™
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by secondary deposits. Alloway, writing in 1883, says there
have been found secondary deposits in about 60 per cent. of all
reported cases.

Roberts gives the following table to show the distribution of
secondary deposits : —

Distribution of Secondary Deposits in Renal Growths.

Organ Affected. Number of Cases.
Kidneys alone affected . : : . 20
Secondary deposits found elsewhere . . 2 31
Seat of secondary deposits—
Lumbar, mesenteric, and vertebral glands ; 15
Lungs . : : . : : 14
Liver : - : . : . 14
Suprarenal capsules 2 : : - 4
Omentum 3
Heart : ; 3
Vertebre and rib . : 3
Costal surface of pimu 7 1
Bladder, uterus, penis, and tcsl;lc,le each 1

Windle found records of secondary deposits in seventeen out
of his forty-one collected cases, affecting the organs in order of
frequency as follows:—Liver, retroperitoneal glands, mesenteric
glands, heart, diaphragm, adrvenals, spleen, lungs, panecreas, in-
testines, pleura, renal vein, orbit, and elbow. Dickinson found
secondary deposits in fifteen out of nineteen cases.

Following the general rule, the secondary deposits tend to
repeat the structural form of the original growth.

Tutlier has described the secondary nodules as they develop
in the renal parenchyma. They appear like miliary granulations
around the arteries of the cortex. The groups of cells in the
intertubular substance appear as an intrusion, which soon leads to
conversion of the adjacent renal tissue into a large area of growth.

In one of the cases mentioned in the “ Pathological Reports ™
of the Manchester Royal Infirmary, where the primary growth,
weighing 36 oz., occurred in the left kidney of an old man of
63 years, secondary deposits were found in the opposite kidney,
the lungs, and the brain. In another case, where the growth
weighed 7 1b., and affected the left kidney of a man wt. 58,
there were secondary deposits in the mesenteric glands, liver,
lungs, and plenr:e,
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Reference to secondary deposition, as met with in other ecases,
will be noted in eonnection with the cases themselves as referred
to later,

Changes in the growth.—These renal growths undergo changes
much as do other tissues. They not infrequently become the
seat of certain well-recognised pathological processes. Degenerat-
ive changes are common. Fatty changes sometimes occur; and
there are a considerable number of cases on record in which
either the growth has undergone this conversion or has been
associated with fatty deposition. Myxomatous changes may also
be met with. As far as I have seen, it is somewhat common,
especially in the sarcomata. Calcareous infiltration may oceur,
not only in the simpler growths, but even in connection with
some of the more rapidly developing sarcomata. I have met
with sarcomata where, on section, the kmnife could be heard
grating on the parts infiltrated with lime salts.

H:emorrhage frequenfly occurs, especially in connection with
the soft and vascular forms of sarcoma. Blood is also abundant
in the general texture of the growth in the so-called malignant
papilliferous eyst-adenomata.

Necrosis, or actual death of the new-formed tissue, oceurs,
but to a very varying degree. In many cases small areas of
necrosis can be readily detected with the microseope. Occasion-
ally larger portions of the growth may slough, but this condition
of molar death or gangrene is rare.

Softening may oceur, either by myxomatous changes in the
tissue or by localised necrosis in portions of it. Tarts of the
arowth may become semidifiuent. As previously indicated,
irregular cavities may be produced in the growth from processes
of softening.

Inflammatory changes, though rare, may result from injury,
exploratory puncture, or local irritation. Suppuration is rare,
but occasionally pyogenic organisms may be introduced or gain
access from the neighbouring intestinal tract.

Atrophy ocenrring spontaneously is so exceptional that many
doubt if it is ever met with. Some few cases are on record
where a growth, believed to be malignant, has gradually under-
gone involution. As far as is known at present, the tendency
tor renal malignant growths is almost invariably to progress.

Duration.—Considerable difference of opinion exists as to
the comparative duration of malignant renal growths.
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Walshe, writing in 1846, seems to have thought that
“cancer ” of the kidney ran a more rapid course than did any
other form of internal growth. He says: “I am inclined to
believe that the kidney is one of those organs in which the
disease, reckoning from the first appearance of symptoms, runs
a relatively rapid course.” He gives the mean duration as eight
months.

Braidwood, apparently quoting from Roberts, says the mean
duration in children is from seven to eight months.

Newman gives the following table taken from Dickinson :—

DURATION OF MALIGNANT GROWTHS.

Children. Adults,
From First Symptoms to Death. | 13 months | 25 to 58 Total.
. to d YEArs, | VEears.
| _— — — | —

Under 6§ months . s 4 2 fi
From 6 months to 1 year . 2 4 B

i l}mrtnlumﬂ 1 1 |

2 vears to 3 years 1 . 1

s 3 vears to 4 years 1 . 1 {

The rate of growth depends in great measure on the essential
nature of the growth. As regards the sarcomata, the more
embryonic the character the more rapid the growth. Probably
in children the maximum time may be said to be two and a
half years, and the minimum six to eight months. Snow says
that “life ends in from eight months to two years.”

There are. however, cases where children only a few months
old have died from growth. In these the development ori-
ginated evidently during feetal life.  Growth has been met with
in several instances at birth. Possibly the myo-sarcomata
which usually oceur in children run a somewhat longer course
than the simple round and spindle-celled forms. Carcinomata
certainly appear to develop more slowly than the sarcomata.
Some of the malignant adenomata may exist for a few years.

Much doubt necessarily exists concerning the nature of those
growths which have been reported as existing fnr 111&111}' Vears.
Walcott mentions a case of “encephaloid cancer” which was
known to have been present for six years. Andrew, of St
Bartholomew’s Hospital, had a case of renal “ cancer,” which he
thought had existed for fourteen years. From his description it
seems very probable that the case was really one of chronie
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tuberculosis. The patient died from phthisis. Sometimes, as [
have myself seen, it is impossible to exclude the presence of
growth in some of the forms of chronic local tubercle of the
kidney without careful microscopic examination.  Czerny
mentions a case which he apparently considered had existed for
thirty years.

The simple or benign growths, which, however, are very rare,
and many of which, being of insufficient size to be appreciable
during life, may exist for many years without wvisible detriment
to the patient.

Cawse of death.—The immediate cause of death varies con-
siderably. In some the close appears to be due simply to
exhaustion.  Involvement of the gastro-intestinal tract may
oceur from uleeration into the bowel, or partial ocelusion of the
intestines may result from pressure. In many, either secondary
puenmonia or malignant deposition in the lungs terminates the
case. Extension of the growth into the chambers of the heart
may hasten the end. Compression of the spinal cord and
death from paraplegia has been recorded. DBright mentions a
curious case where intraperitoneal hemorrhage oceurred from
rupture of the growth. DBraidwood also peints out that “ death
is sometimes induced suddenly by rupture of the tumour.”
Uriemia is rarve. Should, however, the active kidney become
involved by secondary deposits or become the seat of an inflam-
matory process, death from suppression of urine or urwemia may
oceur. In one of our hospital cases the man died comatose, and
distinet nephritic changes involved the kidney unaffected by
growth. Sometimes pyelitis and abscess formation may be
associated with the growth.

Usually the unaffected kidney shows marked hypertrophy,
but, according to Ebstein, in rare cases lardaceous changes ensue.
The affected kidney sometimes shows evidences of a  diffuse
nephritis in the portions uninvaded by growth.
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RELATIONSHIP OF RENAL GROWTHS.

UNFORTUNATELY but little can definitely be said as to the true
relationship of renal growths. As already shown, much con-
fusion has hitherto existed in the nomenclature of renal growths.
This has almost completely prevented any satisfactory attempt at
a comparative study of the relationship of these neoplasms.
Much ecareful investigation will be necessary before we can fully
realise the import of structural arrangement. Already it is clear
that many forms not infrequently occur, the exact nature of
which would be difterently interpreted by different pathologists.
Some of the diffienlty arises from our imperfeet knowledge of the
embryonic elements from which certain of the growths would
seem to develop. Our views, also, as to formations purely of a
connective tissue type and structures of an epithelial type may
possibly have to undergo considerable modification. It 1s certain,
at least, that epithelioid cells not infrequently arise from conneet-
ive tissue elements, and cells undoubtedly sarcomatous may
sometimes be arranged, according to a manner closely resembling
glandular structures.  Again, growths apparently having a
sarcomatous or carcinomatous structure may be wanting in nearly
all those characters which we are wont to associate with the
term “ malignant.” As Allen and Cherry very well point out,
“a histological structure eclosely resembling ecarcinomata, with
alveolar arrangement, large epithelial cells, and bold nueclei, is
compatible with eclinieal innocence.” They also show that the
inactive neoplasms are often multiple, while the active ones are
usually single. A marked feature of the inactive forms seems to
be the presence of many thick-walled vessels immediately around
them. It must also be remembered that these inactive tumours
are sometimes associated with other forms of morbid growth.
Allen and Cherry, in their recent valuable investigations on
the relationship of these growths, clearly show that the typieal



VIEWS OF ALLEN AND CHERRY. 57

adenoma and the typical sarcoma both pass insensibly into
pseudo-carcinomatous structures. Their work is so suggestive
that I have no hesitation in quoting from the reprint of their
paper, which they have kindly furnished me with. In these
complex types they show that the following appearances may be
met with :—

1. Tubes variously dilated and lined or filled with epitheliuin.

2. Cysts lined by one or many layers of possibly huge
epithelioid cells, and perhaps more or less completely filled by
papillary growths.

3. Solid epithelial cylinders with basement membrane.

4. Vague epithelial growths, the epithelial cells filling large
areas, not being as a rule closely applied to one another, and
being in intimate relations with embryonic blood vessels.

5. Similar epithelial growths, but with fibrillar matrix be-
tween the individual cells.

6. Alveolar formations, in whieh, however, the epithelial cells
are not always in contact, having in many cases distinet out-
runners, and being evidently in close eonnection with the alveolar
walls.

7. Tubular or alveolar formations, in which the cells have a
decidedly endothelial type, being developed in connection with
the alveolar walls, and merging into diffuse epithelioid forma-
tions which are not alveolar, and which have no likeness to
eareinoma.

Many authors definitely declare that they have met with
mixed forms of combined earcinoma and sarcoma. Ebstein, for
example, says “sarcoma may occur as a mixed tumour, simultane-
ously with carcinoma of the kidney.” To these the name of
sarcoma carcinomatodes has been given. Some authors speak of
cases approximating to this type, under the term “adeno-sarcoma.”
Cases have been described by Abbe, Paul, Allen and Cherry, and
others. Abbe says of his case, that it looked like “an adeno-
carcinoma, in which the stroma was formed of spindle-celled
sarecoma.” In such cases the following arrangement is usually
met with :—Imperfectly formed renal tubules. Columns of cells
closely resembling that lining the normal tubules. Cysts which
sometimes show intracystic papillomatous development. A
matrix made up of fibrillar and spindle cells, with a variable
quantity of round cells. In some instances secondary deposits
have been found elsewhere, notably in the lungs, which have
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reproduced the general arrangement found in the kidney. An
example of an adeno-sarcoma is illustrated by Fig. 59.

Further study will doubtless throw mueh light on the nature
of these neoplasms. Some of them evidently belong to the class
of adenomata, to which reference will be made presently. Others,
and possibly the majority, are really sarcomata. As Allen and
Cherry well say, “ As far as new growths are concerned, the renal
epithelium behaves as a mesoblastic and not as an epiblastic
formation, and that the tumours most closely resembling carcinoma
in structure are not carcinomatous in nature or history.”

Richer has recently attempted to indicate the gradual transi-
tion Dbetween simple renal eysts and the complex trabecular
eystomata. He believes that a study of these intermediate forms
will show indisputably their close relationship, and demonstrate
their origin from true renal elements. It is admitted, however,
that the trabecular cystoma has certain affinities with the growths
of adrenal origin, and also with the perivascular sarcomata, or
“ peritheliomata,” as they have been termed.

Until recently growths originating from adrenal inclusions
have been confused chiefly with the carcinomata, and their
differentiation and true relationship is still often difficult and
obscure. It is remarkable how greatly a growth may vary in
structure and general arrangement of the cells taken from differ-
ent parts. In examining a doubtful growth, it is always well to
prepare sections from different parts. In a specimen kindly sent
me by Dr. Nathan Raw, I found at one part that nothing pre-
sented but typical round sarcomatous cells. In an adjoining
area the growth consisted of fine spindle cells. In other areas,
numerous fibres, having the general characters of muscle cells,
were abundant. Near the border of the growth were glandular
elements. In some parts the epithelial cells were so closely
applied to each other as to form immense masses, in which
little definite structure could be made out. In other places a
few epithelial cells lay in distinetly alveolar spaces, formed by a
fine connective tissue stroma. In parts the stroma was very
abundant, and the epithelial elements were isolated as well-
defined tubular structures. There were large thin-walled vascular
spaces in several districts of the growth. The specimen had
been removed from a child.

Thus in the same specimen one part had the typical
structure of the most embryonic form of a connective tissue
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CHAPTER VIIL

SIMPLE OR BENIGN GROWTHS.
Fiprovs axp Lipoxwarors Forws.

GrowTHs of a simple and usually benign character are oceasion-
ally found in the kidney. They form but a small minority.
Aldibert collected fifty-one cases, which were operated upon;
forty-eight were malignant, and only three benign. Generally
they are found in the course of a pathological examination, and
but seldom give rise to symptoms during life.

Although of but little practical importance, brief reference
must now be made to them.

Fieroma.

A fibroma is generally met with in the form of a small, hard,
rounded nodule. Laboulbené says, they are not very rare, and
oceur within the renal parenchyma, or beneath the capsule. It
is very probable that many of these so-called fibromata are really
adenomata, and possibly due in some cases to inclusions of
accessory adrenal tissue.

Ebstein says fibromata ave found in connection with diffuse
interstitial nephritis. This seems to be the form spoken of by
Virchow as nephritis interstitialis tuberosa. It is very doubt-
ful if they should be considered as fibromata at all. Many of
them, as Sabourin has shown, are really of an adenomatous
nature, and consist of glandunlar tissue resembling true renal
parenchyma.

Several interesting cases of so-called fibroma are on record.
Wilks in 1869 described the case of a man, @t. 53, where
the right kidney was converted into a mass the size of a child’s
head. * It was remarkably hard, and was translucent in appear-
ance, so that the impression at first conveyed to the eye was
that it consisted of fibro-cartilage.” It was softened in the
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eentre, and, microscopically, was found to consist of nothing but
fibrous tissue. Hwmaturia and pain had existed for ten

yeurs.
Dickinson records a case where a perceptible tumour existed
in the right hypochondrium. It weighed 6 1b. 7% oz. It

had a complex arrangement of white fibrous tissue, thick masses
eiving off branching septa, which, dividing and subdividing, held
a considerable quantity of fat.

Bristowe also met with growths consisting of fibrous
tissue and fat. He does not express any opinion as to the
nature of these formations, but definitely states that they were

Fic, 10.—Diffuse fibro-cellular infiltration of kidney., From a man, @t about
50 years, Weight, after hardening, 1 1h. 8 oz.; size, 6} by 4 in. Closely
adherent to adjacent parts. Considerable deposit of fat in layer around
one-halt of growth, Consistency firm and rigid. BSurface has fibroid
aspect, and was of pink colonr, with irregnlar areas of yellow and orange.
No distinet softening or eystie formation.

not tubercular or cancerous. He deseribes the growth as
irregular, or globular, lobulated, soft, buff-coloured, yielding a
cream-like juice, and affecting only part of the kidney, and
covered with large and tortuous veins. The growth was also
divided into segments, varying in size from a walnut to a bean,
by fibrous septa.

Billroth removed a large growth by operation from a woman,
®t. 35, who suffered for three years. The tumour weighed
nearly 40 1b., and was found to be composed of muscular and
fibrous tissue. The patient died apparently from peritonitis.

Thomas successfully removed a huge fibro-cystic growth
from a woman, @t. 21, in whom the tumour had reached *the
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size of the uterus at the eighth month of gestation.” The
growth had apparently originated from the eapsule of the kidney.

Bruntzel also successfully removed a fibrous growth weighing
371 1b. Somewhat similar forms of fibrous formation have been
removed by nephrectomy, by Peaslee, Wahl, and Bardenheuer.
Probably several of the cases recorded as renal fibromata might
more strictly be placed with the perirenal fibro-lipomata.

The fibromata may undergo degenerative changes, and in some
instances simple softening would seem to have led to considerable
cystic formation.

Somewhat recently, through the kinduess of my friend Dr.
Percy Cooper, I have been enabled to investigate a remarkable
case of diffuse fibroid induration of the kidney (Fig. 10).

At first sight the appearance muech resembled a diffuse
malignant growth. Miecrosecopic examination showed the condi-
tion to be due to extensive fibrous development, with much
cellular infiltration. A somewhat similar pateh in the liver
consisted of gummatous material. The preparation was re-
moved, post-mortem, from a man of about 50, with no definite
history of syphilis; but was undoubtedly an example of diffuse
syphilitic cirrhosis of the kidney.

LIPOMA.

True lipomata are extremely rare. Small aggregations of
fat, however, are sometimes found in a subcapsular position.
Lobulated masses of fatty tissue are ocecasionally met with, but
they seem to be more of the nature of an irregular deposition
than a true neoplasm.

Some of the so-called lipomata, as deseribed by Robin and
Virchow, have been clearly shown by Grawitz and others to be
small adenomata, arising from aberrant adrenal tissue.

Lipomata have also been described as arising in connection
with the vemal pelvis. Thoma states that “in. the kidney
lipoma is found extending along the large divisions of the
vessels, at the boundary between medulla and cortex, or between
the connective tissue layer of the capsule of the kidney, as flat,
dise-shaped tumours.”

It is also necessary to remember that frequently an atrophied
kidney, so gmall and shrunken as to be almost indistinguishable,
may become surrounded by immense masses of indurated adipose
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tissue, and still retain a more or less reniform shape. 1 have
met with several such.

Undoubtedly a considerable amount of fat may be associated
with true sarcomatous elements. True malignant growths also
undergo fatty degenerative changes. Fagge describes a variety
of eancer, which he speaks of as carcinoma lipomatosum.

Manasse describes two cases of lipo-myoma, one in an old
woman of 86, and another in a woman et, 44.

Warthin has recently recorded a remarkable case of fibro-
lipoma of the kidney; and as he has very kindly allowed me to
reproduce his illustrations of the specimen, I venture to quote
his communication somewhat at length.

“ Mary L., native American, wet. 531. The patient always had
good health previous to the beginning of the present trouble.
Her periods have been regular and normal up to the onset of the
present condition, since which time they have heen small and
light-coloured, lasting six days, and attended with great
pain.

“The patient was very ill after her first delivery. In 1888
she had an abortion, and six weeks later she began to flow. This
continued with more or less severity for several months, when a
second abortion oceurred. She recovered after this, and in 1889
and 1892 bore children at full term. In 1894 her fourth child
was born after a most difficult labour. This child died two weeks
after birth, its death being said to have been caused by injuries
received during delivery. An instrumental delivery had been
necessary, because of obstruction to labour caused by a large
abdominal tumour which was first discovered at this time. This
tumour was most prominent at the level of the umbilicus, to the
left of the median line. To it was ascribed all the difficulty
attending labour. The tumour seemed to increase slowly in size,
and as the patient beeame pregnant again in 1895, her physician,
fearing complications, induced abortion. From the effects of
this the patient recovered slowly, and has been miserable ever
since. - Three months later another abortion was brought about,
and her condition bhecame worse. Nevertheless, she bhecame
pregnant again, and in August 1895 a 2-months old foetus was
removed.  This last abortion was accomplished with great
diffieulty, and was followed by severe endometritis. At this
time the tumour seemed to break away from the left side and
to become fixed in the median line. According to the patient’s



64

statement, it has grown slowly but steadily.

Fie. 11.—From a photograph of a specimen, which
is suspended by a string fastened in the cystic
kidney, which formed & capsule to the tumour

rrowing in its pelvis. At the lower right
hand 15 the dilated and thickened ureter, slit
open along its entire length. To its left is the
prolongation of the tumour which extended
into it, completely filling its lumen. The
kidney pelvis is opened along the hilum, expos-
ing the tumour, which falls forward by its own
weight, showing that it is mot attached ahove,
The point of attachment is shown at the ex-
treme lowerleft hand by the cut into the capsule.
The lobular appearance of the tumour, the
curious raphé on the areter prolongation, with
the pearly areas on the surface, are well shown
in the illustration. The drawing Fig. 12 is
made from a section taken from the surface of
the main mass, —WARTININ.

SIMPLE OR BENIGN GROIVTHS.

On 3rd April 1896
a physical examination was
made, :
“The patient is well builg
in  fair condition. In
the median line there 1s an
irregular mass about the size
of a child’s head, passing to
the left to the pelvie wall and
extending below beyond the
reach of palpation. The mass
is fixed and very sensitive, so
that examination was difficult.
Cervix patulous, the lips
everted.  Uterus anteverted,
measuring 2} in.; it is very
sensitive. The waginal wall
on the left is wvery tense.
Examination of the urine is
negative.

“ A definite diagnosis was
not made, and the patient was
prepared for an exploratory
operation. On the 19th May
a laparotomy was performed ;
the tumour was found to be
retroperitoneal, occupying the
position of the left kidney, of
which no other trace could be
found. There was but little
fat about the tumour; on the
richt the atrophied renal
vessels passed into the mass,
and from its lower portion the
dilated ureter emerged, appar-
ently containing some solid
mass extending half-way to
the bladder. It was at once
evident that the mass

and

Ire=

presented the kidney, and it, together with the dilated portion

of the ureter, was removed.

On examination of the right



LIFPOMA. b5

kidney it showed slight enlargement; otherwise it seemed
normal.

“The patient entirely recovered.

“(FROSS APPEARANCE.—The tumour was 14 in. long, 8 in.
wide, and 6 in. thick; it weighed 2 1b. Externally it gave the
appearance of a dilated eystic kidney and ureter, filled with some
solid elastic mass. Its form still sugoested that of the kidney ;
on its anterior surface were several nodular elevations of different
sizes, the largest covered with the thinned, almost transparent
capsule, through which the colour of the tissue underneath
showed yellowish. One of these largest elevations gave distinet
fluctuation.  The external surface of the capsule resembled
that of the kidney capsule, presenting no fat tissue, but covered
with stringy porticns of the perinephritic connective tissue from
which it had been separated. The posterior surface was more
nearly flat than the anterior, but also presented several round
nodules.

“ The tumour was opened by slitting up the ureter and along
the eapsule in a line corresponding to the hilus. In the dilated
and thickened ureter was met, first, the remarkable prolongation,
as seen in Fig. 11. This consisted of a round cord-like structure,
6 in. long and 1 in. in diameter, terminating in a smooth, blunt
end resembling the glans penis. It had no attachment whatever
to the ureter walls, though apparently completely filling its
lnmen. It was firm but elastic, yellowish-white in colour, and
having a smooth, shining surface, covered, especially near its end,
with areas of pearly-white flakes, which could be seratched off by
the fincer without difficulty. The cord was marked off' slightly
into lobular divisions, and along its inner surface there was a
raphé-like collection of connective tissue. Cut surfaces of the
growth gave the characteristic shining appearance of adipose
tissue. The mucous membrane of the ureter was thickened and
uneven, presenting to the eye small cyst-like papille, yellowish to
brownish in colour.

“ On following up the ureter into the cavity of the pelvis, the
cord-like mass was found to pass into a large, irregular, and
nodular tumour, completely filling the ecavity of the dilated
pelvis. This tumour resembled the prolongation in the ureter
in every respect. Its surface was smooth and shining, with the
same pearl-like flakes; its colour was yellowish white, in some
areas quite yellow ; its consistency firm and elastic, except over

5
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several of the nodules where fluctuation could be obtained.
There were no adhesions between its surface and that of the
mucous membrane of the pelvie cavity, except in a few places
where they were easily separated; the surface of the tumour at
these places being covered with the pearly film. The mass was
lobulated and nodular, the nodules corresponding to the external
elevations in the capsule, and from these the tumour was shelled
out with ease. By extending the cut through the hilus along
the entire length of the mass, the whole mass of the tumour was
shelled out of the capsule, with the exception of an area about

Fra. 12.—Seetion from outer surface of tumonr.  (Obj. Seibert, No. 3, Oc. 0, = 7h.)
¢, surface layer of transitional epithelinm ; &, fibrous conmnective tissue;
w, fat cells; o, connective tissue cells containing small fat droplets;
e, small Blood vessels.—WARTHIN.

1} in. in diameter in the outer posterior inferior portion of the
pelvie cyst, where the tumour passed by a firm white pedicle
into the structure of the capsule.

“The growth thus exposed resembled a large lobulated lipoma,
while the turned-back capsule gave the appearance of a eyst of
a hydronephrosis, with dilated calyces into which the nodules of
the tumour had fitted. Two of these nodules were degenerating ;
the largest one giving fluctuation had fitted into the cavity
covered by the thin m_ul transparent capsule. It was opened,
and about 1 oz of clear fluid was obtained. This gave the
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reactions for muecin. At its inferior portion the tumour was
divided by a deep fissure running upwards, almost separating it
into two halves, giving it the appearance as if the growth had
first increased npwards, and had then eurved on itself along the
hilus down to the ureter into which it had sent the prolongation.
It would seem, then, that the growth of the tumour had been
peripheral and not central. The inner surface of the eyst
resembled that of the kidney pelvis, but it was more uneven and
thickened.

“ MICROSCOPICAL APPEARANCE.— Tumour.— Small pieces taken
from all parts of the growth showed that the tumour in
all of its parts was essentially of the same structure. The main
ground-work consisted of connective tissue fibres ; in many places
these were very large and coarse, with few nuclei, thus giving
the picture of a hard fibroma. In other places the fibres were
finer, with more abundant nuclei, but in no portion of the
tumour were these numerous. There was, therefore, nowhere
any resemblance to sarcoma, the tumour on the whole being
poor in cells. Among the connective tissue fibres, in the
greater portion of the mass, there were numerous large fat
cells, usually in groups of six or eight, but also scattered singly
throughout the tissue. In many areas, especially in the sections
taken from the yellowish portions of the tumour, the fat cells
predominated over the fibrous tissue, so that sections from these
parts gave the typical appearance of adipose tissue, resembling,
perfectly, sections taken from an ordinary simple lipoma. At
its pedicle, and in the portion of the tumour passing into the
kidney structure, there were but few fat cells, the character of
the sections being that of a hard fibroma. Sections of the
prolongation in the ureter showed fewer fat cells and more
abundant nueclei. Here the transition of the connective tissue
cell into a fat cell could be clearly seen ; all stages, from the cell
containing a minute fat droplet up to the large fat celi, could he
found.

“ Though in many arveas the fibrous tissue of the tumour was
solid and compact, especially near its origin, the greater part was
eedematous, or showed muecous degeneration. This was most
marked on the surface of the tumonr, where there were numerous
small eystoid cavities filled with muecin-containing fluid. Ex-
amination of the larger cysts presenting on the surface in
several places, showed them to be not true ecysts but only
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degenerated areas of the tumour tissue filled with the same
flnid. The cedematous areas were like those of any cedematous
fibroid, the connective tissue fibres being pushed apart by a
finely granular substance, the fibres being either swollen and
stringy, or becoming indistinet, as if being gradually dissolved in
the fluid bathing them. The mucous degeneration in places
involved also the fat tissue. No true mucous tissue was found
in any part of the mass, neither was any adrenal or tissue of
any other kind found in any section. The blood vessels were
rather numerous and large, with thick walls. Neither hyalin
nor amyloid degeneration was observed in these. No areas of
hiemorrhage and no pigment deposits were found. In the firmer
portions of the tumour there were numerous large lymph spaces,
resembling those in uterine fibroids.

“ The surface of the tumour, both of the external portion and
of the inner cavity, as well as that of the prolongation in the
ureter, was covered with a layer of stratified transitional
epithelium (Fig. 12), corresponding to that lining the pelvis of
a kidney. In the places covered with the pearl-like coating
the sections showed a hyperplasia of the epithelium ; over the
thin cyst-like areas which were in intimate contact with the
thinned capsule it was reduced to a mere line; in a few places,
where the tumour had been adherent to the wall of the kidney
pelvis, it was torn away, but usually at these points of adhesion
the epithelimm was hyperplastic. There could be no doubt,
therefore, that the tumour had grown from the kidney substance
out into the pelvis, pushing the pelvie epithelium before it, so
acruiring a surface layer of transitional epithelium of the same
kind as that of the pelvis.

“In its outer posterior inferior portion the tumour passed
by a thick cord-like pedicle about 11 in. in diameter into the
structure of the atrophied kidney. Sections made here showed
that the tissue of the tumour passed directly into the connective
tissue underlying the pelvic epithelium, and through the medul-
lary portion into the conneetive tissue surrounding the large
blood vessels in the boundary between cortex and medulla.

“ As far as could be determined, it seemed that the tumour
had arisen here, or in the interstitial tissue of the medullary
pyramid, and had grown toward the pelvis away from the cortex.
That it did not arise from the kidney capsule is certain, as
between the tumour tissue and the capsule a thin layer of
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atrophied cortex could still be made out, and there was no
econnection at all between the tissue of the tumour and that
of the capsule. Evidently the growth of the tumour into the
surrounding kidney tissue had been slicht, but in the medullary
portion, for some distance around the point of insertion of the
pedicle, there was a thick mass of tissue of the same character
as the tumour, and insensibly passing into it, fairly well defined
from the neighbouring tissue of the kidney, but not possessing
any well-marked capsule. In the kidney tissue around this
there was a narrow fibro-blastic zone with small-celled infiltration
and hwemorrhage.

“ Kidaey.—Sections of the capsule of the cyst-like cavity in
which the tumour lay showed it to be the atrophied renal
substance, exhibiting the changes of chronic nephritis, with
amyloid degeneration, accompanied by fresh hemorrhages into
the eapsule and some of the convoluted tubules.

“The mucosa of the pelvis showed in many places marked
inflammatory changes, with cedema and hsmorrhage beneath
the epithelium. The thickness of the latter varied very much,
in places being reduced to a single line of nuclei: but in the
areas corresponding to the pearl-like coating on the surface of
the tumour it was hyperplastic.

“ Ureter.—Sections of the enlarged ureter showed a great
thickening of all of its coats, especially of the muscularis. The
blood vessels were greatly enlarged, with thickened walls, and
everywhere through the muscle and connective tissue there
were areas of leucocyte infiltration.  The submucosa was
cedematous, infiltrated, and in many places h@morrhagic. The
appearance of the mucosa coincided with that described by
Litten as wureferitis chronica cystica polyposa. The mucous
surface was uneven, small papille, corresponding to the naked-
eye prominences, projecting into the lumen. The submucosa of
these papille showed various stages of cedema or mucous de-
generation, so that some of them appeared as evsts filled with
a h@morrhagic granular substance in which a few connective
tissue nuclei or leucocytes could be seen. The epithelial
covering was in every case preserved: and the sections pre-
sented these papillie in every stage of development, from a
small elevation, in which the submucosa was only slightly
swollen through cedema and h@morrhage, to the larger cyst-
like collections of fluid and blood beneath the epithelium.
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Litten, who found in the greatly dilated ureter of a case of
cystic degeneration of the kidney a condition similar to this,
thought that these cyst-like elevations were retention cysts,
due to the closure of mucous glands in the mucosa of the
ureter. His deseription corresponds so closely to my finding,
that I take the two conditions to be the same, and reject his
explanation, as my specimens show the eysts without doubt to
be formed by the collection of exudate and blood beneath the
epithelinm ; some of the papille were formed of granulation
tissue, the epithelinm over them being in some cases atrophied,
in others hyperplastie.”

Weir has recently recorded the case of an adult female,
where a calculus was associated with what was considered to
be a fibro-lipomatous growth. The kidney was removed sue-
cessfully.

Godard mentions a case where half the kidney was con-
verted into a mass of fat. There was a caleulus in the pelvis.
Hullett Browne also deseribes a somewhat similar case, associated
with calenlus, pyelitis, and left renal fistula. These cases are
apparently not to be considered as true growths. Fatty deposi-
tion is exceedingly common around an old unilateral septic
pyelo-nephritis.

Sir Spencer Wells successfully removed tumour masses,
probably eireumrenal in origin, which, according to Eve, were
of a fibro-lipomatous nature,

Ebstein records the case of a lipoma oceurring in an old
woman, who died of marasmus, The left kidney was enlarged
to more than double its natural size. The entire organ con-
sisted of fatty tissue without a trace of kidney substance. Rayer
also mentions a somewhat similar case,

Cases of growth containing fatty elements have also been
deseribed by Halle, Hartmann, Lacrampe, Lousteau, Sturm, and
others.

It will thus be seen that fibrous and fatty elements when
they ocenr as renal neoplasms are often combined. In many
instances it is very probable the growth originates rather in the
capsule or perirenal tissue than in the renal parenchyma.
Reference to these so-called “ perirenal lipomata ™ will be made
in a subsequent chapter (Chapter XVIIL.).



CHAETHR. X
SIMPLE OR BENIGN GROWTHS—continued,

BesipEs the fibromata and lipomata, a number of other
benign growths have been met with. They are, however, very
rare, and of interest chiefly as pathological curiosities.

Myxoma.

Myxomatous growths are referred to by some few authors.
Bezold deseribes and illustrates a case where several small
opalescent bluish white nodules of mucous-like tissue were
found in the cortical substance of the kidney. Myxomatous
changes may also oceur in other forms of growth, and may
sometimes be met with in the sarcomata.

Mr. Henry Morris' mentions a case oceurring in a man :t,
39, eausing death within a year from the first discovery of the
tumour, without metastasis or hwmaturia, and with symptoms
only of pressure and wasting with some abdominal pain.

CHONDROMA.

Cartilaginous growths are practically unknown.  Gluge,
however, mentions a case where, associated with hydronephrosis,
there was what he considered to be a growth mainly composed
of cartilage.

OSTEOMA,

Bony growths have been desecribed, but probably all those
described as being of a bony nature were merely depositions of
lime salts in other forms of growth, or in old inflammatory and
degenerate tissues. As Newman says, “ the occurrence of true
bony tumours has been doubted by most writers on the subject,

L Allbmtt's ““ System of Medicine,” val. iv.
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many of the so-called bony growths being in reality calcified
inflammatory products.”

Roberts states that “sometimes a fibrous or cartilaginous
tumour grows in the substance of the kidney and subsequently
ossifies, transforming a large mass of the organ into a bony
mass.

layer met with a specimen in which the linea propria and
pelves from an elderly man formed two bony-like shells.

ANGIOMA.

Vascular growths of the kidney are not infrequently found.
They are unsually sarcomata. Oeceasionally true angiomata are
met with, and are said to be practically identical in structure
with the cavernous angiomata met with in the liver. They
oceur, according to Virchow, most frequently beneath the capsule,
and sometimes in the uppermost portion of the medullary sub-
stance. They appear as encapsulated bright red masses, varying
in size from a cherry-stone to a walnut.

Simple “nwevus” of the kidney, in my experience, is very
rare. It must be carefully distinguished from the hzmorrhagic
forms of eystie adenoma and from simple hamorrhage.

Allen and Cherry state that ©true angioma of the kidney
may show all grades of capillary dilatation, until networks
of infercommunicating vascular spaces are formed. In the
neighbourhood of a simple angioma the epithelial cells of the
renal tubes may be active, with deeply staining nuelei.”

Morris says that cavernous angiomata, though distinet for-
mations of reticulated cavernous tissue, arve of quite small size,
not exceeding that of a marble, and the affected portions of the
kidney are often shrunken, rather than projecting or enlarged.

In some specimens of trabecular cystoma which I have
investigated, the spaces, although lined with a single layer of
columnar-celled epithelium, contained blood in a eondition which
manifested little or no degenerative change.

Rolleston and Kanthack have deseribed a very eurious form
of vasenlar growth, which may perhaps be best referred to in
this section. As these authors have very generously permitted
me to reproduce their illustrations,! taken from drawings by Dr.
R. J. M. Buchanan, I venture to record their case somewhat at

1 Fowri. Path. and Boeteriol,, Edin, and London, 1894, vol. ii. p. 80.
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length, quoting from their report, a ecopy of which they have

kindly placed at my disposal.

“The growth was met with in
vears, who died with epithelioma
of the lower part of the pharynx.
The left kidney had, projecting from
its convex border and embedded in
it, an irregular lobulated tumour
(Fig. 13) about the size of a walnut.
The tumour lay under the capsule,
and was not adherent to it. On
section it was very vascular to the
naked eye, and from the large quan-
tity of blood in it, it was thought to
be a cavernous angioma. It ex-
tended into the cortex of the kidney,
from which, however, it appeared to
be marked off by a fibrous capsule.

the body of a man, ®t, 62

Fia, 183 —Naked-eve appearance of
the tumour protruding from the
convex border of the left kidney.
Halt the tumour has been re-
moved. (Natural size.)

“The left kidney weighed 8 oz, its surface was somewhat
granular, and the branches of the renal artery were much
thickened. There were no cysts under the ecapsule or in the

Fic. 14.—Section throngh the tumour. (Zeiss A, Oc, 4.) Shows the irregular
spaces, lined by epithelium in a state of fatty degeneration and coutaining

Tlood.

substance of the cortex. The right kidney weighed 7 oz, and,
excepting some of the changes of chrenic interstitial nephritis,

presented nothing abnormal.
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“At first sight the tumour (Fig. 14) appeared to con-
sist of spaces full of red blood corpuscles lined by cubical
epithelinm. The spaces were of various sizes and shapes, and
were bounded by strands of well-formed fibrous tissue. No
thrombi or fibrin filaments were seen in any of these spaces,
which were filled with red and white corpusecles in about their
normal ratio. It may be inferred that the blood had been freely
circulating up to the time of death. The cells lining the
spiuces were distinetly epithelial in type, formed a continuous
layer (Figs. 15 and 18),
and were more or less
cubical. In picro-car-
mine and hematoxylin
stained specimens the
nueclei were well pre-
served, and every cell
was occupied by a clear
highly refractive sphere,
which refused to take
the stain (Fig 17). This
appearance suggested
either globules of fat
or vacuolation. Gram’s
method, aecid fuchsine,
carbol fuchsine, and
Ehrlich-Biondi staining
left the appearance un-
changed. Osmie acid

Fic. 15.—Section throngh temour. (Zeiss Iy, Oc. 4.} :
Shows an empty vessel and a eylindrical tube, All stained these glﬂ]_‘}ulﬂﬁ
the spaces lined by fatty epithelinm are full of lulifﬂl‘l]l]].? black {Figs.
blood,  The eylindrieal space is lined with fat epi-
thelivm. The vessel shows no fatty degeneration. 15, 16, 18). The

tumounr then was com-

posed of spaces full of fresh blood, the walls of which were lined
by eubical epithelinm, each cell containing a large fat globule.

“It being quite clear, from the presence of epithelium lining

the spaces, that the tumour was not a nwvus, the next step was

to determine its nature and origin. As mentioned above, the

size and shape of the spaces varied considerably. Most commonly

the spaces were round or irregularly oval, an appearance which

might result from the transverse section of tubes. But here and

there long eylindrical spaces, resembling tubes cut in their long
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axis, was seen (Figs. 15 and 16). The epithelium lining the
eylindrical spaces was more flattened than that lining those of
round or oval outline (Fig. 15). In places, groups of the round
and cylindrical spaces were seen to alternate (Figs. 15 and 16),
an appearance compatible with the view that the eylindrical
tubes are the straicht tubes of the medullary rays, and the
round or oval spaces the convoluted tubes of the kidney, both
of which have undergone a quite exceptional fatty degeneration,
and have become distended with blood. The correctness of this
view manifestly depends on the presence of glomeruli, as their
presence would show that
the tumour was composed of
altered renal parenchyma, and
was not a neoplasm. Ae-
cording to this view, the blood
distending the tubes must have
been derived from the capil-
laries of the tufts, and so have
first distended and rendered
the Malpighian bodies pro-
mineunt,

“In parts of the tumour
the remains of Malpighian
bodies (Figs. 16 and 17) may
be made out, but they are
few in number, and in many
sections none are visible, while o ;
in thekidney substance ontside ¥ 155 S st e (s
the limits of the tumour they irregular, ronnd, or oval tubes, and of
are normal in number. The eylindrical tonbes; and also three Mal-

: : g : pighian bodies.

epithelivin lining the inner

surface of Bowman's capsule contains large fat globules, while
the epithelium covering the capillary tufts is unchanged (Fig.
17). The presence of these bodies, together with the characters
of the spaces described above, and the general resemblance
of the lining epithelium to that of the kidney (Fig. 18), go
to show that the tumour is composed of remal parenchyma
distended with circulating blood, and is not a new growth.
The comparative rarity of the Malpighian bodies in the
sections may be explained in two ways — first, the extra-
vasation of blood into the ecavity of Bowman’s capsule may
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have taken place to such a degree as to destroy the tuft of
capillaries; and, secondly, when the capsule has been greatly
distended by blood, the glomerulus becomes shrunken and com-
pressed, and so, being pressed to one side, does not appear in
the majority of sections taken, while the distended capsule
appears as a large round tube lined by epithelium, containing
fat globules. It is well to notice that there was no hwmorrhage
worth speaking of between the spaces, and that the extravasated
blood was found only in these spaces and in the vessels between

Fic. 17.—Vascular renal growth. (Zeiss D, Oc. 4.) Shows two distinet glomeruli.
The epithelium over the tufts is not degenerated, the epithelium lining
Bowman's capsule shows cléar spaces (fat). The nuclei are all well stained.

them, the endothelium of which was quite normal, and showed
no signs of any fatty degeneration. From what has been said, it
is evident that this condition has nothing in eommon with an
hiemorrhagic infarvet, but has, mutatis mutendis, certain features
of resemblance to pulmonary apoplexy.

“ Perhaps one of the most striking points is the universal
presence of fat globules in the epithelium lining the spaces
throughout the tumonr. At the periphery of the tumour, near
its fibrous capsule, tubes are found, not distended by blood, the
epithelinm of which is nevertheless in the same degenerate con-
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dition as that of the tubes which are distended by blood, while
the remainder of the kidney showed no marked degeneration.
“It would appear, then, that the local degeneration is due to
some special cause affecting this region of the kidney alone.
That it is not due to the presence of blood in the tubes, is
shown by the fact of fatty degeneration occurring in collapsed
tubes, especially at the periphery of the tumour. The circula-
tion in the region of the tumour appears to have heen partly
through the vessels and partly through the renal tubes, a
disturbed condition of the eirculation which it is not unreason-
able to suppose may well have impaired the vitality of, and
thus have led to a fatty degeneration of, the epithelinm. Tt

Fic. 18. —Specimen stained with osmic acid. (Zeiss {4, oil immersion, Oc. 4.)
Shows the structure of the epithelinm, especially the striation. Note the
large round and oval cells containing pigment masses,

might, indeed, have been expected that such a copious extra-
vasation of blood into the remal tubes would have destroyed
them altogether.

“Althongh the fatty degeneration is extreme, a condition
approaching it is occasionally met with in cases of interstitial
nephritis. Cornil and Ranvier have figured and described a
somewhat similar condition.

“On examining sections stained with osmic acid, with an oil
immersion (Zeiss 1'5), cells in which the degeneration was not too
far advanced (Fig. 18) showed the typical renal striation, so
that there could be no doubt as to their nature.

“In parts of the kidney, especially near the periphery in
the fibrous capsule, pigment masses, golden-yellow in colour,
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are present in considerable quantity (Fig. 19). Some of these,
the smallest, are irregularly secattered about; somewhat large,
round masses appear to be enclosed in round or oval cells (Fig.
18), while the greater part of the pigment is arranged in
streaks or clumps between the layers of the fibrous capsule (Fig.
19). The pigment masses are not crystalline. A piece of
tissue containing them in large quantity did not give the
murexide reaction, and hence the pigment is probably derived
from the blood. No pigment was found in other parts of the
kidney outside the tumounr. The assumption that the pigment is
derived from extravas-
ated blood, and the faect
that it is limited to this
part of the kidney, render
it probable that the
escape of blood into the
renal tubes had been of
some standing.

“ The swrrounding
parts of the kidney show
to a marked degree the
changes of arterial sclero-
sis, the tubes are not
dilated or cystic or dis-
o tended with blood. The

K s i s / interstitial substance in
P 10 Spscien vl vith oswie skl (3%, b rogion of e tumour
the fibrous capsule. Note the heaping up around 15 less EVid'El']t-, thDugh

t':le uiu.aaelﬁ_. and the arraugement of the pigment in jtg presence may be
streaks.

_ masked by the distension
of the renal tubes. The tumour is marked off by a thick fibrous
capsule containing vessels (Fig. 19). Two explanations as to
the origin of this capsule offer themselves ; in the first place, it
may have been formed of the wedges of fibrous tissue which
oceur in the eortex, and are characteristic of chronic interstitial
nephritis. Considering, however, the size of the tumour, it
seems more probable that the capsule in this case is homologous
to that so frequently met with around innoeent tumours.”

It is very doubtful if the true angiomata should be ineluded
among the growths, as they appear to be more of the nature of
vascular ectases. Custom, however, sanetions the inelusion.
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LYMPHANGIOMA AND LYMPHADENOMA.

Lymphatic growths are usually secondary or associated with
leucocythiemia. The naked-eye chavacters are not distinetive,
and their essential structure ecan only be ascertained by miero-
scopic examination. They must not be confounded with round-
cell sarcomi.

Murchison describes a case occurring in a man @t. 24, where
the liver, lymphatic glands, intestine, and other parts were also
involved. The kidneys contained ©numerous opaque white
deposits, raised above the outer surface and also embedded in the
cortical tissue and pyramids. They were for the most part
rounded, and some were as large as a small cherry.”

Wilks deseribes a case of lymphadenoma in a woman of 43 ;
but there seems good reason to believe that this and some of the
other cases on record were probably of the nature of growths
originating in adrenal “rests.” Cases have also been described
by Virchow, Friedreich, Bittcher, and others. Heschl has re-
corded a ecase of lymphangioma,



CHAPTER X,
SARCOMATA.

To this group undoubtedly belong the majority of the malig-
nant growths of the kidney. And yet, as already shown, up to
comparatively recent years they were not distinguished from the
other forms of so-called “ ecancer.”

In attempting a study of the renal sarcomata, one is
confronted by a difficulty in determining on any satisfactory
method of grouping. A completely satisfactory eclassification
seems almost impossible at the present time. The growths
generally considered to be sarcomatous differ so widely in their
distribution and in their structural characters, that their true
relationships must for a long time afford a wide field for dis-
cussion and much difference of opinion.

For purposes of convenience a division of the subject may be
approached in three principal ways :—

1. According to the period of life at which the growth
develops.

2. According to the situation in which it arises.

3. According to its histological characters.

Before attempting any such division, it may be well to
consider some of the more important characteristics of the
sarcomata as a class.

General anacroscopienl  characters. — The sarcomata form
tumours which vary very considerably in their general char-
acters. Oeccasionally they are comparatively small, but usually
they tend to assume enormous proportions. Ebstein makes the
somewhat surprising statement that ©they generally present
themselves as not very extensive tumours.”  They may occur
as more or less spheroidal or oval masses, and often are at first
distinctly encapsuled. In some instances they are distinetly
separable from the surrounding kidney substance. Often the
arowth consists of numerous nodules, and gives to the tumour
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mass a bossed and irregular surface.  Generally the renal
capsule forms a kind of sheath for the growth, and for a
time resists its spread. This is well shown in many of the
accompanying figures. In many instances it Invades and ex-
tends through the capsule and spreads irregularly, attacking
adjoining structures, and forming adhesions with stomach, intes-
tines, omentum, mesentery, spleen, liver, diaphragm, and abdo-
minal walls,

Some have a roughly trabecular structure, the irregular
spaces being filled up with soft and frequently very vascular
growths. An example of such is shown in Fig. 24. In some
cases the growth has a diffuse appearance, affecting in a more or
less uniform manner the greater part of the organ. In some
instances, as already indicated, it would seem as though the
growth originating in the connective tissue of the pelvis or
adjacent parts, insinuated itself into the renal parenchyma, and,
as it were, opened out the organ. Sometimes nodules may be
observed projecting into the remal pelvis, still covered with a
layer of mucous membrane. In colour, the growths vary greatly.
Sometimes they are of a chocolate or dark brown tint. Often
there is a mottled appearance, areas of a pinkish-yellow irregu-
larly alternating with others of a much darker colour.

In our musenm we have a specimen where black nodules of
secondary melanotic sarcomata are scattered through the kidney
(Figs. 1, 40, 41).

The consistency is very variable. Some growths are solid
throughout, as indicated in some of the accompanying illustra-
tions.

The majority of sarcomata present evidence of eystic formation,
the cysts containing serous, sanguinolent, or colloid matter.
Many of the sarcomata are exceedingly soft and of the econ-
sistency of brain tissue.

SARCOMATA CONSIDERED ACCORDING TO THE PERIOD
0F DEVELOPMENT.

Sarcomatous growths in the kidney have been met with at
three different periods of life. We have—
1. Sarcomata in feetal life.
2. Sarcomata in infancy and childhood.
3. Sarcomata in adult life.
0
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SARCOMATA IN TFETAL LIFE.

For a long time it was denied that sarcomata ever oceurred
during infra-uterine development. Now, however, it has been
conelusively shown that these growths may not only manifest
themselves within a few weeks of birth, but may be of
conspicuous size some time before the full period of pre-natal
development.

Jacobi has more particularly investigated these cases of
congenital sarcomata. He has himself met with a typieal

Fig, 20.—Congenital sarcoma. From a 7-months' feetus.  (Zeiss, Oe. 2,
Reichert, Obj. No. 2, = 40.}—From a specimen lent by Mr. Panl.

sarcomatous  growth in a still-born female child.  Other
cases have been recorded by Drosin, Kocher, Little, and
Van der Byl

Through the kindness of Mr. Paul, T am enabled to give an
illustration of the histological characters of a sarcomata met
with in a T-months’ feetus (Fig. 20).

A very considerable number of cases have been recorded
where the tumour was first noticed within a short time of birth.
In a large proportion of these the growth in all probability
originated during feetal existence. There can be no doubt that
most of the rhabdo-myomata commence their growth at a very
early period.
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SARCOMATA 1IN INFANCY AND CHILDHOOD.

Early life is the period specially selected for sarcomatous
growth in the kidney. From an analysis of a large number of
cases, I find the greater number of cases oceur under 5 years
of age. In consequence of the uncertainty as to the precise
nature of some of the growths occurring in early life, slight
differences of opinion still exist as to the exact ages at which
this class of growth is most frequent.

Butlin states that “sarcoma oceurs in infants, children, and
adults, but is uncommon in the young and middle period of
adult age.” Newman gives the average of his collected cases as
“a trifle under 10 years and 2 months.”

The following analysis of ninety-six cases may be of interest in
illustrating the comparative frequency of sarcoma at different

a4Zes -—

INFLUERCE OF AGE IN DEVELOPMENT OF SARCOMA.

| . : '
iy < e . : P ol v : Above |
I SEX. | No. of Cases. I -5 Years. 410 Years, | 10=-21 Years. e |
_— = .I _— - |
i | .......
Male: o= oo 41 | 25 6 | el 10
== {
| Female . . | i 31 4 | 1 | 19 |

1 | | |

It is therefore very clear that sarcoma must be considered
as particularly prone to affect the kidney in the early periods of
existence. The late Mr. Greig Smith has stated that nearly 40
per cent. of renal growths occur in children, and undoubtedly
most, if not all, of these are sarcomatous. My own researches
show that, of 160 cases of malignant growths occurring at all
ages, over 52 per cent. were met with below 10 years. Formerly,
all forms of malignant renal growth in children were simply
named “eancer,” “ fungus hiematodes,” or the like.

Lancereaux in 1876 was one of the earliest to clearly show
that many of the so-called “ cancers ” met with in infants were
really of a sarcomatous nature.

Monti also in 1880 prominently advocated the same view.!

Eustace Smith in 1884 was definite in stating that
“sarcoma of the kidney constitutes the ordinary form of cancer
met with in the child” The occurrence of renal growths in
children has, of course, been long recognised, but satisfactory

I Gerhardt's “ Handbuch der Kinderkrankheiten,” 1578, Bad. iv. Abth. iii.
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advance in the knowledge of these growths has been long de-
layed by the teaching that “cancer of the kidney was the most
common form of growth met with in childhood.” Generations
have been satisfied with this dictum. Braidwood of Liverpool,
writing as late as 1870 on “ Cancerous Degeneration of the
Kidney in Children,” well reflects the teaching of his day
when he states that “renal cancer oceurring in children is almost
exclusively encephalous in character.”

As already indicated, present experience would tend to
show that nearly all the malignant growths originating in early
life are really sarcomatous. Power says! “malignant tumours
of the kidney in children are nearly always sarcomata.”

Walker's eritical review on the “ Renal Sarcomata of Chil-
dren,” published at the end of last year, must be mentioned as
cne of the most recent and thorough contributions to the sub-
ject.

I find that over 46 per cent. of the cases met with in
childhood occur under 3 years of age. In a large proportion of
these, the growth in all probability should be considered as of
“ congenital © origin,

The rhabdo-myomata in particular are associated with infaney
and childhood. Indeed, they are almost confined to the period
of infancy. Newman's average is 1 year and 3 months. They
are essentially the sarcomata of infaney. It is very rare to meet
with them in adults. They are not so frequently met with as
the more simple forms of sarcoma.

I have ecollected and analysed a small number of recorded
cases of myo-sarcoma, with a view to indicate the influence of
age :

INFLUENCE OF AGE IN RHABDO-MYO-SARCOMATA.

' |
5 No, of Undler 1 e - - . Above
Sex. Casey: R 1-2 Years, | 2-3 Vears, | d-4 Years. | o0 .
[ | |
| ] | ——_—— |
Male 3 : 0 i 2 3 1 i
Female i 1 : | 1 2 !
I i

e = e —— —_——

As far as I can ascertain, sex has some little influence in
directing the development of sarcomata in young subjects. I
have analysed a number of cases in connection with this point :—

1t Borgical Disenses of Children.”
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INFLUENCE OF SEX IN RENAL SARCOMA
OF INFANCY AND CHILDHOOTD,

No, of Cases, | Per Cent.

| |

Sex, ' |

| |

e .._.._._-._|. — - —_ —

T SR 20 . 4615 '
Female . a 35 naad

These figures seem to show that in childhood the female sex 1s
a little more liable to be affected than the male. Should this
be really the ease, it raises a point of considerable developmental
interest.

Size and weight.—According to Jacobi, 36 1b. is the largest
weight reported as occurring in the young subject. In adults iv
may reach a very considerable size, but usually sarcomata in
children are proportionally and also actually eonsiderably larger
than in men and women. Paul describes a case where the
growth weighed 6 1b. and the rest of the body only 10 lb.
toberts mentions the case of a child @t. 6, where the growth
reached 31 1b.

In twenty-three cases of sarcoma in children under 10 years
of age, and many of them infants, I found the average weight to
be a little over 126 oz

The question of size has already been dealt with in consider-
ing malignant growths generally.

Duration.— Usually the sarcomata developing in children
grow with very great rapidity. Jacobi, however, takes a different
view. Speaking of sarcoma in childhood, he says: “Growth is
cgenerally slow, rapid only when hwemorrhage takes place either
into the tissue of the tumour or into a cyst, which grows very
unexpectedly under such eircumstances. One required at least
six, probably eight, years until its final fatal termination.”

Hahn mentions the ecase of an infant, 10 months old, in
whom the growth reached the size of a child’s head in four
weeks.

Side affected.—DBoth sides are more or less equally affected.
Sometimes the growth seems to originate simultaneously in both
kidneys.

Jacobi in forty collected eases of sarecoma ocenrring in child-
hood found invelvement to be—right, 13 ; left, 19 ; both, 8.

Mr. Paul sums up the chief characteristics of the congenital
renal sarcomata as follows :(—
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1. They show themselves during the first five years of life,
and are probably invariably of congenital origin.

2. They are primarily extra-renal,” though usually intra-
capsular, and they distend or surround the kidney in preference
to infiltrating it.

3. In about half the cases they are bilateral.

4. They rarely cause marked urinary symptoms, or much
pain, and are usually fatal by exhaustion or pressure effects.

5. They only occasionally give rise to metastatic growths ;
but some kinds freely infiltrate the kidney, and all recur when
removed.

6. They frequently contain striped museunlar fibre, and
embryonic renal tissue, and almost constantly various kinds
of adult connective tissue, such as white fibrous tissue, yellow
elastic tissue, areolar tissue, and fat.

SARCOMATA IN ADULT LIFE.

Renal sarcoma may develop at any age. Whilst particularly
associated with the period of rapid growth, it occasionally appears
in mature life, and an increased liability appears with increasing
years. Sarcomatous growths have been observed as late as 76
Years.

Bland Sutton points out that the years from 5 to 30 are
peculiarly free.

As regards sex it is usually stated that such has no distinet
influence. Bland Sutton says “they seem to occur equally in
men and women.”

In adults the female sex appears to be distinetly more liable
to renal sarcoma than is the male. In thirty cases, all occurring
in persons above 21 years of age, exactly double the number of
women were affected as compared to the men, as shown in the
following table :—

INFLUENCE OF B2EX IN ADULT LIFE.
ALL AGES ABOVE 21,

Eex, No. of Cases. Per Cent.
|
Mals v 10 Se3 e
Female . 20 R

In order to test the question of the influence of sex, I have
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collected and analysed ninety-seven cases of sarcoma, including
of course the myo-sarcomata. The result is shown in the
following table :—

INFLUENCE OF SEX, AT ALL AGES, IN DEVELOPMENT
OF SARCOMA.

Hex. : No, of Cases, Per Cent, |
| Male . | 42 43:29
Female . HH] HLRrLL |

These figures clearly show that on the whole the female sex
is most predisposed to sarcomata. My numbers, although taken
from a collection nearly three times as large as that of Newman’s,
strange to say give, in round numbers, exactly the same percentage.

Newman found, out of a total of thirty-seven cases, twenty-
one were females and sixteen males, that is, a percentage of 56
for females and a percentage of 43 for males. Amongst the
spindle-celled sarcomata, five were males and three females;
round-celled, four males and eight females ; rhabdo-myomata, seven
males and four females.

SARCOMATA CONSIDERED ACCORDING TO THE SEAT OF ORIGIN.

One of the most practical groupings of remal sarcomata
would be that depending npon the point of origin. Both to the
pathologist and to the surgeon this question of seat is of profound
interest and practical importance. Unfortunately, however, the
affected organ does not usually come under observation until the
growth has assumed such proportions as often to make it exceed-
ingly diffieult to definitely ascertain its starting point.

In many instances, however, a regional classification may be
safely adopted.

Without attempting too fine a distinetion, at least three chief
oroups may be distinguished—

1. Capsular growths.

2. Parenchymatous growths.

3. Hilum growths.

In some cases it is possible to identify a further group,
namely, those arising in connection with adrenal inclusions, but
these can hardly be considered as true sarcomata, and will be
referred to later (Chapter XIV.).
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SARCOMATA ORIGINATING IN THE RENAL CAPSULE.

A certain number of sarcomatous growths involving the
kidney undoubtedly arise in connection with the capsule or the
subeapsular connective tissue, in much the same way as similar
growths arise in the periostenm or capsule of bone. They are,
however, undoubtedly rare.

When the growth has reached considerable dimensions, much
difficulty may be experienced in arriving at a definite opinion as
to its exaet relation to the capsule. Indeed, in many instances,
no opinion can be safely ventured upon.

In some cases the growth early penetrates through the
capsule, while in others, where presumably it originates in the
deeper layers of the capsule, it tends rather to invade the renal
parenchyma.

Day records a case probably belonging to this group.
The subject was a female child, w«t. 4. “The tumour did
not involve any part of the kidney, but lay entirely between the
anterior surface of that organ and the capsule which was stretched
over it, but eould readily be traced from the surface of the tumour
on to the back of the kidney. The tumour was chiefly com-
posed of a soft, encephaloid material, which broke up easily, with
here and there patches of softer and more fluid matter. It
weighed 91 1b.”  Microscopically the growth consisted of round
and spindle sarcomatous cells. Dr. Day seems to have considered
it probable that the growth originated in the lymphoid tissue
lying beneath the capsule.

The Museum of the Royal College of Surgeons contains a
very interesting specimen (3590), in which the growth seems to
have originated in the deeper part of the renal capsule, or, if not
in the cortex itself, at all events in a part close to the capsule.

The preparation was taken from a female child, =t. 3.
Two months before death she had complained of pain in the
region of the right ilium. Growth was exceedingly rapid.
The relation of the growth to the kidney is indicated in Fig. 21.
My, Targett's deseription of the specimen is as follows : —
“The tumour measures 8 in. in length, and on section the
kidney may be recognised as a triangular mass wedged into the
substance of the growth. The base corresponds with the inner
border of the kidney, and the apex is formed by a conical pro-
Jjection of the cortex. Towards the upper end of the organ the
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cortex is very narrow, yet it can be separated from the capsule
of the growth; and at the very extremity the renal tissue is

prolonged over the tumour for more than
an inch. Here, too, the fibrous capsule of
the kidney can be traced over the tumour.
The lower end of the organ, however, 1s
flattened by pressure, and separated from
the growth by the ordinary fibrous ecapsule.
From these relations it is clear that the
neoplasm originated beneath the capsule,
probably at the periphery of the cortex,
and, having perforated the capsule, grad-
ually enveloped the remainder of the
kidney.

“ Histologically it is composed of round
sarcomatous cells, with large extravasations
of blood and numerous varicose capillaries.
No glandular or other elements were found,
though sections from five different parts of
the tumour were examined.”

Maidlow has recently published a case in
which a subcapsular *mixed-celled sarcoma,
with patches of mucoid change,” was removed
by nephrectomy. The patient was a woman,
wt. 25. The operation was undertaken three
weeks after the first confinement. The
growth weighed 7 lb., and had an average
diameter of 6! in. The capsule of the
growth was continuous with that of the
kidney. The kidney except for about } in.
subjacent to the point of attachment of the
growth seemed normal. Three months after
well.

21, — Round-cell sar-

FiG.
coma, probably originat-
ing in the renal capsule.
Kidnev appears as wedzre-
shaped mass on the left

zide of the zrowth. ‘The
hase correspomds to its
inner border, while the
apex is formed by projec-
tion of cortex. Vessels
and ureters indicated by
bristles. Calvees much
dilated, Fibrous capsule
of kidney continuesd over
growth., Cavity in lower
end of rrowth due to
degenerative changes,
Length of growth, 5 in.
Fromagirl, mt. 3. History
of pain about the right
ilinvm  first noticed two
months before death.—
From a photograph lent
by Mr. Targett.

operation she was

SARCOMATA ORIGINATING IN THE RENAL PARENCHYMA.

A considerable proportion and perhaps the majority of the
renal sarcomata originate either in the cortex or medullary

portion of the organ.

They arise apparently in connection with

the intertubular connective tissue, but a certain number possibly
originate from the peri-vascular and peri-lymphatie structures.
The growth may arise at one part of the organ and assume
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considerable proportions before the pelvis becomes blocked, or
the secretory function of the remaining part arrested. This is
indicated in the illustration taken from a phofograph of a specimen
in the pathological collection of the Manchester Royal Infirmary.

Fic. 22 —Sarcoma.—Mass of growth infiltrating lower half of kidney. Weight,
8 oz. Length, 5% in. Breadth of growth, 3% in. Removed by nephrectomy
from male, mt 45 Chief symptoms—Hematuria and slight pain for eight
maonths.

The growth was removed by nephrectomy, by Mr. Jones, from a
man @®t. 45. As will be seen, the growth replaces a considerable
portion of the renal parenchyma, and has even extended into the
pelvis as a large nodular mass. The half of the kidney with
remainder of pelvis is not involved. The chief symptoms were
pain and h@maturia, occurring over eight months. Long fine
clots were sometimes passed. Death oceurred from the shock of
operation (Fig. 22).

An example of sarcomatous growth, originating in the cortical
portion of the renal parenchyma, is illustrated in Fig. 23,
taken from a speecimen in the Royal College of Surgeons
(3597¢). -

The growth appears to spring from the convex border of the
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right kidney. It is more or less rounded in form, and at its
upper and lower portions is overlapped by renal tissue and
fibrous eapsule. The hilum of the kidney is distinet, and the
pelvis and infundibula have been dissected out. A strip of
renal parenchyma intervenes between growth and hilum. The
growth was very soft and friable, but fairly uniform in consist-
ency. Areas of hamorrhagic infiltration are distinetly marked
in two places.

According to Mr. Targett's report, the growth is a round-
cell sarcoma. The capillaries con-
sist of a single layer of nucleated
endothelial cells. A  delicate
stroma consisted of tailed con-
nective tissue corpuscles. Here
and there were a few ducts, lined
by ecolumnar epithelium, and
sitnated either in the connective
tissue or mingled with the sarcoma
cells.

The appearance, as indicated
in the figure, rather suggests
the possibility of the growth Fic. 23.— Round-cell sarcoma of right
!Ja.ving .H.l'iEEt.l in tl_ue capsule or !r:::;:ecL p[;:;:?:-:tilinftiz:;rcintgiﬁf
in the tissue immediately between  comatons growth springing from con-
the capsule and cortex. Careful  vex border of kidney, Enclosed by

B o : y eapsule. Overlapped by kidney sub-
examination, however, shows that 5.0 Kiduey compressed, Band
the kidney tissue extends over of compressed kidney tissue hetween
the growth, and that the latber  $IU0 Po NI T
actnally extends into the ecort- sected ont. Growth slightly torn at
ical substance. The fact also upper part. Patches of extravasated

‘ blood in growth., (From a photo-
that renal tubules oecur in the . aph lent by Mr. Targett.)
growth is strongly in favour of
its origin in renal tissue rather than in the capsule.

The growth was removed by operation from a child @t. 19
months. An abdominal tumour had only been observed for
three weeks.

When the growth reaches extensive proportions, it is often
extremely diffiecult to be sure of its exact starting point. In
the preparation, a slice of which is shown in the accompanying
illustration, Fig. 24, the growth seems to have originated
in the substance of the kidney and extended outwards to
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the capsule and inwards and downwards along the urinary
passages.

HiLuam GrowTHS.

In not a few instances the renal substance proper is but
little affected, or, if involved, manifestly only by a local eneroach-
ment. Sometimes the kidney is small and atrophied, and as it
were a mere appendage to the growth. From a consideration of

Fie, 24, —8Slice from centre of renal sarcoma.  Trabeeular stroma with abuudant
ageregation of soft sarcomatons cells.

the relation of growth to organ, one is driven to the conclusion
that the former must have originated externally to the kidney
tissue proper.

Most of the sarcoma originate within the kidney. Ashby
and Wright ! state that “in the majority of cases a new
growth involving a kidney is a round-celled sarcoma, which
begins outside the kidney, gradually displacing and compressing

1 ¢ Dizeases of Children,” 18396,
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the kidney itself.
growths begin, presumably in lym-
phatic tissue,”

From a study of a number of
museum specimens there can be no
doubt that a certain proportion of
these cases originate near the pelvis,

In 1880, Abercrombie drew
attention to the development of
orowth in connection with the hilum.
All his cases were young children,
and in each both kidnevs were in-
volved by sarcomatous growth, which
had invaded the organ at the
hilum.

Hilum growths have been speci-
ally investigated by Mr. Targett,
and fully dealt with by him in his

It is diffieult to say exactly where these

FiG. 25.—Fibro-sarcomatous growth

invading and spreading along
hilum of kidney. The growth
can be distingnished by its darker
colour. Rod indicates wureter
which is compressed but not
blocked. — From a2 photograph
lent by Mr. Targett.

Erasmus Wilson Lectures before the Royal College of Surgeons.
He shows that they are generally situated outside the pelvis in

F1G. 26.—Photomicrograph of mixed cell sarcoma.
Large wavy fibrés passing trans-

sarcomatons cells. Blood corpuscles.

Fine tibrons tissue. Ronnd

versely, and possibly of the nature of imperfectly developed muscle cells,
From case of which Fig. 25 is the macroscopic representation.—From a

photograph lent by Mr. Targett,

the cellular tissue around the vessels and ureters.

After pene-
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trating the hilum the kidney becomes encroached upon, expanded,
and finally a considerable portion of the gland becomes replaced,
or so diminished as to be almost inconspicuous. In many
instances the remnant of the kidney lies flattened out over the
surface of the growth. Sometimes
the renal parenchyma becomes so
infiltrated with growth as to be un-
recognisable. Through the kindness
of Mr. Targett, I am enabled to
illustrate the way in which growths
at the hilum encroach upon the
kidney proper (Fig. 25). The pre-
paration was obtained from a girl
et. 4, and is preserved in the
Museum of the Children’s Hospital,
Great Ormond Street.

“The kidney is normal as re-
cards 1its special structure, but
there 1s a firm, dark, new growth
surrounding the pelvis and ureter,
which forms a perfeect mould of the

Fic. 27.—Growth of kiduey. Probably
originating in hilum. At upper
hilum.

end, portion of healthy kidney
guite separate from adjacent lobule
of growth to the left. Vertical
slit  represents ecomporessed  and
elongated pelvis with ealyees and
papillz, Large lobules of growth
present dark aress, dune fo extra-
vasation of blood. Whole growth
enclosed with fibrous capsule, ap-
parently the true renal eapsule.
Size of growth, 8 x b in. From a
boy, ®t. 3, who died of exhaustion
and emaciation,—From a photo-
graph lent by Mr. Targett.

Spreading along the out-
side of the infundibula, 1t enters
the medullary substance in com-
pany with the vessels between the
papillie.  The cut surface shows
small, apparently separate, nodules
of growth, at the junction of the
cortex and medulla, but in reality
these are extensions from the hilum
along the vessels.”

A further example of growth,

probably originating in the hilum, has been placed at my disposal
by Mr. Targett. It was removed from a boy =t. 3. The
specimen is preserved in the Pathological Museum of St. Mary's
Hospital (Fig. 27).

The Museum of Guy’s Hospital also contains a preparation
(1663) where a sarcomatous growth, evidently originating outside
the organ, is invading the hilum.



CHAPTER XI.

SARCOMATA CONSIDERED ACCORDING TO THEIR
HISTOLOGICAL CHARACTERS.

THE most satisfactory grouping of the renal sarcomata is that
based upon their structural characters. The true nature and
relationship of these growths can only be ascertained by a
carveful cousideration of their histological features. And accord-
ing to the variations in the microscopical appearances, so in
some degree at least can clinical differences be distinguished.
Accumulated experience, it is to be hoped, may before long more
clearly indicate the exact association of clinical features with
structural arrangement.

Still it is necessary to retain an open mind in attempting
the interpretation of many of these growths. The combinations
of connective tissne types with glandular forms often lead to
much perplexity in allocating special examples to definite
groups. The complex varieties seem to be much commoner
than is usually believed.

My. Paul has particularly insisted upon the peculiar and
complex histological structure of many of these growths, especially
the so-called “ congenital sarcomata.” * The term sarcoma,” he
rightly says, “as applied to these growths, is in a certain sense
misleading, for glandular elements are frequently present in
them. However, in their mode of growth, and in their histo-
logical structure, they resemble the sarcomata, and even when
markedly of the adenomatous type, we have less reason than
usual for exeluding them from this group, when we bear in mind
that the kidney itself is purely of mesoblastic origin.”

I0UND AND SPINDLE-CELLED SARCOMATA.

The majority of sarcomata consist chiefly of round and
spindle cells. Usually one form of cell preponderates. In
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some instances almost the whole growth consists of round cells.
This has been the case in a number of specimens I have ex-
amined. Sometimes the round cells lie in disseminated elusters
(Fig. 28). They usually grow very rapidly, and are extremely
malignant. In some the growth contains large numbers of
fusiform cells, which vary considerably in size. All, however,
have a well-marked nucleus, and there is generally distinet
evidence of rapid proliferation. Sometimes large areas of the
sarcomatous tissue undergo degenerative changes, usually of a
fatty or myxomatous nature, or actual necrosis may oecur.

In some cases much difficulty is experienced in regard to

B the exact position which
these growths should
oceupy in our classifica-
tion of the sarcomata.
This has been well in-
dicated by Allen and
Cherry, who point out
' that “some sarcomata
of the kidney, especially
of the fibrifying spindle-
celled variety, may re-
main small and inactive.”
Some of these indolent
growths are encapsuled,
but others are not.

A specimen sent me
by Mr. Paul consisted
almost entirvely of round cells with only here and there a few very
elongated spindle-shaped cells, evidently embryonie fibrous tissue.

In another of Mr. Panl’s specimens of “ congenital sarcoma ”
the growth consisted mainly of round and spindle ecells, with
extensive and thin-walled blood spaces (Fig. 29).

Brief veference may here be made to certain of the sar-
comatous cases, which I have recently been enabled to investi-
gate at the Manchester Royal Infirmary, in so far as they
illustrate points of elinical or pathological importance.

R. P, male, wt. 11 years; admitted into hospital, under
Dr. Harris, with history of progressive enlargement of abdomen.
Tumour seems to have been noticed early in the first year.
Symptoms were characteristic of renal growth.

Fii. 28.—Round-celled sarcoma. (= 60.)—From a
very young child.
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Autopsy.—Greater part of abdominal cavity was filled by a
large oval growth, 8 by & in., reaching from the right loin down-
wards, inwards, and forwards into the left iliac region. The
growth was covered Dby peritoneum. Intestines were pushed
inwards to the left, so that the ceeum with its appendix lay to
the inner border of the lower end of the growth, and the ascend-
ing colon passed upwards along the inner border. The ureter
was compressed and thinned out into a riband-like structure.

Growth consisted of soft, vaseular, pinkish yellow masses,
and extended along the
renal wvein into the
inferior vena cava,
thence as a thrombus-
like extension projec-
ted into right auricle. §
No deposit in lungs. g
Left kidney mnormal, §
weicht 1 oz

Microscopie.—
Growth consisted of
ageregations of round
cells in whieh lay large,
thin - walled blood
vessels and wvascular

spaces. A fine fibrous ;

! for 1 Gnd Fig, 29.—Round and spindle-celled sarcoma. Parts ap-
stroma formed a Kinc pearing very dark indicate vascular areas or vessels
of network in some distended with blood. (Zeiss, Oc. 2, Ohj. A, =50.)

plﬂEEE, in the meshes From a specimen lent by Mr. Paul.

of which round cells were grouped. There were numerous areas
of necrosis in the mass of the growth. The growth was a very
vascular round-celled sarcoma.

In the previous case, as well as in the following, the growth
manifested itself at a very early age, and there seems much to
warrant the view adopted by many pathologists, which permits
the application of the term “ congenital ” to this class of sar-
coma in infaney.

A. J., female, ®t. 2 years ; admitted to the Manchester
wyal Infirmary under Dr. Harris.

Clinical history—Was quite well up to three months before
death. Pain in the abdomen was the first symptom. Became
listless and readily tived, and lost weight. About a month before

-

i
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death the child’s mother first noticed tumour in left flank.
Admitted to hospital with distinet tumour in left renal region.
Rapidly got weaker, and died in ten days.

Auwtopsy—Great enlargement of abdomen. Cireumference,
11 in. above umbilicus, 21 in. A large tumour mass oceupied
the left flank, reaching upwards to the diaphragm, and bulging
the lower ribs outwards; downwards to level of anterior superior
spine, forwards to anterior part of abdominal eavity, oceupying
agreater extent of cavity, and passing 21 in. to right of median
line.

Deseending colon passed over growth. To right of growth
lay the displaced intestinal eoils. Below, sigmoid and rectum.
Above, growth was erossed by the transverse colon, and partly
covered by the stomach. In front it was covered by omentum,
to which it was in places adherent. Panereas pushed forward
in front of growth.

At upper part of growth, at outer part, sheet of renal tissue ;
cortex and medulla compressed to mere marginal strip, and
separated from the great mass of growth by slit-like remnant of
pelvis. At upper and lower parts kidney directly continuous
with growth. Weight, 3 lb. 4} oz ; size, 7T X 5 in. Growth,
dark red and pink colour, exceedingly soft and friable, and very
vasenlar; in parts, yellowish white patches of firmer consisteney.

Right kidney.—Normal ; no growth; weight, 2 oz. Spleen.
—Pushed upwards and outwards, but directly continuous with
growth, although not involved by growth. Weight, nearly 1 oz
Liver.—Displaced upwards ; no growth. Lungs.—Very anzmic ;
no growth. Mediastinum, recent h:emorrhage.

Microscopic examination.—The growth proved to be a typical
round-celled sarcoma. The cells were grouped in masses, vary-
ing considerably in size, and surrounded by a fine fibrous stroma.
In places remains of renal tubules could be detected.

The following case is of mueh interest, since it occurred at
an unusual age, although the characters of the growth placed it
undoubtedly among the most embryonic forms of the sarcomata.

E. R., female, ®t. 19; admitted to the Royal Infirmary
under Dr. Harris. About five months before death patient first
complained of pain in the right loin, which increased in about
six weeks, so that she had to take to bed. Tumour appeared
shortly after.

On admission to hospital the patient was very pale and
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wasted.  Weight, 5 stones; temperature slichtly raised.
Large tumounr mass was detected, reaching downwards to level
of anterior superior spine of ilinn, inwards to umbilicus, and
above this to left side of body. Tumour hard and exceedingly
tender. Exploratory aspiration showed granular looking material,
containing round sarcomatous cells. Urine scanty—20 oz., sp. gr.
1022 ; acid, albumin, blood, phosphates. Temperature continued
irregular, sometimes reaching 102°F.  Shooting pains and diffi-
culty in breathing. Superficial veins over abdomen became

FiG. 30.—Barcoma of kidney. Traces of renal cortex at both ends. TIrregular
strands of fibrous tissue, pink in colour, homogeneous in appearance,
dividing growth into irregular spaces filled with soft cellular growth ; some
pink, others vellow, and a few red, like blood. Honeycomb appearance, of
spongy consistency in parts. Hemorrhagic arveas, Extension of growth
along ureter.

distended, and jaundice appeared. Renal growth extended to
become continuous with liver. Death from exhaustion.

Autopsy.— Abdominal cavity partly filled by huge tumour
mass, extending from right loin upwards beneath liver, forwards
to median line, and downwards to brim of pelvis. Growth
firmly adherent to lower surface of anterior border of liver.
Ciecum immediately below lower end of growth. Ascending colon
pushed downwards, inwards, and forwards, and thus lay in oblique
direction over inner portion of tumour. Transverse colon under
cover .of stomach, which was pushed downwards and assumed
vertical position. Intestines adherent to growth. Size of growth,
9 by 61 in.
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Growth, soft, red-brown colour ; parts had gelatinous appear-
ance. No cysts; no evidence of kidney tissue; thrombus in
renal vein. Left kidney healthy. Meckel’s diverticulum present,
43 in. above ileo-ceecal valve,

Lungs.—O0ld easeous nodules in right lower lobe ; no growth.

Heart.—Mitral sclerosis and recent vegetative endocarditis.

Microscopiec examination.— Consisted chiefly of round and
spindle cells. Numerous thin-walled vessels, closely surrounded
by sarcomatous tissue. No intercellular stroma. Some parts
very distinetly myxomatous. The growth was a round and
spindle-celled myxo-sarcoma.

The general character of many of these sarcomata is well
shown in Fig. 30, photographed fromn a specimen which we
have in our hospital museum. The clinieal history of the case I
have been unable to obtain. It is unnecessary to describe the
growth in detail. Microscopically, it proved to be a very vascular,
round, and spindle-celled sarcoma.

Myo-SancoMa.

The rhabdo-myoma is a form aliost special to young subjects.
Mixed with the round and spindle cells, which may be present
in very variable proportions, are elongated and transversely
striated cells. The cells are generally thinner than true muscle
cells, and have no sarcolemma. They vary in size and in the
distinctness of the striation. It is usually best mwarked in the
larger fibres, but there is the greatest variation and gradation in
these musele-like cells. The nueclei are said to be generally
placed rather more to the walls of the fibres than enclosed in the
midst of the cell. Haycraft, Sutton, and others have thought
that possibly the fibres may not be true muscular elements,
but ribbings of the surface of a tissue which is not contractile.
Spaces lined with cells and resembling kidney tubules are usually
present in these growths. The epithelium frequently shows
proliferative change. The myo-sarcomatous elements have an
intertubular position. These growths are said often to contain
glycogen. There is sometimes a considerable amount of freely
formed connective tissue, which some state occasionally contains
elastic fibres (Figs. 26, 31, 33). '

Rhabdo-myomata appear to have been first recognised by
Rokitansky in 1848. They were more particularly investigated
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by Eberth in 1872, and later still in 1875 by Cohnheim. In
the papers of Neumann, Ribbert, and Wolfensberger will be
found useful references to the history of the early cases.

As previously indicated, the origin of these growths is prob-
ably dependent upon inclusions of the muscle elements, conse-
quent upon faulty segmentation of the primitive muscle plates,
and which become, as it were, entangled in the intermediate cell
mass. Similar growths are said to oecur, although only rarely,
in the testicle. These growths have been met with between

Fia. 31.—Striated myo-sarcoma. (Zeiss, Oc. 2, Obj. A, = 50.)—From a specimen
lent by Mr. Paul. -

6 months and 3 years, but most frequently they oceur under 2
years of age.

Paul and many other modern pathologists think they should
be grouped under the teratomata.

The growths may be limited to one kidney, but they are
sometimes bilateral.

Box deseribes such a case oceurring in a male infant of 11
months. The kidneys formed two large tumours, practically
filling the abdomen ; the right weighed 35} oz, the left 11} oz
In each the kidney substance was replaced by an encapsuled
mass of whitish glistening growth, which mieroscopically proved to
be a very vascular round-celled sarcoma, with a few intermixed
faseiculi of striated muscle fibres and large areas of necrosis.
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They remain for some time encapsuled and separable from

kidney substance.

The lymphatic glands are not early
Secondary deposits are uncommon, although they

have been met with in the liver.
Jacobi says, metastases, if they do occur, appear late and are
not very extensive.

These growths may reach enormous dimensions,

One has

been recorded by Paul which weighed 6 1b., in a female infant,

Fra,

much smaller.
3% in. back to front, and weighed 1 1b. 12 oz
to be about half the normal kidney still remained.

Com-

32.—Adeno - nyo - sarcoma,
pressed and atrophied kidney to the

left. Large rounded mass of growtl
projecting into hilum. Henal capsule
enclosing both kidney and growth.
Masszes of soft growth at upper part,
which have apparently burst through
capsule. Main mass of growth pre-
senting interlacing bundles of fibrous-
looking tissue, enclosing spaces filled
with softer growth. Removed by
operation from a child 10 months old,
in whom zn abdominal swelling had
been noticed shortly after bivth.—
From a photograph lent by Mr,
Targett.

the rest of the body weighing
10 1Ib. Dawson Williams met
with an example in a male child

5 @b, 13 months, weighing 1 1b.

131 oz, or one-sixth of the total
weight of the body.

Through the kindness of Dr.
Wilkinson, I have been enabled
to investigate a very interesting
case of bilateral myo-sarcoma
from an infant of one year. The
child had been under observation
for some three months, and the
growths had evidently formed
distinet “ tumours ” soon after
birth. The specimens were shown
at a recent meeting of the Man-
chester Pathological Society. The
right kidney formed a huge mass
93 in. transversely, 8% in. long,
and 6 in. from back to front, and
weighed 6 1b. 12 oz,  Almost the
whole organ was replaced by
arowth. The left kidney was

It was 2% in. transversely, 4% in. long, and

What seemed
Miero-

scopically the growths consisted of round and spindle cells

with large wavy striated muscle-like elements.
Some parts stained very badly and were
In some areas were curious fine duet-

fine fibrous stroma.
apparently semi-necrotic.

There was a

like structures lined by a single layer of cells
A considerable number of cases are on record, the chief
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being those published by Abbe, Brock, Brodawski, DBrosen,

Cohnheim, Eberth, Eve,
Heidemann, Hoisholt,
Huber, Kocher and
Langhans, Landsberger,
Osler, Manasse, Mar-
chand, Paul, Ribbert,
Smith, Virchow, Wil-
liams, Windle, and
Wolfensberger.

One of the photo-
graphs so kindly placed
at my disposal by Mr.
Targett admirably illus-
trates the appearance of
a myo-sarcoma, origin-
ating in or near to the
hilum (Fig. 32). I quote
from Muy. Targett’s notes
—*“The outline of the

FiG. 83.—Section lom main mass of growth shown in
Bundles of musele cells at lower and left
side of photograph, some of which show striation,
Collection of sarcomatous cells at upper and right
side.—From a photograph lent by Mr. Targett.

healthy renal tissue is well seen, forming a kind of cap to the

Fi5. 34.—8ection from nodules at margin or in extra-
capsular portion of growth, Fig. 32. Round and
oval sarcomatous cells. Spaces lined by columnar
epithelium.—From a photograph lent by Mr,

Targett.

ronnded tumour which
projects into its hilum.
The tumounr is in contact
with the renal pelvis,
but does not invade
the glandular tissue.
Superiorly the cortex can
be traced for a short
distance over the kidney ;
inferiorly it is only re-
presented by a thin layer
of compressed parenchy-
ma, hardly distinguish-
able from the tumour.
Over all the fibrous cap-
sule of the kidney is
laid, and can be easily
followed from the convex
border of the kidney to

the right-hand margin of the tumour. This capsule, after
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considerable stretching by the growth, has at length yielded to

FiG. 85.—Rhabdo-myo-sarcoma of left kid-
ney. Remmnants of kidney on right side
of photograph. Hilum and posterior half
of kidney flattened out by growth., An-
terior half of kidney replaced by growth.
Fibrons capsule includes all, Growth
consisting of irregularly distributed
fibrous-looking tissue, with numerous
cysts at lower part. From a child.—
From a photograph lent by Mr. Targett.

lacing bundles of muscle cells

the pressure within. In econ-
sequence, lobules of soft growth
are seen at the top of the pre-
paration, and still more abund-
antly upon its reverse. The
ureter does not seem to have
suffered compression, for the
calyces are not dilated. The
appearance of the cut surface
of the growth shows some dif-
ferences in its structure. To
the left a large arc of the
tumonr is streaked with inter-
lacing white bundles like fibrous
tissue. To the right, and more
especially in the extra-capsular
portion, its substance is more
eranular and friable, and per-
meated by some large vessels.
Mieroscopic examination of the
fibrous portion showed inter-
cut in various directions. On

cross section the dotted appearance of muscle fibres was very

obvious, and in longitudinal
section they show either cross
striation or only fibrillation in
the long axis of the cell. Each
cell is nucleated either at the
middle, or at the periphery
(Fig. 33). The appearances of
a piece from the margin are
represented in Fig. 34. They
comprise scattered bundles of
muscle eells with myophan stri-
ation, ordinary oval and spindle-
celled sarcomatous tissue, and
very distinet masses of glandular
epithelinm. In the softer parts,
especially that outside the

Fic. 36.—Rhabdo-myo-sarcoma of right kid-
ney. Growth springing from anterior
surface of kidney, and lying as it were
in a eup of renal tissne. Second nodule
in lower end of kidney, probably second-
ary, presenting several eysts. Main
growth consists of interlacing bapds,
yvellowish or of faintly brownish white
eolour. Capsule of kidney enclosing
all. From a ehild.—From a plhotograph
lent by Mr. Targett.

boundary of the tumour, the tissue consists almost entirely of
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masses of glandular epithelinm, with acini and large dilated
ducts lined with columnar epithelium. A little loose embedding
tissue is seen above. The tumour is deseribed as an adeno-myo-
sarcoma.”

The growth was removed by operation from a child . 10
months. An abdominal swelling was detected soon after birth.
The specimen is preserved in the Museum of St. Mary’s Hospital.

These myo-sarcomatous growths vary considerably in size,
form, and general appearance. Even
when bilateral, the two growths may
differ considerably on maecroscopic
examination. This is shown in Figs.
a0, 38,

The original specimens are pre-
served in the pathological collection
of the Royal College of Surgeons of
England (3584 and 35844).

In the one kidney the growth is
of considerable size, the organ only &
being apparent as a crushed and g 37 Myosarcoma. Remainsof
flattened structure along the convex kidney on the left. Mass of
border of the tumour (Fig. 35 T

The Ol‘lpﬂﬂitﬂ ]{iﬂﬂﬁ}' shows the into lobnles. Spaces filled with
gl'D'Wth pmjeeting from the surface of s::rr_-ﬁnmtmls_ti:e&-u:‘_. which has

: fallen out in several places,
the organ, but at a much earlier leaving small cavities. Largeex-
stage than in the other (Fig. 36).

The specimens were obtained from

travasations of bloml. Lighter
coloured lobules at lower right
a young child. The adrenals in the
case were normal. These specimens

whorled appearance, counsist of
striated cells.—From a photo-
graph lent by Mr., Targett.

extremity, having somewhat
seem to suggest that the development
of these so-called “congenital ” sarcomata do not always originate
simultaneously.

A further example of myo-sarcoma is illustrated in Fig.
37, photographed from a specimen met with in the Great
Ormond Street Children’s Hospital.  The growth forms an oval
mass, with the remains of the expanded kidney on one side.
On section, a part of the growth presents lobules composed of
interlacing bundles of fibres, which consist of cross-shaped
musele cells. Large blood extravasations had oceurred in several
places (Fig. 37).
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ANGIO-SARCOMA.

Many sarcomata are very vascular. The researches of de
Paoli and others, however, seem to show that there is a distinet
variety, meriting the name of angio-sarcoma. They generally
form dark mulberry-like projections of soft consisteney. At first
they may be encapsuled. The general form of the kidney is
preserved at least for a time. The growths tend to extend
thronghout the organ. They have a more or less alveolar
structure. Cystie changes are liable to oceur. Hyalin changes
are also common in the walls of the wvessels and in the con-

Fio. 38 —Angio-sarcoma. Preparation stained with osmic acid. Large was-
cnlar space containing blood, E:‘-In':rt}l!luii:u; tisse 1*.-:}'u.-;ist]'ng of sarcomatons
cells,  (Zeiss, Oc, 4, Ohj. A, x 110.)—From a specimen lent by Mr. Panl.

nective tissue stroma. De Paoli, in his illustrations, shows
cylinders formed of cells, in which considerable hyalin changes
have taken place. Such changes occur chiefly in the walls of
the blood channels. Between these columns of cells is fine
connective tissue infiltrated with blood.

These growths would appear to originate from the peri-
vascular tissue. Sometimes they seem to arise near the hilum
of the kidvey. Death may result from h@morrhage. In some
of the recorded cases no secondary deposits have been found
elsewhere.

Wilson records an interesting case where, in an adult male,
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the chief and almost only symptom was profuse intermittent
hematuria. It was thought that the growth might have been
in the bladder, and eystotomy was performed.

Under the heading of angio-sarcoma, Manasse would place
the blood vessel endothelioma, the lymph endothelioma, and the
perivascular sarcoma.

Myr. Paul has sent me a most interesting specimen, which
appears to belong to this group. The growth occurred in a
female, wt. 46. The greater part of the growth consisted of
columns of epithelial cells, arranged around, and apparently
originating in, the walls of a blood vessel. The lumen was
usually not completely obliterated, and often contained blood
elements. In some parts cells appeared to project into the
central space. Much of the growth consisted of spindle cells
and fine fibres. Many parts were infiltrated with blood cor-
puscles. Throughout the whole sections were irregular areas
showing a hyalin change, and in which no definite structure
was apparent.

Another of Mr. Paul’s specimens also appears to belong to this
group. The most embryonic of the sarcomatous cells were
grouped around spaces filled with blood, as indicated in Fig. 38.

ADEXO-SARCOMA.

In certain of the sarcomatous growths a variable amount of
glandular-like tissue may be present. In some it consists of
little more than stranded elements. In others, however, it forms
an essential part of the growth, as can be plainly seen from
the relationship of the glandular portions to the more distinetly
embryonic cells.

Allen and Cherry clearly recognise this form. They
describe “ large epithelial developments, with distinet tubes or
columns of epithelial cells, or masses of epithelioid cells, arranged
in sarcoma fashion, or even an alveolar structure resembling
carcinoma, but without any sign of active spread.”

The general arrangement of these adeno-sarcomata is in-
dicated in the accompanying illustrations, but it mnst be
remembered that there is very great variation in the proportion
and general arrangement of the component elements of these
growths Usually the adenomatous portions are less conspicuous
than the typical sarcomatous parts, but considerable variety
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oceurs in the proportion between the two parts. It seems quite
possible that some growths of adrenal origin may have been
deseribed under this term. Oceasionally museular elements
may also be present, as in a specimen previously referred to
(Figs. 32-34).

Mr. Paul has sent me particulars of an interesting specimen
of adeno-sarcoma of the kidney of a little girl, @t. 2 years and
4 months. The growth was removed by nephrectomy by Mr.
Pughe. ‘

“The tumour with the remains of the kidney weighed 2 Ib.
It had the usual soft, juicy, brain-like appearance and consist-
ence, but contained no
cysts. It had evidently
originated between the
pelvic membrane and
the substance of the
B kidney, for the pelvis,
2 filled with cheesy pus,
i was still to be seen at
¢ the inner part of the
tumour, while the kid-
ney itself was stretched
over its external aspect.

“ The microscope
showed that the bulk
of the growth con-
sisted of broad trabe-
cule of rounded cells,
supported by a delicate
cellular connective tissue (Fig. 39). The latter was {freely
supplied with well-developed blood vessels, which did not pene-
trate the trabecul® of round cells. The arrangement, in fact,
was much like what one meets with in carcinoma of the antrum
or nasal mueous membrane. Here and there in the connective
tissue, groups of tubes lined with perfect cubical epithelium were
met with, which exactly resembled the tubules of a feetal
kidney, and when the trabeculie of rounded cells were examined
with a high power, it was quite easy to see that they had a
cgeneral tendency to form tubular structures, and that every
aradation could be traced, from perfeet tubes with a considerable
lumen, to the more simple trabecular masses of round cells. An

F16. 39.—Adeno-sarcoma. (Zeiss, Oc. 2, Obj. A, x60.)
—From a specimen lent by Mr. Paul.
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examination of the connective tissue shows that it consists of, at
various parts, round cells, spindle cells, branched cells, well-
formed white fibrous tissue, and yellow elastic tissue ; that the
blood vessels are fully developed, and even small ones have a
muscular coat; and that here and there are bands of spindle
cells staining deeply with eosin, unlike the connective tissue
spindle cells, and which are probably very young striated muscle
fibres. Then, although nearly the whole of the -epithelial
structures of the tumour are of the type already deseribed, still
there are to be met with in some parts solifary eylinders of
large, cogged, squamous epithelial cells, which can have no
affinity whatever with the other variety. Altogether it will be
seen that this tumour has a very complex structure, although
the mass of it is of the nature of developing renal tissue.”

ALVEOLAR SARCOMA.

Much deubt seems to exist in the minds of pathologists
as to the nature of the so-called alveolar sarcomata. Those
spoken of as endotheliomata are certainly elosely related, and by
some are considered as identical with alveolar sarcomata.

These growths probably originate in connection with the
endothelial lining of lymphatic or vaseular channels or spaces.
They are thus probably wvery eclosely related to the angio-
sarcomata already referred to. I believe some of the forms
deseribed as carcinoma sarcomatosum really belong to this group.

The growths consist of cells forming groups or alveoli, and
separated from each other by a variable amount of connective
tissue. They closely resemble a glandular type, and doubtless
many have formerly been considered to be true carcinomata.
The cells are not of epithelial origin, but spring from the con-
nective tissue stroma. These growths are distinetly malignant.

MyxXo-SARCOMA.

The soft, whitish, jelly-like structure of these growths is
dependent upon the abundant quantity of sarcomatous cells
which are combined with cells of a mucous nature, and which
form, as it were, a network or stroma in which the cells lie.

Eberth mentions a case occurring in a female child of
17 months.
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Ebstein also records a case of a myxomatous sarcoma of the
right kidney in a woman wt. 70, which reached the size of a
small apple. Cases have also been published by Billroth, Kénig,
and others. I have also in several instances met with consider-
able myxomatous changes in renal sarcomata.

Liro-SArcoMA.

Fatty elements, though rare, have been met with in associa-
tion with. sarcomatous tissue.

Allen and Cherry record a case, and state that “in an
apparently simple lipoma of the kidney there are ftracts of
embryonic cellular tissue, mostly resembling round-celled sar-
coma, but partly epithelioid. Some lipomata are progressive and
infiltrating, and then contain a eonsiderable admixture of sarcoma
tissue, either round or spindle-celled. Islets of well-formed
fatly tissue may be present in tumours which histologically
resemble sarcoma, but the presence of such islets indicates
comparative innocence.

As will be shown later, the so-called lipomatous growths
originating in the perirenal tissue sometimes present sarcomatous
elements and run a malignant course (Chapter XVIL).

MELANOTIC SARCOMA.

As already indicated, these growths, although occasionally
met with in the kidney, are invariably secondary.
The characteristic naked-eye appearance and distribution,

Fic. 40.—Melanotic sarcoma. Numerons black rounded secondary nodules
scattered throughout kidoney, in both cortex and mednlla. Longitudinal
section. Ounly one-half of Kidoney shown.

and lines of extension of the pigmented sarcomatous cells, are
indicated in the accompanying illustrations taken from a speei-



LYMPHO-SARCOMA. 111

men now in the Pathological Museum of Owens College (Figs.

1, 40, 41).

F1G. 41.— Melanotic sarcoma. Pigmented cells around vessel and intiltrating
parenchyma at left and lower part of section. (Zeiss, Oc. 1, Ohj. A, = 60.)

LyMPHO-SARCOMA,

Cases of so-called lympho-sarcoma of the kidneys have been
deseribed. Usually both organs are affected, and at first sight
they sometimes resemble very “ large white kidneys.”

Dr. Parkes Weber has somewhat recently reported a case
of “diffuse symmetrical sarcomatous infiltration of both kidneys
in a girl ®t. 5. Other abdominal visecera were also the seat of
growth.

If thoroughly investigated, T believe all these cases would
prove to be secondary, the primary growth usually originating
in the mesenteric or retroperitoneal glands.



CHAPTER XII.
ADENOMATOUS GROWTHS.

Ix the adenomatous group are placed certain growths which,
while more or less distinetly glandular in general strueture, are
probably very different in origin and nature. Considerable
further investigation will be necessary before their true relation-
ships can be hoped to be made clear.

SIMPLE ADENOMATA.

These growths may appear as single or multiple nodules, and
are usually sharply circumscribed. They consist of tubes and
irregular spaces lined by cubical or columnar epithelium, elosely
resembling that of the normal tubules. Ziegler describes them
as “ well-defined white nodes, of the size of a walnut or less, and
with a structure like that of ovarian adenomata.”

Even the simple adenomata would appear to present great
variability.

As regards number of growths, we have—

1. Single adenoma.
2. Multiple adenomata.

According to structural arrangement—

1. Solid, glandular adenomata.
2. Cystic adenomata.

Weichselbaum and Greenish and other pathologists further
divide them into—

1. Papillary forms.
2. Alveolar forms.

The papillary variety is thought to originate in the collecting
tubules, and consists of tubules and acini with papillary forma-
tions, and lined with cylindrical epithelium.

The alveolar variety is said to arise in the convoluted tubes,
and closely resembles the true secretory epithelium. Harrison
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says “adenoma oceurs as small more or less encapsuled tumours,
having a tubular or eystic structure.”

Ilustrations of the papillary and glandular types are given
by Delafield and Prudden,! and also by Birch-Hirsehfeld.?

The simple adenomata generally appear to the naked eye as
small nodules in the cortex of the adult kidney, and vary in size
from a pin’s head to a small marble. They are generally rounded
and of whitish colour, and by some observers are said to be most
frequently met with in subjects over 40 years of age. Some-
times they occur in both kidneys of the same case.

Thoma says it is possible to see single urinary tubules pass
into the tumour from the surmunding tissues, and sometimes these
are in direct connection with the epithelial cells of the adenoma.
He states, moreover, that there is always a distinct difference
between the epithelium of the adenoma and that of the urinary
tubules, although the latter may also have begun to proliferate.

Conolly Norman has deseribed an interesting case of adenoma
in & man, =t. h3.

The new growth existed in the right kidney. “It projected
9 mm. from the convex exterior border of the kidney, just
below the middle of that surface. Externally it was closely
covered by the capsule of the kidney, wherein, in. this position,
ran a great number of vessels—some encircling the base, others
running over the surface of the growth. The tumour from the
outside showed an expansion above the base, thus approaching to
the pedunculated form.

“The surface of the new growth was nodular. It was of a
lighter colour than the rest of the kidney. When the ecapsule
of the kidney was removed, which adhered closely to the tumour,
the latter showed a dirty white tint.

“ On section, the tumonr was seen to project into the substance
of the kidney for about the same distance as it projected beyond
the surface of the organ. The tumour was marked off’ from the
kidney structure by a thin fibrous-looking, dark-coloured eapsule,
from which thicker bands extended into the new growth. In
these dissepiments the openings of minute vessels were here and
there distinguishable. On the projecting surface of the tumour
this fibrous structure seemed to become continuous with the
thickened capsule of the kidney.”

1 ¥ Handbook of Pathologieal Anatomy and Histology,” 1897.
¢ ¢ Lehrbuch der Pathologischen Anatomie,” 1387, Bd. ii.

3
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Microscopically, the growth presented a distinctly adenoma-
tous structure. Many alveoli strongly resembled uriniferous
tubules, In some places the cells seemed to fill up the alveoli,
leaving no distinct lumen. Towards the centre of the growth
the structure became more confused. The alveolar mass pre-
sented numerous h@morrhages.

“ Throughout were numerous cavities which had contained
blood, and to which a few blood corpuscles still adhered—some
were mere holes surrounded by broken-down epithelial cells,
others were cavities lined as above described.”

The exact origin of the true simple adenomata is obscure.
Probably, in not a few instances, they arise from “ rests” of the
renal tubules. If is very interesting to note that Ricker has met
with adenomatous formations in the central
parts of infarction cicatrices in the kidney.
He even mentions cases where a trabecular
cystoma has apparently originated from such
isolated elements.

Dr. Edmunds has described a most inter-
esting specimen of what appears to be a
trabecular cystoma, which was removed by
operation from a girl @t. 18, in whom a
movable tumour had been noticed for two
‘ : ~ years oceupying the left lumbar region. The
Fig. 42.—Localised cystic . i s

erowthofkiduey. Dr. SPecimen is in the Museum of St. Thomas's

Edmund'scase.—From Hospital. Mr. Bland Sutton has also referred

:ﬂ"‘“_;iﬁfh Ient BY 0 the same specimen as an “adenoma ” in his

= work on “Tumours”; and as the growth

appears to have been of a benign character, it may perhaps be
best referred to here (Fig. 42).

The growth was 2 in. in diameter, and consisted of an aggre-
gation of cysts, varying in size from a small walnut down-
wards. It projected about an inch above the level of the convex
border of the kidney, but a thin layer of renal tissue intervened
between it and the capsule. At the hilum the growth blended
with the wall of the pelvis, and was in contact with the vessels.
The renal tissue both above and below was pushed aside, but
otherwise normal. The spaces were smooth, and with the septa
exceedingly thin and delicate.

Microscopically, the cysts were found to be lined with
epithelial cells, columnar or cubical in shape.,
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In the simple adenomata there may be considerable variation
in the proportion between cells and stroma. Sometimes  the
connective tissue is very abundant. Sowme of the adenomata are
very vascular. These growths also sometimes contain glycogen
in very appreziable amount. They may undergo fatty degenera-
tion, and sometimes present areas of distinet necrosis.

Fig. 43.—Adenoma. Renal tubmles to the left. Adenomatous tfissne on the
right. Fine fibrous capsule separating the two. (Zeiss, Oc. 2, Obj. A,
x 6. }]—From a preparation lent by Mr. Fanl.

Sabourin and (Ettinger describe adenomata in conneetion
with interstitial nephritis, but these are probably more of the
nature of a glandular proliferation rather fthan true growths.
As will be shown presently, many of the simple adenomata are
probably of adrenal origin.

Hufschmidt, von Kahlden, Nauwerk, and Sutton are inclined
to include “ true cystic disease” under the cyst-adenomata. This
appears to me to be neither justifiable nor convenient.

Is it possible Wedl was referring to nodular adenoma when,
in 1845, in his article on Renal Cancer, he makes the following
somewhat surprising statement: “The more consistent nodules,
not infrequently connected with Bright’s disease, occasionally
exhibit, notwithstanding they may have attained to a considerable
bulk, an apparently homogeneous structure without a trace of
vascularity ” 7 The adenomatous forms of growth are further
considered in Chapters XIII and XI1V.



CHAPTER XIIL
MALIGNANT CYST-ADENOMA.

No very definite line can be drawn between the various forms
of adenomatous growth. They shade off one into another.
Some, especially the “ trabecular cystomata,” as they have
been termed, with papillary ingrowths, are particularly prone
to take on indefinite growth and to manifest malignant
characters. This seems to have been recognised by several
pathologists.

Delafield has pointed out that sometimes adenomata behave
like malignant growths, especially those forms which are wvery
vascular.  As he well says, “the adenomata which run a
malignant course, with the formation of metastatic tumonrs, are
often called carcinomata.” Ricker has also met with a malignant
form of trabecular eystoma. It 1s of very great practical im-
portance to remember that, although from their mieroscopiecal
characters they might be considered simple, yet frequently they
prove malignant. This was well illustrated in a case recently
recorded by Willet. :

Klebs seems to think that the simple growths may develop
into malignant forms. Thoma also says: “ It appears that this
transition of adenoma into a malignant variety of tumour is
the more frequent in proportion to the degree in which the
structure of the adenoma ditfers from the normal type.” Ziegler
also admits that it is very probable that the adenomatous
growths may develop into carcinomata.

The eystic forms are especially prone to develop papillary
ingrowths which project into the tubes and spaces, each covered
with a single layer of eylindrieal or cubical epithelimm. Thoma
gives excellent illustrations of such development. The eystic
arrangement would seem to be an essential or elemental char-
acter in this form of growth. The varying extent and degree
of the papillary ingrowths are probably more of a secondary
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character, dependent in great measure upon rate of growth and
adaptation to the surrounding structures.

The hiemorrhagic character of many of these eyst-adenomata
is often very marked. In some instances the growth has an
almost angiomatous appearance. The blood, at least in some
instances, has so normal an appearance as almost to suggest
that it had been freely ecirculating up to the time of death.
Certainly the absence of distinet degenerative changes is a
striking feature. There may be almost complete absence of
true blood vessels. Reginald Harrison is perhaps referring to
this class of growth when he says: “Some very interesting
specimens of a vasenlar or h@morrhagic tumour of the kidney
have been recorded, and it is not decided whether they should
be called angio-sarcoma or hemorrhagic carcinoma.”

It is generally stated that these growths, like the simpler
atdenomata, originate in connection with the convoluted tubules.
It seems possible that they may develop from inclusions of
aberrant glandular elements, or from remnants of the Wolffian
bodies ; although I believe it much more likely that they arise
in eonnection with the renal tubules. Iossibly the tubules from
which they develop may be the seat of some congenital defect;
although even this view is almost purely speculative.

Allen and Cherry have met with growths belonging to this
class. In one instance the growth was met with in a man t.
58, and formed an oval, well-defined, and partly encapsuled
tumour. The mieroscopical examination showed * tubules and
cystic spaces bounded by basement membrane, and lined or
filled with active epithelioid cells. These seemed to arise from
the inner surface of the cysts, with outrunners prolonged along
the basement membrane, and others somewhat pyriform in shape
retaining a narrow connection with the membrane. In some
parts there were masses of nucleated endothelial plates, arranged
somewhat in sarcoma fashion, with vaseular spaces between them;
in other parts, the cells have become branched and united into a
kind of open myxomatous tissue with embryonic vessels.” In
another specimen, taken from an old man, the growth formed a
rounded mass, 4 ems. in its greatest diameter, bulging hoth
beneath the capsule and into the dilated pelvis. It was
encapsuled, moderately soft, and had a grey, finely pitted
appearance, with more homogeneous patches which seemed to
be undergoing neerosis.  Microscopically, the growth consisted of
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cystic spaces bounded by fibrillar tissue, with processes which
extended into the spaces. The spaces and processes were lined
by epithelial cells. The papill in some instances filled the
spaces and fused into a pseudo-alveolar tissue.

The same observers also record a remarkable case, where a
multiple papilliferons adenoma of the kidney was associated
with multiple cavernous angiomata in the liver and lympho-
matous growths in the groins, axille, and spleen,

The papillary forms are said to originate in the medulla, but
there is good reason to doubt if this is always the case.

Thoma figures an excellent example of papilliferous eyst-
adenoma, which consisted of a number of nodules, and was
obtained from a woman wt. 49,

Mr. Paul has sent me a specimen which he terms an
“ angelo-sarcoma of the kidney.” It sonsists of cyst-like spaces,
many of very considerable size, and appearing as distinet cavities
to the naked eye. Many of the cysts are quite small. All,
however, are lined by a single layer of eolumnar epithelium,
but there was no intracystic papillary growth:; many contain
much blood. Distinet transitional stages ecan be distinguished,
from the more or less normal renal tubule to the large eysts.
Perhaps the best deseriptive term would be * vaseular trabecular
eystoma.”

The specimen described by Edmunds, and already referred
to, consisting of a congeries of cysts lined with cubical epithelium,
may possibly have near relationships with the class we are now
considering (Fig. 42).

Somewhat recently I have had the opportunity of investigat-
ing an example of a malignant cyst-adenomatous growth, which
illustrates so many of the more important features of this class
of formations that I here venture to record it somewhat fully.

The patient was a married woman, @t. 33, and was admitted
to the Manchester Royal Infirmary under the care of Dr.
Dreschfeld.

CrixicaL HisTOrRY.—The patient had been healthy up to 16
years of age, when she was confined, and in her opinion the
present illness dated from that time. She was married shortly
after, and has since had six misecarriages. For many years she
experienced periodic attacks of illness occurring at about intervals
of six months, each consisting in swelling and pain at the lower
part of the abdomen, with loss of appetite and vomiting. About
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ten months before her death she experienced a worse attack,
when the pain was of a shooting character and “went through
to the back.” A little later she first noticed two “ lumps,” one
on each side, in the region of the lower ribs, each about the
size of the hand, but hard and painless. In about a month,
according to the patient’s account, these enlargements disappeared
somewhat suddenly. After this the lower part of the abdomen
inereased in size, and the pain became more severe; and the
patient gradually got worse. The family history was good.
Patient had kept a public-house, and had been in the habit
of taking beer, but denied any indulgence in spirits.

On admission the patient was much emaciated, and very
angmic. The abdomen was much enlarged, the circumference
at the level of the umbilicus being 32 in.  The umbilicus
slichtly protruded. There was considerable ascites.  The
superficial veins were dilated. The enlarged liver reached to a
level midway between the ribs and the anterior superior iliac
spine. It was painful, and nodules could be detected over its
surface. There was also considerable dulness in the left Hanlk,
due to a large tumour which reached almost to the erest of the
ilinm.  Palpitation and dyspneea caused much disecomfort.  The
apex beat was in the fourth left intercostal space and outside the
nipple line, with distinet pulsation over the second, third, and
fourth intercostal spaces. A systolic murmur was heard at the
apex. The pulse was regular, and there was undue pulsation of
the subelavian artery. The veins over the chest wall were
prominent. Proportion of white to red corpuscles, 1 to 513,
H:emoglobin reduced to 20 per cent. Respirations were chiefly
thoracic in type. A few rhonchi could be detected at
the base of the left lung. Voeal fremitus was diminished on
the left side. The tongue was clean, but there was little or no
appetite, and marked thirst. Tain was experienced over the
whole abdomen, and worse after food, with ocecasional vomiting,
Constipation very troublesome. Urine scanty, acid, sp. gr. 1014 ;
no sugar, but a trace of albumin, some glandular casts and blood
corpuscles.  Menstruation had been arrested for four months.
There was leucorrhoeal discharge.

During her residence in hospital there was practically no
improvement. The temperature was somewhat irregular, but
moztly subnormal. Her weight on admission was 8 stones.
After a short stay in hospital she left for home. A month
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before her death she was readmitted, manifestly muech worse.
There was slight jaundice of face. The lips were coated with
brownish erusts, and the tongue was red and furred. The
abdomen was immensely distended. A large tumour occupied
the left flank. The liver was larger than before, irregular and
very tender. The urine was scanty, alkaline, sp. gr. 1010 ; con-
tained albumin, but no sugar. There were also red corpuscles,
leucocytes, and endothelial cells. There was much w@dema of
the lower extremities.

The peritoneal cavity was at once “tapped,” and 2 gallons
of fluid withdrawn. The patient steadily got worse. Twenty
days before death the girth at umbilicus was 40 in. Large
quantities of ascitic fluid were withdrawn on several oceasions.
Death oceurred from asthenia.

Avtorsy.—I made a pathological examination the following
morning, and the following is an abstract of my report :—

Macroseopical examination.—Extremely emaciated middle-
aged female. Considerable abdominal distension. (Edema of
lower extremities. Slight jaundice. Rigor mortis passing off.

Abdomen.—On opening abdominal eavity, large quantity of
ascitic fluid liberated, and large tumour mass on left side, with
enormously large liver exposed.

Peritoneum.—Extensive adhesions over enlarged liver and
renal growth.

Liver.—Extended upwards to third rib, and downwards
almost to level of wumbilicus. Antero-posterior diameter, 8
in.; transverse, 13 in. Surface roughened by numerouns nodules
of growth, which also infiltrated all parts of organ. One
large mass, 6 in in. diameter, in right lobe, immediately below
ribs.  Growths of soft creamy consistency, very vascular, of
pinkish-yellow colour, and of peculiar honeycomb appearance.
Weight, 111 oz. Gall-bladder not involved.

Spleen.—Not enlarged. Size, 3} x 21 in. Nogrowth. Placed
along ribs, seventh to ninth partly under cover of left lobe of
liver, and in contact with liver above and renal growth below.
Weight, 3 oz.

Pancreas.—Anwemic, and with tail attached to inner part of
renal growth.

Kidneys (right).—Slightly enlarged ; weight, 5 oz. A little
congested, but otherwise normal. (Left)—Seat of extensive
diffuse growth. Size, that of child’s head, 93 x 5% in.
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Weight, 41 oz. The lower
Tumour more or less smooth,
except anteriorly, where there
was raised, rounded, nodular
mass, 4 in. in diameter, situ-
ated immediately below spleen,
One part of growth somewhat
resembled outline of kidney.
On seetion.—Growthinvelved
* practically whole of organ,
Jeaviug very little evidence of
renal tissue. In a few places
traces of cortex. Pelvis could
be distingunished, but growth
extended into it and blocked
ureter. Growth also extended
along renal vein into inferior
vena cava. It was exceedingly
soft, in parts almost diffluent,
very vascular, and in greater
part of purplish brown colour.
In places irregular, hard gritty
tissue, upon which the knife
grated. Peculiar spongy ap-
pearance, which after harden-
ing gave to growth distinet
honeycombed aspeet.  Almost
whole growth made up of
eysts, with, in many instances,
intracystic proliferation ap-
parent even to the naked eye.
Ureters.— Both slightly
distended ; left blocked by
growth at upper part.
Bladder.— Normal.
Thorax.— Whole cavity
much diminished in size by
extreme elevation of dia-
phragm consequent on upward
pressure exerted by abdominal
growth and ascitic accumula-

Lorder at level of erest of ilinm.

Fii. 44.—Slice of liver showing cyst-adenomatons
growth identical in structure to that occurring
in kidney (Fig. 45). Spongy vascular growth
in left two-thirds (upper part of illustration) ;
soft light-coloured mass of growth in right
lobe (lower part of illustration).
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tion.  On right side diaphragm reached to lower border of third
rib, and on left npper border of fourth.
Pericardium.—Small, and with heart displaced upwards.
Heart.—Weight, 5§ oz : valves, orifices, and eavities normal.

Diffuse spongy vascular growth with slight remains of

FiG, 45, —Malignant cyst adenoma of kidney.

Pleure (right).—Slight collection of serous fluid. (Left).—
Extensive adhesions at base.

Lungs.—Both small, compressed, congested, and with one or
two small rounded secondary nodules of growth. Weight, right,
15 oz ; left, 18 oz

The remaining organs presented nothing noteworthy,

renal cortex beneath capsule,
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Microscopical  examination.—Kidney.— Sections taken from
different parts of the renal growth. All parts presented adeno-
matous structure, with varying degrees of eystic arrangement.

The more important features are well illustrated in the
accompanying figures taken from drawings kindly prepared from
my sections by my friend and colleague, Dr. F. C. Moore.

Cysts.—These varied much in size. Some were no larger
than an ordinary renal tubule, while others were of considerable

F1c. 46.—Section of malignant papilliferons cyst-adenoma of kidney. Trregular
tubular-like spaces, lined by a single laver of epithelinm and containing
blood. (Zeiss, Obj. D, Oc. No. 2, x 240.)

extent. Some could be readily distinguished with the naked
eye. The ecystic arrangement in the greater part could be
clearly made out with an ordinary hand lens. The ecysts also
varied in shape. Many were more or less cireular, others oval,
elongated, irregular, and even tubular-like spaces. Fach cyst
was lined by a single layer of cylindrical epithelium, which
stained exceedingly well and presented little or no evidence of
degenerative changes. The epithelial cells were placed upon a
basis of fine spindle-shaped embryoniec connective tissue cells,
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which, however, could hardly be said to form any distinet
basement membrane (Fig. 46).

Intracystic papillomata.—While many of the cysts were
minute cavities lined by a single layer of eylindrical epithelinm,
the majority showed distinet intracystic papillomatous growth.
In some the papillomata were mere bud-like prominences, formed
as it were by a slight indentation of the epithelial lining (Fig. 47).

Fic. 47.-—8ection of kidney tumour. Cyst lined with single layer of columnar
epithelinm, and containing quantity of red blood corpuscles and one or two
lencocytes. Papillary ingrowth shows first stage in the formation of intra-
cystic development. Portions of adjacent eysts. Irregular tubules of
distinetly remal type. Intercystic embryonic connective tissue. (Zeiss,
Ohbj. I, Oc. No, 2, x 240.)

These papille looked little more than a double row of cylindrical
cells, the intervening stroma being so exceedingly seanty. In many
cysts the papille were much more extensive, branched, and in
some instances practically filling the whole space with prolifer-
ative epithelial ingrowth. In some the papillomatous growth was
so considerable as to almost obliterate the original cyst cavity,
which was indicated merely by a few slits or fissures (Fig. 48).
Distribution of blood.—Many of the cysts showed accumu-
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lation of blood. Some were so crowded with red corpuseles as
to give quite an angiomatous appearance. Many cysts, even
where the intracystic epithelial development was considerable,
contained much blood ; and even cysts in which the cavity was
practically obliterated by papillomatous growth still showed

F1c. 48.—Section of malignant papilliferons eyst-adenoma of kiduey. Large
cyst lined by single layer of epithelium. Complex intracystic papillomatous
projections. Remains of original cavity between and around intracystic
papillomatous development containing blood corpusecles. Embryenic con-
nective tissue around cyst. (Zeiss, Ohj. I, Oe. No. 2, =« 240.)

blood in the spaces which represented the original eyst cavity.
Extreme vascularity seemed an essential feature of the growth.
The blood in most parts showed little or no indieation of
degenerative change, and the epithelial lining of the cysts
presented no such effects as might be expected from the pressure
of an ordinary hemorrhagie extravasation (Fig. 49).
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Intereystic tissue.—The structures between the cysts con-
sisted of embryonic connective tissue, chiefly spindle-shaped
cells, and numerous columns of cells of a distinetly renal type,
and having in many parts a clearly tubular arrangement. There
were also some few blood vessels, but these were by no means
CONSPIENONS,

Liver.—The hepatic growth closely resembled that of the
kidney.

Cysts.—The eysts were most abundant, and readily discernible

Fig. 49.—Section of papilliferons cyst-adenoma of kidney. Simple eysts lined
by single layer of epithelinm. No papillomatous formation. One cyst
filled with well-defined blood corpuseles. Cellular intercystic tissue. (Zeiss,
Oj. D, Oc. No. 2, x 240.)
with the naked eye. They varied much in size, but generally
assumed larger proportions than those in the kidney. Xach cyst
was lined by a single layer of cylindrical cells (Fig. 50).
Papillomata.—The intracystic papillomatous growth was well
marked in many of the cysts, but as a rule was not so extensive
or so complicated as in the kidney (Fig. 51).
Blood.—There was aceumulation of blood within many of
the eysts, just as in the kidney, but not so abundant.
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Growth in vein.—A portion of the thrombus, taken just
at the junction of the left renal vein with the inferior vena
cava, showed distinet adenomatous invasion, cylindrical cells
in more or less papillomatous form lying embedded in the clot
(Fig. 52).

Glands.—Some of the small glands elose to the main mass

F16. 50.—Scetion of liver. Cysts lined with single layer of epithelium, and
showing intracystic papillomatous development similar to that in the
kiduey. The liver snbstance forming intracystic portions has, for con-
venienee of illustration, not been defined in the drawing. (Zeiss, Ohj. A,
(e, No. 2, x3.)

of the growth presented a similar appearance to that in the
original neoplasm.

Although the above case presents several special features, it
i§ perhaps undesirable here to discuss them further. The whole
case may, however, be considered a good example of such growths
as, [ venture to think, are best designated by the term “malienant
papilliferous eyst-adenoma.” LI

Thoma records a ease which, although somewhat different,
is of interest in connection with mine. An adeno-cystoma
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developed in the kidney of a woman, @t. 38. It was accom-
panied by a similar growth in the vaginal wall. Both were
removed by operation. It was considered to be a case of
primary multiple tumour formation, possibly dependent on an
anomaly of development in the genito-urinary tract.

A somewhat similar ease to the above is recorded by Mr.

Fig. 51.—Photo-micrograph of growth in liver, trom case of primary malignant
eyst-adenoma of kidney. Strocture identical with that of kidney growth.
Cysts lined by epithelinm. Cavities filled by blosd. Intracystic growth
commencing in central cyst. Liver tissue below and to the left. (Zeiss,
Ohj. A, Oe. 2, = 50.)
Edgar Willett. The patient was a younz man, @t. 19. He
had noticed a tumour in the right loin for six months. The
swelling rapidly inereased. He experienced ne pain, and the
urine was always normal. Mr. Thomas Smith removed the
whole kidney through the right linea semilunaris. A good
recovery followed, “and the patient was able to hunt regularly
throughout the following winter, and remains in good health at
the present time.”
The chief naked-eye characters of the growth are shown
in Fig. 53. Microscopically, the growth presented the appear-
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FiG. 52.—Section through clot elose to left renal vein.
Characteristic adenomatous strueture similar to
that in the kidney. The blood elements in the
thrombus have been purposely omitted in the
drawing. (Zeiss, Ohj. A, Oc, No. 2, x50.}

ance of a trabecular cystoma. The
spaces were lined by columnar cells,
and there was extensive and com-
plicated intracystie development.

Mr. Littlewood of DLeeds has
kindly sent me notes of a remark-
able adenomatous growth which ap-
parently belongs to this group. The
arowth was recently removed by neph-
rectomy from a woman wt. 55. The
first symptoms were observed two
years ago. She then had paroxysmal ;. c: (. adenoma of right kidney,
pain in the left lumbar region. Six Large nodulated mass involving upper

T : 3 . end of kidney, consisting of a number
months before admission to hospital, * iivegular cysts filled with soft vasou-
haematuria was first noted, and con- lavgrowth. From aman, xt. 19. Re-

£ moved by nephrectomy.  Recovery. —
tinued for four months. The gl‘ﬂ“‘th From aphotographlent by My, Targett.
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CHAPTER XIV.

ON THE RELATION OF RENAL GROWTHS TO
ADRENAL STRUCTURES.

THE present place seems to be the most convenient for a brief
consideration of growths originating in connection with adrenal
inclusions.

It is only of recent vears that the importance of adrenal
“rests 7 has been fully realised.

Adrenal “rests” have been met with in connection with the
peri-adrenal fat, in the tissues near to the solar plexus, in the
mesentery, in the broad ligaments adjoining the ovaries, and
within the kidney.

Mr. Targett has recently deseribed a case of multiple adrenal
bodies in the broad licaments of a feetal uterus.

Grawitz in 1883 was one of the earliest to indicate the
relationship between certain forms of renal growth and aberrant
adrenal tissue. These adrenal ineclusions had been referred to
by Robin in 1853, and Virchow in 1863, under the name of
“lipomata.” Grawitz proposed the somewhat cumbersome name
of “strum: lipomatodes aberrate renis.” They may for the
present be conveniently spoken of simply as ©adrenal rests.”

The subject has been carefully investigated by such observers
as Ambrosius, Askanazy, Beneke, Gatti, Horn, Lubarsch, Lowen-
hardt, MacWeeney, Manasse, Marchand, and Ulrich, and their
researches go far to establish the ecorrectness of Grawitz's
original views.

Driessen, Sudeck, and a few other pathologists still strongly
oppose the adrenal origin of any of the renal growths.

Rupprecht in 1890 deseribed a growth, removed by operation
from a child of 2! years, having a structure which Neelsen
declared to resemble adrenal tissue. This would appear to be
the yvoungest case on record. Most of the cases belonging to
this class have hitherto been met with in adults.
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Qur present position is fairly clearly indicated by Bland
Sutton when he says: “ Much uncertainty must exist in drawing
conclusions from old records of renal sarcomala, because it is
now clear that many tumours of the kidney in adults, which
have been described as sarcomata, were in many instances com-
posed of tissue similar, if not identical, in structure with that
which forms the zona fasciculata of the adrenal.” He also adds:
“ It 1s quite certain that some specimens regarded as sarcemata
of the kidney turn out on eritical investigation to be tumours of
the adrenals.”

Although these growths may for convenience be placed in
the large class of adenomatous forms of renal growth, it is elearly
to be remembered that the cells of the suprarenal, although
morphologically epithelial, are strietly of mesoblastic origin;
and growths arising in adrenal “ rests ” appear to be sarcomatous
in general characters rather than carcinomatous.

These growths are generally situated just beneath the
apsule, or near the surface of the cortex. Grawitz has figured
one of these growths lying in the left kidney immediately below
the capsule, but distinet from the main portion of the kidney.
They are usually encapsulated, at least in an early stage of their
development. The nature of the tissue, and the struecture and
arrangement of the cells, closely resemble the adrenal bodies.
The cells are generally arranged in rows or ecolumns or line
spaces, just as oceurs in ordinary suprarenal tissue, and their
relation to the blood vessels is not that of the kidney cells, but
agrees with that of the adrenal. Certain of the growths are
practically identical with ordinary adrenal adenomata.

In these renal growths the cell protoplasm is similar to that
of the adrenal, and the nucleolus and nuclel stain, according to
such methods as those of Weigert, in a similar manner. The
cell substance is rich in fat, which often is found in large drops,
as occurs in the normal adult adrenal. Glycogen, it is said, may
also often be found within the cells, and sometimes around them.

English and American pathologists have hitherto devoted
very little attention to the study of these growths. In 1894
the subject was briefly discussed at the Pathological Society of
London ‘by Willett, Targett, and Newton Pitt. Pitt, speaking of
“embryonic renal tumour,” which term of course includes other
forms of growth besides those of adrenal origin, stated that in
eight years, at Guy’s Hospital, they had met with seven speci-
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mens. “The small nodules showed a glandular structure, the
tubes being lined with eylindrical epithelimin without a central
cavity. Others were merely small fibromata, and in these,
perhaps, the adenomatous elements had atrophied and disappeared.
None of them showed signs of active growth or malignaney.”

MacWeeney has recently recorded two important cases where
nephrectomy was performed, and to which brief reference must
here be made.

delicate looking woman, ®t. 53,
mother of seven children, had suffered for nine months from
night sweats, vomiting, and abdominal pain. She had been
operated on by Mr. Reeves, at the Soho Hospital, for movable
kidney. Further operation for the removal of the organ was
proposed and declined. There was now a tumour on the left
side of the abdomen; no hamaturia. On March 4th, 1892,
abdominal section was performed by Mr. Coppinger, and a
smooth tumour as big as a large melon exposed in the situation
of the left kidney. 1t fluctuated; and after an unsucecessful
attempt to aspirate its contents it was slit open, and a bowlful of
brain-like hiemorrhagic material evacuated: Mr. Coppinger re-
marking that all previously reported cases of soft sarcoma of the
kidney which had been opened had proved fatal by hiemorrhage.
The cavity at once filled with blood, but the hwmorrhage was
suecessfully dealt with, and the tumour removed. The patient,
who recovered without a bad symptom, is still alive and well.

CasE 2.—Tatient, female, ®t. 38, admitted, in September
1893, to the Maternity, under the care of Mr. Lentaigne. Had
been suffering for six months from abdominal pain and a tumour
in left side of abdomen. No disorders of micturition. Patient
looked cachectic and emaciated. Laparotomy revealed a large
lobulated tumour of the left kidney extending to the middle
line. The size and connections of the growth rendered the
operation very difficult and prolonged. Death followed in nine
hours from shock. Necropsy refused.

Microseopieally, both presented “rows and groups of ].Ei.lU'E
columnar or cubical cells of obviously epithelial ch&mcters.
Towards the degenerate parts many of the groups contained a
central space. The cells were flattened, and the nuclei lay close
to or actually projected into what corresponded fo the lumen.
In one of the cases there was extensive deposition of glycogen
in the form of intracellular granules, and also large extra-
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cellular masses. The resemblance to the adrenal was unmis-
takable, the zona fasciculata and zona glomerulosa being both
represented.

It seems very probable that many of the anomalous cases
on record, and doubtless some of those deseribed as angio-
sarcoma, endothelioma, lymphadenomata, or adenoma, really belong
to this class. Such specimens as those deseribed by Sturm,
Klebs, de Paoli, Weichselbaum and Greenish, Rumpell, Driessen,
Sudek, Brunn, and Virchow, and referred to in the Bibliography,
may perhaps have been of adrenal origin.

[t is somewhat remarkable, however, that true adenomata
of the adrenals should be so rare; indeed, they would seem to
oceur less frequently even than do the renal growths resembling
them.

Lubarsch has subjected the whole question to a most searching
criticism. He gives tables forming a summary of some twenty-
nine cises.

Mr. Targett has also recently contributed an important
article to the Transaetions of the Pathological Society of London.

The number of clear cases are at present so few, and many
of them are so dissimilar that it is very dangerous to attempt
to draw any safe general conclusions. The following may, how-
ever, be tentatively advanced—

Ser.—Males seem to be more often affected than females.
Of thirty-two cases probably belonging to this class, twenty were
males and twelve females.

Age.—This varies greatly. They certainly oceur in children.
Walsham’s case was only 91 months when the growth was re-
moved. Several have been met with in young adults. They
also occur in elderly subjects. If such are really due to adrenal
inelusions, it is surprising how long they may remain quiescent.
Myo-sarcomata, as already shown, almost always develop very
early in life. In thirty-two cases the ages averaged—males, 50;
females, 45, :

Lubarsch found twenty were between 40 and 79 years, and
eight between 21 and 39 years.

Side.—Both kidneys seem to be about equally affected.
Usnally only one organ would seem to be involved.

Duration.— This varies immensely. In some instances the
growths have reached a very considerable size in a few months,
while in others they seem to have existed from two to ten years.
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Askanazy’s patient noticed a tumour in early life, but reached
the age of 55.

Secondary deposits— Metastases occur in the majority of
cases. Lubarsch found secondary deposits in twenty of his col-
lected cases. In some cases, however, the growth long remains
local, and may be removed successfully, as MacWeeney showed.

The obscurity which still exists as regards the nature of
these growths is well summed up by Delafield and Prudden
when they say: “ The relationship between true adenoma of
the kidney, adenomata which appear to develop from strayed
adrenal elements, and similar tumours which are regarded by
some observers as endotheliomata or endothelial sarcomata, and
certain forms of angio-sarcoma, is not yet altogether clear.”

In considering some of the growths of the kidney of sup-
posed adrenal origin, one is compelled to agree with Mr. Targett
in his opinion that “mnot a few writers have been carried away
by the ingenuity of the theory, and have been led to refer many
ordinary renal carcinomata to this extraordinary class.”

There can be but little doubt that this form of renal growth
Is Very rare.

Two cases have come under my observation which I venture
to think may have originated in adrenal inclusions. Certainly
both presented elements closely resembling the appearance of
normal adrenal tissue. In both, however, the growth was not
uniform throughout, and in parts had little or no likeness to
suprarenal strueture. According to some, I have no doubt, these
examples would be considerad of a true earcinomatous nature, and,
indeed, I myself am not prepared to deny that they may have
arisen in connection with true renal tissue. DBrief reference,
however, may here be made to these cases,

Cask 1.—F. G., male, wt. 44, ropemaker, was admitted to the
Manchester Royal Infirmary, under the care of Dr. Thomas
Harris, complaining of pain in the left loin, and with blood in
the urine. A distinet twmour occupied the left renal region.
Secondary deposits rapidly appeared in the thorax and in the
olands of the neck and axillee. The left voeal cord became
paralysed, and much fluid accumulated in the left pleura.
Paracentesis was performed three times, but he sank and died
within two hours of the last tapping.

Avtorsy.—Wasted middle-aged male. Enlarged glands in
neck and left axilla.
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Abdomen.—Tumour in left lumbar region. Spleen above
and to outer side. Descending colon crossed directly in front of
it. Much adhesion to surrounding tissues. Kidneys (left).—
Seat of growth. Mass more or less rounded, size of infant’s
head ; surface somewhat irregular and nodulated. On section,
appearance as shown in illustrations (Figs. 54, 55). Outline of
kidney at lower part of mass. The upper part of kidney infil-
trated by growth, but still presenting renal outline. TImmediately

Fia. 54.—From a photograph of malignant renal growth, from male, mt. 44.
Growth affected left kidney, Size, 6 x 4 in. Hemains of kiduey at lower
end.  Growth had yellowish white appearance.  Ureter blocked by growth,
which also extended along renal vein, Aorta dividing inlo common iliac also ~
shown at lower part of illustralion.

above, and practically continuous with embedded kidney, immense
wass of yellowish white growth with darker pinkish areas, and
fibrous looking septa. Upper end of ureter blocked by growth,
which also extended along renal vein almost reaching inferior
vena cava. (Right).—Normal in appearance. Weight, 4§ oz.
Bladder—Normal. Liver.—Enlarged ; weight, 5 1b. 5% oz.
Presented a few secondary deposits. Spleen—Small ; size,
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41 x 3 in; weight, 3§ oz. No growth. Intestines.—Normal.
Lungs.—Numerous secondary deposits. Pleure.—Nodules of
growth most numerous on left side, which contained blood-
stained fluid. Mediastinum.—Glands seat of secondary growth.
Pericardium.—Nodules projecting into upper part of sac from
mediastinum.  Heart.—Normal. Glands—=Secondary deposits

of growth in glands in neck and left axilla. Spine.— Men-

ingoecele over body of third lumbar vertebra.
Microscopic.—Sections taken from junetion of kidney and

growth. Masses of cells, more or less distinetly of epithelioid

Fi16. i5.—From a photograph of slice of growth through centre of tumour mass,
From F. G., male, ropemaker, ®t. 44, Remains of kiduey at lower extremity
(left end of illustration). Mass of growth at upper end (right side of
figare).

type. Some large and cubical or columnar; others erushed,
elongated, or irregular. Each had distinet round nueleus. Cells
arranged in clusters or rows; where grouped, closely resembled
hepatic tissue ; where in columns, very similar to adrenal.
Between cells little or no stroma. Cells seemed to be placed
directly on the capillaries. The kidney tissue was much altered,
the essential elements being greatly atrophied.

Casg 2.—T. G., male, wt. 45, labourer ; admitted to the Man-
chester Royal Infirmary, under the care of Dr. Leech.

Clinical history.—Some six months before death, patient was
first troubled with sick headache, weakness, sleeplessness, dizzi-
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ness, and stageering. Later he became very an@mic. On admis-
sion the urine was scanty, pale, acid, sp. gr. 1020, and contain-
ing little albumin. There was a slight puffiness about the
eyes. He had several attacks of ureemic convulsions, and died
comatose.

Avrorsy.—Middle-aged male; general wasting; anemia;
@dema of lower extremities. Left kidney, seat of growth ;
weight, 25 oz; size, 6 x 4 in. Upper and anterior part still
retained renal outline. Below and behind, large, rounded dark-
pink mass, closely adherent to post-renal, muscular, and cellular
t1ssue.

On section, strip of renal tissue at upper part, fairly healthy
in appearance. Lower, 4} in. in vertical extent, consisted of
arowth of yellowish white appearance, moderately firm, and with
number of well-defined cysts. At lower end, large eyst contain-
ing mucous-like material. Renal vein blocked by growth and
blood clot.  Growth extending into renal pelvis and upper part
of left ureter, which is somewhat dilated.

Right kidney.—Slightly enlarged : weight, 7} oz. No growth.
Cortex increased, and in condition of parenchymatous nephritis.
Liver.—No growth; weight, 40 oz. Pleurie.—Double hydro-
thorax. Lungs.—Small number of more or less rounded nodules,
about size of peas, yellowish white in colour, chiefly situated
near pleura, and most abundant in left lung.

Mieroscopic examination.—The strueture varied considerably.
In some parts there were nodular areas of epithelioid cells closely
resembling, both in appearance and arrangement, the cells of the
suprarenal cortex. The cells were arranged in groups or
columns, end to end and sharply defined from the adjoining
tissue. In other places there was extensive hiemorrhagic infiltra-
tiom, the tissue being hardly visible for the excessive accumula-
tion of blood corpuscles. In some parts the cells were evidently
of an embryonic connective tissue type, very suggestive of sarcoma.
Tubular structures, and irregular and sometimes branching
columns of epithelial cells, were plentiful in many parts, and in
places epithelial elements aggregated within alveolar spaces gave
a very carcinomatous appearance, Myxomatous degenerative
E‘hﬂng&!ﬁ Wwere TGI"}' (_'E'Hlﬁllil',lli'lﬂﬁ i'[l Hl}\’ﬂl':ll 'I.ﬂﬂ{’.ES‘

Mr. Malcolm has recorded a remarkable case of suecessful
removal of an adenomatous growth, which, whether originating
from an adrenal “ rest” or not, may perhaps be best referred to
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here. The patient was a male child, tet. 23 months. The tumour,
in the right side of the abdomen, had been noticed for six months.
The urine was normal, and the child otherwize in good health.
The growth could be easily defined. It was fixed in the
richt loin, and reached to the middle line, a little below the level
of the umbilicus. Percussion gave a dull note over all the front
and outer part of the growth. A resonant note was elicited to
the left, and between the liver dulness and that of the growth,
The kidney was removed through a
longitudinal inecision outside the right
rectus abdominis muscle. The posterior
layer of peritoneum was opened outside
the colon. Strong bands of connective
tissue had to be divided before the
growth could be removed. The ureter,
which appeared healthy, was cut elose
to the growth and its end fixed out-
side the ineision. A mass of enlarged
olands around the renal vessels was
removed by the aid of secissors. The
vessels were secured close to the vena
cava. The patient rapidly recovered,

and three years after the operation was Fic. 6. — Adenomatous growth.

known to be well. The specimen is
now in the Museum of the Royal
College of Surgeons (3597E). Fig. 56
well indicates the maeroscopic cha-
racters. A large oval tumour springs
from the anterior part of the kidney.
It lies entirely within the fibrous cap-
sule of the kidney. The hilum, pelvis,
vessels, and greater part of the kidney
appear healthy.
division into lobules.
capsule and compressed renal tissue.

Probably originating from ad-
renal inclusion. Large oval
growth springing from upper
and anterior surface of kidney.
Posterior surface, convex border.
and lower end of kidney free.
Renal capsule encloses growth.
Eemoved by operation from
child, =t. 23 months. Good
health three years afterwards,.—
From a photograph lent by Mr.
Targett.

The surface of the divided growth indicates
Fibrous strands extend inwards frem the

Microscopic examination showed that the growth had every-

where an adenomatous structure.
masses or follicles of epithelial cells.

“ There were tubules and solid
These follicles varied con-

siderably in size, and forcibly recalled the follicles in the foetal

thyroid body.

central softening, and thus eystic spaces were formed.

Some of the larger follicles were undergoing

These
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differed from the tubules, in that the latter were lined with dis-
tinet columnar epitheliumm.  The meshwork supporting the
neoplasm was likewise very delicate and scanty. No evidence
of sarcomatous tissue.”

Dr. Newton I'itt has described an admirable example of an
accessory adrenal in close connection with the left kidney. The
general appearance is shown in the accompanying illustration
(Fig. 57). The accessory adrenal is situated upon the anterior
surface of the organ, towards its upper end. The renal capsule
has been stripped off up to the
edge of the adrenal “rest,” and
here it passes between it and the
kidney. The suprarenal bodies
were normal in size, structure,
and position.

Sections taken from the por-
tion indicated in the ficure
presented internally the char-
acteristic form and arrangement
of the renal convoluted tubes ;
while externally there were
columns of cells of typical ad-
renal form and grouping. Be-
tween the two portions there was,
in parts, a scanty amount of
connective tissue, but in places
the renal and adrenal structures
F16. 57.—Aceessory adrenal. A small por- H’PI“'E{“‘E{] to have blended {Fig‘

tion has been removed from the ceutre 583).

et fanion ¥ Dr. Tolleston has sent me

an interesting specimen, which
appears to be a good example of an adrenal inclusion in the
kidney. The formation appeared as a small tumour in the
cortex of the kidney of a man who died from an accident. As
shown in Fig. 39, the growth is demarcated from the true renal
tissue by a layer of fibrous tissue, which practically acts as a
capsule for the growth. The structure is distinetly adenomatous.
The growth is made up of columns of cells closely resembling
those of the normal adrenal. Between the columns and agorega-
tions of cells is a fine connective tissue stroma.

One of the illustrations from Mryr. Tarcett’s photographs
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{’E"ig. 60) shows a remarkable malignant adenomatous growth.

It is possible, however,
that the growth may
have arisen from in-
cluded adrenal tissue.
The specimen was re-
moved by nephrectomy
through a median ab-
dominal incision by Sir
Wm. Maccormae from
a girl ®t. 5. A tumour
had been noted for nine
months.  There was
never any hwmaturia
observed, and the child
complained of but little
pain. The preparation
may be best described
in Mr. Targett's own
words : “ The tumour
consists of three large

Fii. 68.—Adrenal “ rest ” in kidney. Above are the

characteristic renal tubunles,

Below, more or less

vertical eolumns of adrenal cells. Between the
two a small amount of fine connective tissue, ex-
cept at central part, where renal and adrenal
tissnes blend.—From a photograph lent by Mr.

Targett.

lobules and some smaller ones, all of which are distinctly

Fic. 59 —Adrenal ““rest™ in Kidney.
on the left. Adremal tissue on the right.
(Zeiss, Oc. 2, Obj. A, x50.)

tissue intervening.

that seen in carcinomatous nodules in the liver.

tenal tubules

Fibrous

separated from each
other by kidney tissue
at the periphery, and by
strands of fibrous tissue
towards the centre of
the mass. The vessels
traverse these strands

@ chiefly, and very few are

vigible in the central
parts of the lobules.
The space at the top of
the tumour shows the
compressed calyces and
vessels of the hilum.
The centre of each
lobule of the growth
has undergone a fibrous
transformation, like
These areas
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have a semi-transparent aspect, and trabeculw radiate from them
towards the periphery of the lobules. They are composed of
loose connective tissue, and their central position suggests that
they are due to rapid growth at the periphery, and the blood
supply being thereby impaired a lower form of tissue growth is
induced.  Microscopical sections taken from different parts of
the tumour agree in showing an adenomatous structure. They
are composed of tubules eut in various directions with a distinet
: lumen, and lined with columnar epi-
thelinm. Around these are placed
solid follicles of all sizes, consisting of
small spheroidal epithelial cells. There
is a very delicate meshwork, forming
a stroma which holds the tubules and
follicles together. Nowhere is there
evidence of sarcomatous tissue or of
striped fibres.” The specimen is now
in the Museum of the Royal College
of Surgeons (3597F).
— Ricker has met with six well-
Fig, 60.—Malignant adenomatous marked B:‘iﬂ].ll]_]].ﬂﬁ of renal gl‘ﬂ“"t-h of
growth of kidney. Probably adyenal origin. The smallest was found
orviginating in hilum. Cap of |, 2 ;

healthy renal tissue at upper 11 the llEiLIth}' kldl]ﬂ}' of a let'h?

end, with compressed calyces get, 16, and appeared as a slightly

o :iwerizi:i\q{:m‘tﬂ:m:l111:.:; prominent yellow nodule smaller than

lobules, with some smaller ones, & Ped, and in its gl‘EﬂtEl‘ I}Ei..l't G}’St-iﬂ.

Renal tissue around snd be- Tt eongisted of a zene of solid ‘eell

tween each mass. Strands of

fibrous tissue running towards COlumns separated and surrounded by

centre of each lobule, which capillaries. The cells were polygonal,

1'1::1: ;L]I'::ut:“:l_t:’:;:;mi}:::t and contained large masses of fat. A

From a girl, @t. 3.—From a few cellular trabecul®e ecrossed the

photograph lenthy Mr. Targett.  eentral cavity. The cylindrical cells
contained a large fat globule in their outer part. Another
growth was rounded, of yellow colour, and the size of a cherry.
A third specimen was of the size of a nut, and of a brownish
red colour.

Occasionally it would seem that renal parenchyma may be
included by true adrenal tissue. Ricker has met with a case
where kidney and adrenal were firmly united over an area of
several ems. The tissue of each organ extended into the territory

of the other. Characteristic renal cysts, lined by a single layer
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of cubical epithelium, were present on the suprarenal side of the
separating connective tissue. In this connective tissue layer
was a nodule made up of adrenal elements. In another case the
adrenal cortex was the seat of a small cystic growth consisting
of a single layer of cubical epithelium, resting on a connective
tissne basis and containing distinet trabeculs, each with a
capillary and eovered by cubical epithelium.

Ribbert has deseribed a growth connected with the outside
of the capsule of the kidney, near the renal pelvis, in a child
@et. 81, which apparently originated in an aberrant adrenal.

It is easy to understand how incomplete development of the
capsules of the adrenals and kidneys may allow of penetration of
a part of one organ into the substance of the other. Adrenal
tissue has even been found beneath the capsule of the liver.
Usnally it is adrenal which becomes entrapped within renal
parenchyma. Oceasionally adenomatous tissue having adrenal
structure is found directly adjoining the apparently normal
suprarenal. Dr. Eurich has recently recorded a well-marked
example. The specimen was obtained from a man, @t. 38. He
has kindly sent me the following report of his case:—

“ Kidney and suprarenal body were separated from each other
to the distance of a couple of inches. While the latter occupied
its usual place, there was a slight but distinet downward displace-
ment of the former—insufiicient, however, to account for the gap.
This was due to a congenital atrophy of the kidney, which measured
2 in. in length, 11 in. in breadth, and # in. in thickness. The
left kidney showed compensatory hypertrophy, but was otherwise
healthy. The above mentioned interval between kidney and
suprarenal body was occupied by a tuwmour, almost spherical,
measuring somewhat more than an inch in diameter, of a livid
purple, tense to the feel, and encapsulated. Upon its upper
pole was perched the suprarenal body, apparently healthy in
every respect, and in no wise involved by the tumour mass,
from which it was separated by the aforesaid thin capsule. This
eapsule of fibrous tissue, over the anterior surface of which a few
veins were seen to course, was prolonged at the lower pole of
the tumour to form a short but broad pedicle, by which it was
continuous with the capsule of the kidney. This tumour, there-
fore, departing from the usual course of its kind, had not
encroached upon any organ—either by direct involvement or by
compression, but had, as it were, served to fill a gap. A section
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of the tumour showed it to be very dark, pulpy, and vaseular.
art of the growth was hardened in bichromate, part in spirit.
Microscopie examination revealed, with certain differences,
according to the hardening solution employed, the following
appearances.

“The greater mass of the tumour is formed of glandular
looking cells without a distinet cell-wall, and irregular in shape,
the polygonal form prevailing ; they contain an oval nucleus
centrally situated, and varying considerably in size—being of
moderate dimensions m the centre of the growth, but often
three or four times that size towards the periphery, where, too,
it was sometimes horseshoe-shaped, sometimes vacuolated. The
outermost cells, however, differed somewhat from the rest, being
smaller, almost cubical, and containing a moderately sized,
nearly spherieal nucleus, staining deeply with the usual nueclear
dyes. Spirit preparations show the cell protoplasm as shightly
granular; but if bichromate has been the hardening agent, then
most of the cells appear to contain a diffuse yellowish brown
picment ; but not all—for here and there, standing out clearly
from among the rest, are cells with pale, elear protoplasm, only
faintly dyed by the stains employed, but otherwise like their
fellows.

“The arrangement of these cells is very irregular, and is
determined by an intricate network of eapillaries, veins, sinuses,
and Dblood channels, between which the cells are placed. A
double row of cells usually separates the wvascular passages
from each other, but larger clusters are seen in places, while in
others but a single layer appears to intervene. How far these
differences were due to the line of section could not be
determined. The capillaries are limed by flattened endothelial
cells. Almost the only fibrous tissue in the body of the
tumonr is found forming the walls of the veins, and lining an
old hiemorrhagie cavity. This is situated somewhat excentrically,
and contains blood pigment and fibrinous clot; a little blood
pigment is also found among the cells bordering upon the
cavity. The sinuses and blood channels attain their maximum
development towards the centre of the growth; they show no,
or almost no, endothelial lining, the glandular cells themselves
forming their walls, and projecting into them here and there in
the shape of buds of varying size. Single cells, or groups of
cells, are not unfrequently found lying apparently loose in the
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lumen of these sinuses, according to the direction of the plane
of section. A few thrombosed veins and small blood channels
are also found beneath the capsule, but in size they are inferior
to those towards the centre. So far the spirit and bichromate
preparations have agreed in all essentials. We wounld now pass
to an appearance found only in the latter. This is a peculiar
homogeneous, hyalin-looking material, lying in the veins and its
branches, but apparently not in the larger sinuses. It stains
yellowish brown with picro-carmine, pale red with lithium-
carmine, faintly with alum-carmine, and not at all with
heematoxylin. It does not always quite fill the vessels, but
may leave a gap filled with blood corpuscles. Blood cells are
also found embedded in the mass itself. Where there i1s no
lining endothelium, the tumour cells frequently lie in apparent
contact with this substance ; and this appearance may, if the
vessel be small, and if the cells themselves present a yellow
tint, closely simulate a giant cell. — Prolonged contact with
aleohol completely destroys it: and though hyalin-like n
appearance, it cannot be considered hyalin in nature. To
complete the description, we should add that no traces of fat or
of glycogen could be detected within the tumour cells by the
usual methods.

“In structure, therefore, the growth closely resembles that
of the medulla of the suprarenal body, though we were unable
to convince ourselves of the presence of ganglion cells or nerve
fibrils. The absence of all nerve elements may seem, at first,
a serious objection to this view. The history of peripheral
aceumulations of nerve cells meets this objection : they reach
their final positions by emigration, and their axis eylinders,
as centrifugal outgrowths from the cell bodies, insinuate
themselves between tissues and cells, according to laws as
yet not fully understood, till they reach their destination. The
nerve cells and fibres within the suprarenal medulla are no
exception. It seems to us quite reasonable to suppose that,
with the abnormal development and position of this piece of
suprarenal medulla, nerve elements may be altogether wanting. ™

Dr. Eurich believes his specimen owes its origin to an
aberrant adrenal fragment—mnot of suprarenal cortex but of
suprarenal medulla; and conceives it possible that its first
germs might have lain beneath the capsule of the kidney had
that organ attained to its full development. He believes it

IO
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very probable that medullary residues may explain the develop-
ment of certain of the anomalous growths. His suggestions
are at least of speeulative interest.

“It is more difficult to assign distingunishing characteristics
to such supposititious growths. That they must be tumours
of the glandular type is evident.  Glycogen, and especially
glycogen plus fat, should be absent from the cells; fatty
contents alome, particularly if of loecal oceurrence, would not
exclude a medullary origin, for there are few growths which
do not exhibit fatty changes at some period of their life-history.
Extensive wvaseularity would probably be another characteristic.

Fic. 61.—Malignant growth of kiduey, possibly originating from an inelusion of
adrenal tissne, (Zeiss, Oc. 4, Obj. A, % 110.)—From a specimen lent by
Mr. Paul.
sut the most distinguishing feature would possibly be that
homogeneous, hyalin-looking substance above described.”

Myr. Paul has sent me a remarkable specimen obtained from
an adunlt subject (Fig. 61). The structure in places appears to
me to somewhat resemble that of the adrenal, and I am ineclined
to look upon the growth as possibly originating in ‘an adrenal
“rest.” While, however, some portions simulate suprarenal tissue,
other parts closely resemble an alveolar sarcoma (Fig. 62), and
some distriects have an appearance which, I believe, many would
be inclined to term ecarcinomatous.

t present our knowledge as fo the various forms assumed
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by members of this class of renal growth is so meagre that
there is wvery great difficulty in venturing, even with the
greatest diffidence, and with all caution, to declare a growth
as undoubtedly arising from inelusions of adrenal tissue.
Doubtless, in time, further and more certain indications will
be apparent than is the ease at present.

An interesting example of the difficulty in “ placing” a
renal growth is illustrated by the curious adenomatous
growth investigated by Mr. Edgar Willett, through whose
kindness [ am enabled to make full reference to it in these pages.

This specimen is also referred to by MacWeeney as
possibly belonging to the
group of growths derived
from suprarenal *rests.”
It has probably, however,
no true etiological connec-
tion with adrenal strue-
tures, but since its exact
position is disputed, and
its structure certainly in
many respects anomalous,
I venture to describe it in
this chapter.

The growth occurred
in an infant of 91 months. :
The clinical features of the Fie. 62.—Malignant renal growth. High power

e of Fig. 61. (Zeiss, Oc. 4, Obj. D, x435.)

case were originally pub-

lished by Dr, Tlott and Mr. Walsham. A tumour had been noticed
in the left side of the abdomen for a month. It grew very
rapidly, had a semi-fluctuating feel, and was freely mobile. The
child seemed to be in good health. A little blood had been passed
m the urine. The whole growth, together with an enlarged
lumbar gland, was removed. One year later recurrence was
noted, and a large rapidly growing mass soon occupied the
greater part of the abdominal eavity.

The macrosecopic characters of the growth are well shown
in the accompanying illustration (Fig. 63).

Mr. Willett considered the growth to be a “congenital cystic
adenoma.”  Mieroscopieally, the growth “consists of numerous
minute eysts of various sizes, each of which is lined by a single
layer of short cubical epithelinm. The cavity of the larger eysts
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seems to have contained a fine granular material; in many
places there is an appearance as though the thin cyst wall had
ruptured, but nowhere are any intracystic growths or tufts to
be seen.” The specimen was considered by a committee of the
Pathological Society of London to be “a glandular ecarcinoma.”
They prepared sections from the junction of the growth and the
kidney, and deseribe large angular alveoli © packed with masses
of immature glandular epithelium.” At the margin of the
growth they found “a layer of
dense fibrous stroma in which
the remains of secretory tissue
can still be traced.”

Mr. Willett tells me that
in his first set of specimens
tubular-like struetures, appar-
ently in transverse section,
were  present, and suggested
renal tubules in seetion. An-
other set of sections was taken
at right angles to the others,
: for “if the first set had been
Fi1G. 63.—Malignant adenoma, originating in  tphes 1n  Cross - EEEti.G]'I, the

cortex or from capsule. Spherical growth ,
embedded in cortex of convex border of second set must have shown

kidney, Enclosed by fibrous capsule of the tubes in longitudilml sec-

kidney. fh'u_rlapparrl by Lidney tissne. tion.” The two sets of SPEﬂi-

Compressed kidney tissue between growth ; ;

amd hilum, Heles like pin-pricks in- 1E1S, however, were identical,

dicate spongy character of growth. Fine gn¢ 1t therefore seemed that

fibrous trabeculs t.lu'm:ghol:t. growth. | v ﬁ

From an ]'_]“'_-u:t., wt, gn:l. months, Be- LhE’ SPHEEE Were rea } CAVILIES,

moved by mnephrectomy. Recurrence more or less spherical in form,

1.1.'1_1;lm1 :L.}'mr,—h-nm a photograph lent and not tubules at all.

by Mr. Tarzett. : .

This remarkable specimen
has been thoroughly investigated by Mr. Targett. I quote from
his notes kindly sent me.

“ Microscopic sections, taken from the junetion of the tumour
and kidney, are composed of large angular alveoli held together
by strands of nucleated connective tissue. These alveoli are
filled with masses of glandular epithelial cells without obvious
arrangement, and running through most of the alveoli may be
seen a duet having a distinet Iumen and lined with ecolumnar
epithelimm. This duect is situated either in the centre of the

mags or at its periphery. The cells in the stroma have oval
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and elongated nuelei, and this tissue is permeated by ecapillary
vessels, and shows here and there a separate duet. DBetween the
tumour and the kidney there is a broad zome of fibrous tissue, in
which may be recognised a few compressed renal tubules and
wasted glomeruli. DBeyond this capsule the substance of the
kidney is perfectly normal.

“On turning to the sections taken from the centre of the
tumour, we find that the scene has changed, and in place of
the solid alveolar masses, each with its single duct, we have
a series of cysts embedded in a fibrous stroma. The alveoli
have not entirely dis-
appeared, hence it is pos-
sible to trace the stages
by which the present
condition has been
formed. Some of them
are undoubtedly dilated £
ducts, such as those de- |
seribed above. DBut the
majority of the spaces
are due to softening of
the central cells of the
alveoli and conversion
into  granular  débris.
When such spaces are

s anposition they Fi6- 64.—Photo-micrograph of growth shown in
in close Pl b v 3 Fig. 63. Masses of cells at npper part of photo.

eveutmﬂly {:ﬂﬂlEEGﬁ, and Cysts or tubular struetures embedded in fibrons
occasiuu&ll}’ one observes tissue, and lined by epithelial cells. From a
: photograph lent by Mr, Targett.
a cavity, due to soften-
ing, which has then formed a communication with a duet. The
pathological process would seem to be some interference with the
nutrition of the growth, possibly by thickening of the stroma and
ecompression of the vessels as well as the duets. This would
lead to dilatation of the duets, and at the same time account for
the degenerative changes in the centre of the alveoli” (Fig. 64.)
Weigert has described a case of what he considers to be
“ congenital adeno-carcinoma,” and gives drawings showing
masses of epithelial ecells lying in spaces, and having in their
midst, or in close proximity, tubules of ordinary renal type.
In some of the aggregations of cells there were numerous
thin-walled vessels. As this specimen seems to have resembled
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the one of Mr. Willett, in some points at least, I venture to
refer to it in this place.

Dr. Eurich has very kindly sent me notes of a case he has
recently investigated, which appears to me to be very similar to
the above. The specimen is now in the Museum of the Royal
Infirmary, Bradford. The patient was a child, =t. 2. The
tumour was first noticed about six months before death. The
growth originated in the left kidney, and “apparently from the
“sinus’ of that organ.” The kidney was compressed from before
backwards, and the growth involved part of the upper pole of
the kidney. Most of the kidney substance seemed normal.
The left adrenal could not be found. The growth was very soft.
“ On section it presented beneath the capsule a rind about 14 in.
thick, like the fat layer of a ham. Further in, streaks of this
whitish substance could be seen, but the main mass was taken
up by pinkish red tissue, firmly fibrillay, with numerous haemor-
rhages. In the centre of the tumour was a hard, semi-cartilag-
inous nodule, the size of a filbert, which mieroscopically proved
to consist of somewhat densely packed striped muscle fibres in
sarcomatous tissue. The main mass of the tumour, save where
destroyed by hiemorrhages, consisted of round and spindle cells,
arranged in large croups, separated from each other by strands
of more elongated and less densely packed spindle cells. Within
the groups were vessels lined with eubical endothelinum, some of
which had proliferated. One had the impression that here and
there the sarcoma cells had originated from the adventitia.
Within the groups were also seen what appeared to be duct-like
structures, eylindrical cells cirenlarly arranged around a distinet
Inmen. Some of these gland or duct-like structures seem to have
contained blood. There was no trace of fat in the cells of the
tumour, save in the centre around the hwmorrhages. The
growth weighed 6 lb., and almost filled the abdomen.”

In some of the cases it seems possible the duet-like structures,
described as lying in the mass of the growth, may have been
derived from vaseular structures. Others, no doubt, originated
from renal tubules.

The whole question of the adenomatous growths met with
at all periods of life requires the most thorough investigation ;
but until all specimens of renal growth are submitted to thorough
microscopical iuvestigation, our knowledge of this important and
probably very complex adenomatous group will not advance far.



MACROSCOPIC CHARACTERS. 151

In the mere naked-eye characters, the adenomatous forms of
growth often closely resemble the sarcomata, as will be evident

Fic. 65.—Slice taken from centre of large adenomatous growth which developed
in a child.

from the accompanying illustration of a large adenomatous
arowth, now preserved in the Pathological Museum of the Owens
College (Fig. 65).



CHAPTER XYV.
CARCINOMATA.

MALIGNANT growths of an epithelial type oeccur in conneetion
with the kidney, as—

1. Glandular, epithelial type,—the true earcinomata.

2. Surface epithelial type,—the epitheliomata.

Many continental pathologists use the term epithelioma in
the wider sense, to embrace all forms of neoplasm of a true epi-
thelial type. I prefer to limit it, according to English and
American custom, to the malignant growths originating in con-
nection with epithelial surface membranes.

As alveady shown, most cases of malignant growth of the
kidney were formerly considered to belong to this group.
Since many of the “cancers” have been shown to be sarcomata,
attention seems to have been in great measure withdrawn from
the true carcinomata. Hence the study of these malignant
growths has been much neglected. At the present time it 1s
only possible to indicate approximately the general characters of
this class.

Reginald Harrison, in his recent article,’ bluntly acknow-
ledges the limitations of our present knowledge when he says:
“ The typical carcinoma is tubular and sometimes eystic, but there
is at present no satisfactory account of the pathological varieties
which may oceur in this region.”

Frequency.—True primary ecarcinoma is undoubtedly rare.
Lebert, out of a total of 447 cases of “ cancer” of different organs,
found renal “cancer” in only twelve, and probably several of
these were not true earcinomata.

Even secondary carcinoma is not common. In 111 cases
of ecarcinoma which have come under observation in the patho-
logical department of our hospital during the last few years,
only eight showed distinet involvement of the kidneys by

15 The Twentieth Contury Practice of Medicine.™
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secondary growth. In two others there were also doubtiul
nodules. In one of the eight the growth had probably reached
the kidney by direct extension. In only seven, or a little over
6 per cent., was secondary deposition in the kidney certainly
present. Kpithelioma is rarer still. Roberts says he only knows
of two recorded cases. It sometimes, however, is met with as a
secondary deposit.

Sex.—As far as I have been able to ascertain, sex has but
little or no influence in predisposing to the development of
earcinoma.

Age—1It is generally stated that carcinomata arve met with
usually in elderly persons. Butlin states definitely that they
ocenr only in adults.  The Fenwicks, in the last edition of their
“ Medical Diagnosis,” state that primary cancer is met with at
a late period of life, and usually affects only one kidney. TProb-
ably they never occur in children. Brault says: © Sarcoma of the
adult is less frequent than cancer; it is much less haemorrhagic
than epithelioma.” The average age is said to be about forty.
They are specially liable to cceur between forty and sixty.
Newman found the mean of twenty-three cases was a little
over forty years, but deducting several doubtful cases he arrived
at an average of forty-eight and a half years. Adenomatous
forms of growth, some of which are undoubtedly malignant,
and such as migcht be considered carcinomatous by some
pathologists, occur in young as well as adult subjects, as already
indicated.

Varietiis.—The growth may oceur in two chief forms

1. Nodular or cirecumseribed.

2. Infiltrating or diffuse.

The nodular forms appear as definite, clearly cirenmseribed
yellowish nodules. They have no distinet capsule.  Coats
figures a case where the growth formed a rounded mass at the
upper end of the kidney. In some of the infiltrating forms
there i1s an abundant stroma of a fibrous nature, from which the
meagre amount of cells have to be pencilled out in orvder to
render them distinet.

Origin.—Careful observations by IDereversefl, Newman, and
others seem to show that these growths arise in the cortical
and subeortical region, the urimary passages only being in-
volved later. The growth originates in the epithelinm of the
tubules.
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Sharvkey has recorded and figured a specimen, from a woman,
wt. 28, in which he believed the growth originated in the
epithelinm of the Malpighian tufts.

At the borders of the growth the proliferation of the epi-
thelium may be best studied. At first the epithelinm is enclosed
within the basement mewmbrane, and transitional forms may be
seen within the tubules. Soon the intertubular tissue also
becomes infiltrated. The villons papillomata met with in the
pelvis are generally epithelio-
matous. In one case, where
the papilloma was removed
by one of our surgeons, the
crowth recurred and proved
fatal, Several cases recorded
as due to the irritation of
calculi have been true epi-
theliomata. Such, for example,
as those recorded by Walsham
and Brodeur.

Herringham, Garrod, and
Gow! make the somewhat sur-

=) =

Fia, 66, —Carcinoma of i':i;hl ]-Lil:l!:lu_'l.', ”D.'t'll'h}'

kidney substance, with hilum, vessels, and
ureter om the right. To the left, bun-
shaped mass of growth projecting throngh
eapsule. Between these, oval mass of very
soft, vascular growth, with considerable
part infiltrated with blood. Well-defined
capsule to growth. Diameter of growth,
3 in.  From female, =t. 43. (Growth
removerll by operation.  Recurrence aml
death in eight weeks,— From a photograph
lent by Mr. Targett.

prising statement, that carei-
noma “most often originates
in the lymphatic glands, or
parts of the hilum, invading
the Lkidney substance later,
or not at all”; and a little
later they speak of sarcoma
ocelurring in “ a not uncommon

form as lympho-sarcoma, beginning in the glandular tissue of the
hilum.” :

Conststency.—The general characters vary much. Some are
very soft and vascular, others are hard and look almost like
fibrous tissue. In some the growth is almost entirely cellular,
in others the stroma is excessive. The more cellular the growth
the more malignant it is, as a general rule. In the same growth
the proportion between cells and stroma may vary greatly in
different parts.

Microscopical eharacters.—According to the histological char-
acters, the following forms have been described —

1 4 Handbook of Medical Pathology.”
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I

1. Soft or encephaloid.

2. Hard or seirrhus,

3. Colloid.

4. Epithelioma,

Considerable diffienlty is often experienced, as has been
shown in a previous chapter, in distingnishing the true
earcinomata from ecertain other forms of growth. Thoma has
put the case well when he states: “In such organs as the
kidneys, which are developed comparatively late in feetal life,
epithelial cell growths form tumours which in their general

Fig, 67.—Secondary epithelioma of the kiduey. (Zeiss, Oc. 2 ; Reichert,
Obj. No. 2, x30.)—From specimen lent by Mr, Paul.

appearance are not easily distinguished from very cellular tumours
arising in connective tissue.”

It is particularly necessary to remember that it is sometimes
almost impossible to decide which should be considered a car-
cinoma and which an adenoma, judging merely from microscopic
appearances. Difficulties also arise In connection with some of
the adeno-sarcomata and alveolar sarcomata. Although some
cases present the appearances usually associated with ideas of
malignancy, it is nevertheless necessary to recognise the fact
that in a number of these cases apparent recovery has resulted
after nephrectomy. It seems quite possible that some of the
cases were really forms of growth originating in adrenal “ rests.”
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Greenfield and Goodhart ficure an interesting example of
medullary cancer of the right kidney, from a man, @t. 37. A
somewhat similar specimen is preserved in our College Museumn.

The carcinomata vary comparatively little in their minute
strueture. The proportion between cells and stroma, of course,
varies to some extent, but the general arrangement does not
vary so much as in the sarcomata. Degenerative changes fre-
quently occur in the carcinomatous cells. In one speeimen sent
me by Mr. Paul, the central parts of the microscopic masses

Fic. 65.—Malignant papilloma, Mass of soft papillomatous growth at upper
part of kidney, filling space size of pigeon's egg. Area of growth, 1§ in.
diameter. Length of kiduey, 5% in. Weight, 6} oz. Pelvis and calyces
dilated. Renal parenchyma normal. Removed by nephrectomy from male,
wt. 5Hb.

of epithelial cells had undergone such change as to make the
individual eells indistinguishable.

Growths apparvently of an epitheliomatous nature, and prob-
ably originating in connection with the pelvis of the kidney,
have been recorded by Battle, Billroth, De Morgan, Drew,
Gaucher, Hartmann, Israel, Jones, Murchison, HRobin, Thornton,
and Windle.

Billroth removed a growth, three times the size of the closed
hand, from a man, @t. 33, which was considered to be a papilloma.
In Drew’s case a villous carcinoma involved the pelvis of the



MALIGNANT PAPILLOMA. 157

left kidney and ureter, and also the bladder, and led to hydro-
nephrosis. The patient was a male, @t. 56, and the chief
symptoms were attacks of pain resembling renal colic associated
with hamaturia.

De Morgan’s case was a female, ®t. 76, who died from
strangulated hernia. At the lower part of the renal pelvis were
masses of papillomatous growth. Mr. Thomas Jones has also
removed a papilloma from the renal pelvis (Figs. 68, 69). The
specumen is preserved in the Museum of the Manchester Royal
Infirmary. It was obtained from a man, ®t. 55. The papilloma
was removed, but reeurrence took place within nine months, and

N

Fic. 6%.—Malignant papilloma. (Zeiss, Oc. 2, Obj. A, x60.)

the whole kidney was then removed. Murchison records the
case of a man, wt. 65, where the pelves of the kidneys were
occupied by villous growths, similar papillomata being situated
in the bladder at the orifice of each ureter. Sutton gives an
illustration of this specimen, which is preserved in the Museum
of Middlesex Hospital, in his work on “ Tumours.”

In a specimen of carcinoma of the pelvis of the kidney sent
me by Mryr. Paul, there was an abundant fibroid stroma, with
aggregations of large epithelial cells in masses, columns, and
small alveolar-like groupings, but presenting no distinet papillo-
matous structure.

Reginald Harrison, while admitting that “ the renal pelvis,
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like the wvesical Dbladder in structure, is sometimes the seat of
growths similar to those met with in the latter,” believes that
villous growths are rare, and that “ squamous-celled epithelioma
is the usual kind of carcinoma met with in this loeality.” In
some instances the villous growths have been associated with
ealeulus formation.

In Battle’s case, where the patient was @t 51, the
kidney was explored, and a caleulus detected and the growth
seraped.

Knowsley Thornton’s patient was a female, ®t. 32. A
papilloma existed at the junction of the ureter and pelvis with
a caleulus adherent to it. '

Drew states that specimens of papillomata associated with
calculus formation, are to be found in the Museums of University
College and Guy’s Hospital.

It is probable that some growths originating in the renal
substance extend into the renal pelvis and project in a some-
what papillomatous form.

wundle has recorded a remarkable case of epithelioma of the
ureter in a man wxt. 46.

Colloid forms are rare. Newman deseribes a case met
with in the Glasgow Royal Infirmary. The patient was a
woman, @t. 45. The growth projected from the convex margin
of the right kidney, and on section was found to be composed
of a soft, almost disintegrated tissue, which towards the hilum
merged into normal renal tissue.  Mieroscopic examination
showed considerable colloid change in the epithelial cells, and
the form of the stroma was characteristic. There is a somewhat
similar specimen in Guy’s Hospital Museum.

Dickingson has met with colloid cancer associated with
caleuli.  Schueppel has recorded a colloid cancer weighing
261 Ib. Cases of colloid growth have also been recorded by
Rokitansky and Gluge.

The cylindroma is not a carcinoma but a special form of
sarcoma. This form of growth has been deseribed under such
different names as “tubular tumour,” * tubular sarcoma,” or
“siphonoma.” It is very rare in the kidney. Wagner mentions
two cases. Cylindroma evidently has close relationships with the
alveolar sarcoma and endotheliomata. ‘

Sometimes the primary growth may be quite overshadowed
by the symptoms arising from secondary deposits. This was
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well ‘illustrated by a case in the Manchester Royal Infirmary
some years ago, under the care of Dr. Simpson.

James W., wt. 49, five weeks before admission, whilst washing
himself, suddenly found his right arm becoming weak. In three
or four days it became quite useless. A week later the right
lee failed. He then experienced some difficulty in speaking.

On examination, evidences of cerebral tumour were unmis-
takable. No abdominal growth was noted. The urine appeared
normal. He remained under observation for nearly six weeks,
the cerebral symptoms inereasing, and died comatose.

Fic. 70.—Carcinoma of kidney. Bemains of Kidney at one end. Diffuse
growth having in parts honeycomb appearanee, and presenting several
cysts showing intracystic growth. Extensive adhesions between kidney
and perivenal fat. Weight (after hardening), 16 oz.; size, 51 x 31 in.

The post-mortem examination was conducted by Dr. Thomas
Harris. “In the substance of the left cerebral hemisphere, close
to and involving the cortex, was a tumour the size of a large
walnut. This growth was seated so as to involve chiefly the
upper extremity of the ascending parietal convolution. It was
of a dull red colour in the greater part of its substance, whilst
elsewhere there were signs of considerable recent hwemorrhage
having ensued into its substance. In the anterior part of the
rigcht frontal lobe was a focus of black recent hsemorrhage, but
no evidence of growth could be seen around it. Elsewhere the
brain presented no abnormal appearances.”
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The left kidney was the seat of extensive growth. Weight,
24 oz At one extremity a portion of kidney cortex remained
uninvolved (Fig. 70). The growth at the periphery was fairly firm
in consistency, and of a mixed red and grey colour. The centre
was very soft, and of a yellow appearance. The right kidney
weighed 8 oz, and appeared normal. The liver presented a
small secondary nodule the size of a walnut in the substance
of the right lobe. Doth lungs were the seat of several secondary
nodules,

Microscopically, the growth presented an alveolated struc-

Fie. 71.—Malignant adenomatous growth. Growth is extending into ecalyces
and pelvis. A probe is passed into the pelvis from the ureter. Remains of
kidney tissue at one end, Removed by operation from a man, =t. 48

ture, with abundant epithelioid cells; and, although in some
respects approximating to a sarcomatous form, may perhaps be
best ineluded in this group.

In connection with this chapter, perhaps the following some-
what remarkable example of a malignant adenomatous growth
may be referred to.

The adenomatous features of the growth were very marked,
but its rapid development and secondary involvement of adjacent
glands seemed to clearly indicate its malignant nature.

J. W, wet. 48, warehouseman, was admitted to the Manchester
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Royal Infirmary, 1st Sept. 1897, under Mr. Thorburn. Patient
had always enjoyed good health up to 1895. In October of
that year he first felt sharp pain in the region of the left
kidney, and blood appeared in the urine. Blood continued to
be passed at intervals of a few months. Clots were some-
times passed, and gave rise 1o much pain. Patient gradually
became worse. On admission, a distinet swelling was detected
in the left loin, extending inwards and downwards as far as the
umbilicus. Urine was slightly alkaline, sp. gr. 1010 ; contained
albumin, blood, and phosphates. On lumbar exploration a renal
orowth was found. No caleuli were present. The growth was
removed, but patient died the same day from hemorrhage. No
post-mortem examination was permitted.

The macroscopic characters of the growth are illustrated in
Fig. 71. The specimen has been added to the Pathological
Museum of Owens College.

Externally, the mass had a nodular or bossy appearance,
but the capsule could be detached with moderate ease. On
section, the growth had a somewhat spongy appearance, and in-
volved the greater part of the organ, and was extending into
the pelvis.

Microscopically, the structure was in places almost typically
adenomatous. In other parts the proliferation of the tubular
epithelinm had led to considerable accumulation of cylindrical
epithelinm. A tendency to cystic formation was but little
marked. One of the small glands removed from the immediate
neichbourhood of the kidney presented a similar structure to
the original growth.

II



CHAPTER XVI
ADRENAL GROWTHS!

BerorE leaving the consideration of the different forms of renal
growth, it seems desirable, both on pathological and elinieal
grounds, to briefly refer to growths arising in connection with
the suprarenal capsules. As Reginald Harrison very truly
points out, “tumours of the adrenal arve often so intimately
connected with the kidney that it is impossible to differentiate
them clinically.”

Neoplasms occurring in connection with accessory adrenals,
or arising from structures derived from the Wolffian body or
intermediate eell mass, and included in the renal parenchyma,
will not be dealt with in the present chapter, as they have
already been sufticiently referred to.

Growths of the suprarenal bodies have received but scant
attention. Individual cases have from time to time been re-
corded more or less briefly, but few attempts have been made
to systematise our knowledge. And yet the subject is of the
oreatest Interest and importance. A study of adrenal growths
is of value in several respects. In the adrenals we have
glandular organs fulfilling very important functions. Replace-
ment by growth not infrequently gives rise to general symptoms
which may quite overshadow in importance any local manifesta-
tion due to the growth itself. The occurrence also of indefinite
growth in connection with adventitions adrenal tissue, such as is
sometimes met with in several important abdominal structures,
and more especially the kidney, widens the etiological view of
neoplastic development, and explains much that has until
recently appeared anomalous in certain tumour formations.
Moreover, a consideration of the various types of growth met
with in the adrenals seems eapable of throwing much light, not

1 This chapter has been extended from an article which I first published in the pages
of the Manchester Med., Chron., Sept. 1897,
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only on the relationship of growths generally, but in suggesting
connections between a localised hyperplasia and such formations
as we are accustomed to speak of as true neoplasms,

Adrenal growths are by no means of common occurrence.
toger Williams, in a collection of 8378 consecutive cases of
malicnant disease, only found one example primary in the
adrenal.

BeExicNy GROWTHS.

Adenoma.—Glandular-like formations arve the most frequent
form of simple growth met with in the suprarenals. Virchow
and others have shown that the adrenals, like the thyroid, may
undergo a diffuse or general enlargement, apparently due to pure
glandular proliferation. Some pathologists have even gone so
far as to speak of such cases as “adrenal goitre.” Such a term,
however, would seem to be most undesirable.

Adrenal adenomata, according to olleston, are met with in
two forms :—

“ 1. Multiple small yellowish nodules situated on the cortex
of the organ ; they are not marked oft by any capsule from the
ssurrounding tissue, but differ from it in being the seat of very
advanced fatty change. In other respects the cells composing
them are like the cells of the suprarenal cortex.

“ 2. Large adenomata are almost always found singly in the
suprarenal capsule, though they may be bilateral.  They do not
involve the whole of the organ, but form distinetly localised
tumonrs, which may attain a very considerable size. They arise
as a rule in the eortex, either from one or from more of its zones,
and projeet usually from one side, though the whole thickness of
the organ may be affeeted.”

Among modern pathologists, Letulle in particular has recently
drawn attention to the adrenal adenomatous group in his paper
entitled “Surrénalite nodulaire hyperplastique et adénomes de
la capsule swrrenale” He clearly shows that the mnormal
arrangement of the adrenal elements may undergo considerable
perturbation, by which their topographical and functional
relationships are much altered. This occurs not infrequently
in the course of other diseases, such as pulmonary tuberculosis
and gastric cancer. This nodular form of adrenal hyperplasia,
according to Letulle, sometimes oceurs in connection with similar
developments in the liver, such as have been described by Kelsch,



1604 ADRENAL GROWTHS.

Kiener, and Sabourin. There is undoubtedly a more or less
gradual transition from the forms of mere glandular hyperplasia
to the true adenomata, or benign epitheliomata, as some con-
tinental pathologists prefer to call them. The similarity be-
tween the localised adrenal adenomata and the adenomatous
formations in so-called “nedular” ecirrhosis of the liver is
certainly striking. Since Sabourin and others have clearly
shown that the latter adenomatous formation of the liver cells
is usnally secondary to some irvitant, there is reason to believe

Fig. 72.—Adrenal adenoma (from Case 1). Fibrous stroma infiltrated with
2 ::'m:l.l] round cells, lrreg‘:}:tr spaces, several of which show _pa.pillunmtmls
ingrowth, degenerated epithelial cells, and granular material in alveoli.
(Feiss A, O, No, 2, =50.)
- that some at least of the adrenal adenomata may be found to
arise as reactions to definite irritation.

Adrenal adenomata of any conspicuous size are by no means
common., During the last few years, in examination of over 1500
cases in the Pathological Department of the Manchester Royal
Infirmary, I have only met with three well-marked examples.

The general characters of this class of growth, and some of
their more important variations in arrangement, are illustrated
in Figs. T2-79.

Case 1.—DMale, wt. 63. Death from cerebral hamorrhage.
Right adrenal—much enlarged ; pyramidal in shape ; weight,
1} oz Consisted of soft, pinkish white, vascular, glandular-
looking tissue.
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Microscopically—Abundant fibrous stroma, infiltrated in
places with small deeply staining round cells. Spaces irregular
in size and shape, lined or filled with more or less cubical cells,
each with a large well-defined nucleus. Some spaces presented
slight papillomatous ingrowth. In some parts the columnar

Fis. 73.—Section of adrenal adenoma, showing stroma of fine fibrons tissue :
clusters of round cells in the stroma; spaces lined by and containing
cubical epithelial cells; one cyst-like space shows tendency to intracystic
papillary growth ; one large space shows granular material, consisting in
part of degenerated cells. (Zeiss, Oc, 2, Obj. A.)

arrangement of the cells closely resembled the zona fasciculata
of the normal adrenal (Fig. 72).

Case 2.—Male, «t. 56. Death from cerebral softening.
Left adrenal—much enlarged ; weight, 31 oz ; length, 3} in.;
breadth, 21 in.: antero-posterior dinmeter, 1} in. Yellowish
white colour. Surface a little irregular. Upper end of kidney
united to growth. The naked-eye characters are shown in the
accompanying illustration (Fig. 75).

Microscopically. — Growth very eclosely resembled normal
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adrenal tissue. Abundant fine fibrous stroma, infiltrated in
places with small round cells staining deeply with nueclear dyes.
Extensive aggregations of epithelial cells. These varied econ-
siderably in their general arrangement. In some parts the
cells were closely approximated in rows or more or less distinct
columns (Fig. 76). In other places the columnar form was very
conspicuous, the elongated masses of cells appearing to branch or
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Fic. 74.—Section of adrenal adenoma, showing stroma of fine fibrons tissue ;
round cells scattered through stroma ; irregular spaces lined with epithe-
lium. (Zeiss, Oc, 2, Obj. D.)

divide in a somewhat irregular and indefinite manner. In some
rezions the cells were packed together, forming large, round, or
oval masses. There was but little tendency to form spaces, as
in the previous specimen. Well-marked distended vessels ran
in the stroma.

Case 3.—Female, ®t. 60. Death from chronie interstitial
nephritis.  Left adrenal — elongated, and presenting at its
central part a rounded slightly elevated mass, of the size of a
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small walnut. Weight, 4 oz. The growth was more or less
loecalised, but had no distinet
capsule. It was yellowish
white in colour, and very
similar in general appear-
ance to normal adrenal
cortex, but with areas in
its midst having a more or
less homogeneous appear-
ance.

Microscopieally. — Pre-
sented more distinetly glan-
dular type than even the
two preceding preparations.
There was a very abundant
fine fibrous stroma, exceed-
ingly rich in wvessels dis-
tended with blood. Alveolar
spaces filled with large
El}ithﬁ']iﬂl cells of [“St—inﬂt-lj' F16. 75.—Adrenal adenoma and left kiduey
glandular type. In some UrpalUasel )
places the masses of cells became elongated into columns closely
resembling those of the normal adrenal. The cells in the more
superficial parts of the
orowth presented distinet
characters of adrenal tissue.
In the deeper parts irregu-
lar areas appeared to he
undergoing  degenerative
change, had an indistinet
appearance, and failed to
stain (Figs. 77, 78, T9).

Rolleston, in 1594,
reported an Interesting
example of adrenal fibro-
adenoma. The growth was
, rather larger than a wal-

F16. 76.—Adrenal adenoma (from Case 2). (Zeiss nuf, and localised to the

e O, Se L) upper part of the left
suprarenal body. On section, it was of a dark brownish red
colour. It was discovered in the body of a man, w®t. 54, who
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died from granular kidneys. Miecroscopically, ¢ the suprarenal

Fic. 77.—Adrenal adenoma (from Case 3). Darker areas indicate vessels of
stroma distended with bload. Between wessels, columns and round or
elongated masses of epithelial cells. (Zeiss A, Oc. No. 2, = 70.)

tissue, though altered, could be easily recognised ; the normal
arrangement of the layers in the cortex was somewhat obseured,

Fio. 78, —Adrenal adenoma. Section from another part of Case 3. ( x60.)

but not entirely lost. The columns of suprarenal cells were
separated and eompressed by strands of well-formed fibrous tissue,
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so as to produce an appearance homologous to cirrhosis of the
liver. There was more fibrous tissue in the deeper parts of the
tumour than on the surface. Running in this fibrous tissue
were well-formed and large blood vessels. The suprarenal
cells were somewhat atrophied, but did not show any fatty
infiltration. No caseous areas were found, and tubercle bacilli
were not discovered.”

Usunally these adrenal adenomatous growths do not reach
large dimensions. Sometimes, as in one of the above cases, the
growth assumes a distinetly localised mnodular form. © As
far as my experience goes, and as far as I can judge from
the descriptions given by
other observers, the ma-
eroscopic characters are
generally very similar.

The adenoma appears
as a diffuse or localised
orowth of a yellowish
white colour, very similar
in general appearance to
the normaladrenal cortex.
Some are pink or red,
according to the varying
degree of vascularity.
Occasionally the deeper
parts have a homogeneous ,

Fic. 79.—Adrenal adenoma (from Case 3). Glandn-

L gElﬂt:l]'lDllE appearance. lar-like aggregations of cells, with fine and
I believe the:i-‘ Occaslon- very vascular stroma. (Zeiss D, Oec. No. 2,

ally undergo sufficiently = *#%

extensive degenerative changes to form small eysts. The surface
is generally fairly smooth, and the customary shape is often
retained even when the adrenal is greatly enlarged. Sometimes
they are firmly adherent to the adjacent kidney.

Adrenal adenomata vary considerably in structural arrange-
ment. There is always a fibrous stroma, but this is very variable
in extent. In some instances it is very abundant. In others it
is scanty in amount, and more or less embryonic in character.
Generally the trabeculi are larger and more abundant than in the
normal adrenal. In one of my cases the stroma contained numer-
ous and very large vessels distended with blood. Sometimes the
stroma is the seat of an extensive small round-cell infiltration.
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The ecellular elements between the fibrous strands vary
areatly both in amount and in general arrangement. Frequently
the appearance is almost identical with normal adrenal tissue.
GGenerally the columnar arrangement is more or less followed.
In some the elongated masses of cells branch in rather indefinite
manner. Often the cells are closely packed together in irregular
masses. In one of my cases the epithelial elements were col-
lected together in more or less definite spaces. The cells in
some filled the cavity, while in others they formed a lining one
cell deep. In some there was slight but distinet intracystic
papillomatous growth.

Many of the cells show very marked degenerative changes.
Some may be fatty. Oeccasionally they may present slight pig-
mentation. In some instances the cells are seen to have broken
down. In one of my specimens considerable areas showed little
but granular débris.  Letulle never noticed himorrhage into the
interior or at the periphery of the nodular adenomatous masses
he deseribes.

It is interesting to speculate on the influence of the pro-
duets of these adenomatous growths on the system generally.
In the cases coming under my observation, the cause of death
was such as to prevent any inference being made on this point.
Analogy with the condition of the thyreid in exophthalmie
coitre sugeests the desirability of more careful observation in all
adrenal adenomatous cases. In several of the published cases of
adrenal growth cretinoid characters have been noted, and also a
condition of hyperfrichosis.

In studying the records of adrenal growths, it has seemed to
me that a number of the doubtful examples really belong to
this adenomatous group. Brief reference may here be made to
several,

Ogle in 1857 brought before the Pathological Soeciety of
London specimens which he termed “ Two suprarenal capsules
of a remarkably unusual form, and occupying a very unusual
position. Substance of these orgamns healthy.” Judging from
the description, and the illustration accompanying it, there can
be little doubt but that the specimens were true adenomata.

Sibley in 1859 examined a man, w=t. 66, dying from
epithelioma of the tongue, in which the only secondary growth
involved the richt adrenal. It was enlarged to nearly double
the size of the left.  Microscopic examination showed the
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growth to consist of fibrous elements and large numbers of cells,
which “ closely resembled epithelial cancer cells. They were
very irregular in form and size, but were mostly flattened and
nucleated.”

Walter Smith in 1877 met with a large growth in the
body of an elderly male in the dissecting room. The growth
formed a large round elastic tumour on the left side. The left
kidney projected behind it; flattened but otherwise normal.
The growth was 8 x 31 in. in size, and embedded in a loose
capsule of connective tissue. There were no adhesions. On
section, the outer part was of a homogeneous red appearance, the
inner portion being bufi-grey in colour. There were numerous
eysts. The growth was considered to be a sarcoma, which had
nndergone colloid and eystic degeneration.

Wiglesworth in 1891 reported a case of what he considered
to be primary carcinoma of the right adrenal. The specimen
was obtained from a woman, ®t. about 60, who died in the
Rainhill Asylum. The growth was of the size of a small ovary,
and weighed 2 oz. On section, it was of firm consisteney, and
had a somewhat marbled appearance, due to the alternation
of buff-coloured and reddish portions. The central part had
much the appearance of a partially decolorised blood clot.
Mieroseopically, the greater part consisted of altered blood,
but the cortical portions presented a well-marked alveolated
structure.

Bland Sutton has deseribed and figured a growth in the
adrenal of a marmot which he considered to be. an adrenal
adenoma. There were, however, similar nodules in the liver.

Cohnheim, Morris, Coats, Howard, and Villy have shown
that adenomatous types of thyroid growth may give rise to
secondary growths which repeat the normal structure. It
seems reasonable to believe that a like form of growth may
occeur in the adrenals, but, with the exception of Sutton’s case, I
know of no example. DBesides the adenomatous growths, simple
tumours of the adrenal are exceedingly rare.

Fibroima.—According to Laboulbéne, small fibromata have
been met with in the medullary substance by Saviotti. Tt,
however, seems possible that these were veally fibro-adenomatous
formations or examples of Letulle’s nodular hyperplasia.  Mattei
also refers to fibroid growth in the adrenal.

Lipoma.—Fatty growths have been deseribed. but most of
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these have undoubtedly been adenomata, in which the cells have
undergone extensive fatty change. Virchow termed such, struma
lipomatosa suprarenalis.

(lioma.—Virchow has referred to certain minute growths in
the suprarenal bodies under this term. He deseribes them as
clobular, pale red nodules, about the size of a millet seed.

Angioma.—Payne has met with a very vascular growth in
the adrenal of a female, @®t. 25, dying from exhaustion due
to hemorrhage from a uterine polypus. There were similar
nwevoid formations in the ovaries and liver.

Lymphangiome.—IKlebs mentions the occurrence of caver-
nous lymphangiomata, and, aceording to Laboulbéne, Vogel and
Seitz have observed lymphatic formations in the adrenals.

MALIGNANT (GROWTHS

It is exceedingly difticult to obtain satisfactory information
as to the nature and frequency of primary malignant disease in
the suprarenal bodies.

In many of the recorded cases the growth is manifestly
secondary, and frequently details as to its microscopie characters
are only conspicuous by their absence. In a considerable
number of the cases which have been published, and especially
those about the middle of the century, the only point which has
seemed to Interest the observers was the relationship between
lesions of the adrenals and Addison’s disease. Henece a large
number of the cases of adrenal growths are rendered almost
worthless by their very incompleteness.

Rolleston has attempted to indicate the frequency of
secondary involvement of the adrenals. In 1050 post-mortem
examinations, carcinoma of various parts of the body oceurred
sixty-three times, and in seven of these the suprarenal bodies
were the seat of growths. There were twenty-four eases of
sarcoma, and of these only two cases showed metastatic growths.
These figures would seem to show that secondary deposits only
oceur in about 11 per eent. of earcinoma, and 8§ per eent. of
SATCOA.

The adrenals may be involved by direct extension, or by
vascular deposition.  In retro-peritoneal sarcoma they are liable
to be involved, as I have myself seen.

toger Williams, in thirty-six collected cases of malignant
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growth of the adrenals, found that more than one-third belonged
to the periods of infancy and childhood. They may even be
met with at birth. The same author says: “ They are invariably
sarcomatous, although often deseribed as cancerous.”

Of the recorded cases, it is certainly difficult to distinguish
between sarcoma and ecarcinoma. Many were evidently not
subjected to microscopic examination. A considerable number
are merely deseribed as “ cancer.” Brief reference may be made
to some of these,

Peacock and Dristowe in 1856 met with what they con-
sidered to be adrenal cancer in a young woman of 18.
Judging from the deseription, the growth was only secondary
in these organs. The same authors, in the same year, recorded a
:ase of secondary cancer in a man @t. 55,

Gibb in the same year recorded the case of a woman, wt.
54, the subject of proliferous ovarian eyst, where there were
deposits in one adrenal.

Haldane in 1861 published a case of adrenal -cancer
oceurring in a man, ®t. 36. The growth was apparently
secondary.

Pitman in 1865 recorded a remarkable case of malignant
growth in a female child, @«t. 5, where there was general
malasma and short hair over the entire body, while the external
genitals resembled those of an adult. The growth weighed
2 1b. 5 oz, and was attached to the kidney. “It was manifest
from its connections, as well as from the absence of any other
representative, that this was the left suprarenal capsule. A
secondary nodule was found in the liver.” Microscopically, it
consisted of “a collection of cells which were very fatty, while
at the same time they had the character of cancer cells.”

Cayley in 1865 reported a case of cancer of the right
suprarenal the size of a large pea, but undoubtedly secondary to
primary medullary cancer of the uterus. The woman was wt. 45,
and the symptoms of cancer of the uterus began about a year
before death.

Greenhow in 1866 recorded a case of cancer of both supra-
renal capsules in a man @®t. 56. This was apparently secondary.
In 1867 he publishes a case of cancer of one adrenal in a girl
eet. 12.  This case, judging from the deseription given, seems to
have been a simple adenoma. In 1873 he recorded a further
case, met with in a man of 56.
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In Greenhow's special report on diseases of suprarenal
capsules to the Pathological Society of London in 1866, a table
of twenty-four cases of cancerous affection is given. In at least
two the involvement was probably not really due to growth.

Arnott in 1868 met with a specimen of adrenal cancer in a
man wt. 47. The growth had an epitheliomatous arrangement,
and was secondary to growth of the tongue.

Bristowe in the same year observed a case where adrenal
cancer was associated with similar growths in the brain, liver,
and kidney of a man w®t. 62.

Murchison, also in 1868, noted a case of secondary cancer of
one adrenal, and reported because the patient presented no
symptoms of Addison’s disease.

Careinoma.—As already indicated, it is by no means always
easy to distinguish between adenoma and carcinoma of the
adrenal.  After exeluding the doubtful adenomata, and setting
aside the undoubtedly secondary earcinomata, one is driven to
admit that primary carcinomata of the adremal is excessively
rare.

Ritchie and Bruce in 1890 reported a case of what they
considered to be primary adrenal carcinoma in a female, ®t. 73.
There were also deposits in the lungs.

Sareoma,—This is the usuwal form of primary malignant
growth in the adrenal. Even these are exceedingly rare.
Affleck and Leith, in the most complete article yet published on
adrenal sarcomata, sueceeded in finding references to only some
sixteen cases. In many of the recorded cases the primary are
not always sufficiently separated from the secondary sarcomata.
The earliest recorded case of adrenal sarecoma, according to
Affleck and Leith, was published by Kussmaul in 1863. The
growth, a melanotic sarcoma, was evidently secondary. It
involved the right adrenal, and was as large as a man’s head.
It produced thrombosis of the inferior vena cava, and death by
embolism.

Meckel in 1877 briefly refers to a case of adrenal sarcoma
met with by Zenker in a male the subject of tubercular menin-
gitis and chronic pneumonia.

West in 1878 recorded the case of a man, @t. 57, in which
the right adrenal was the seat of a primary sarcoma. There
were secondary deposits in the lungs.

tosenstein in 1881 met with sarcoma in both adrenals of a
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man «t. 40, with what he considered to be metastatic deposits
in the left kidney, pancreas, and heart.

Fox in 1884 describes a sarcoma the size of a cocoanut in a
child ®t. 2.

Hale White in 1885 recorded a case of adrenal sarcoma
weighing 20 oz. The growth was secondary to a sarcoma of
the posterior mediastinum.

Charleswood Turner in 1885 recorded a case of a man, wt. 25,
where both suprarenals were the seat of a medullary sarcoma.
There was also a mediastinal sarcoma.

Fox in 1885 met with primary sarcoma in the left adrenal
of a female child wxt. 2, There was extensive thrombosis of
the vena cava inferior. The growth was about the size of a
cocoanut, uniformly ovoid, soft and fluetuating, and weighed
11 Ib. It rested on and flattened the healthy left kidney. The
capsule of the growth was adherent to but otherwise quite dis-
tinet from the kidney.

Frinkel in 188G described sarcomatous growths in the
adrenals of a girl =t. 18.

Pilliet in 1888 published the case of a man, ®t. 56, with a
huge sarcoma of the right adrenal which had led to thrombosis
of the inferior vena cava.

Perry in 1889 reported a case of primary sarcoma, originat-
ing in a man of 23. His skin was muddy, although there was
no distinet bronzing: he complained of great pain in the
abdomen, which he referred to the region of the gall-bladder,
and to the pit of the stomach; there was distinct tenderness
over the lower dorsal vertebrie; he had constant vomiting,
oceasional diarrheea, and profuse perspiration: his temperature
was slichtly raised. The autopsy showed that both adrenals
were the seat of growth, which microscopically proved to he
spindle celled sarcoma.

Berdach in 1889 recorded the case of a man, wt. 55, whose
left adrenal was the seat of what appeared to be primary spindle
celled sarcoma.

Mr. Henry Morris in 1893 published the case of a man,
@t. 43, from whom he removed a large adrenal growth which
was invading the kidney. He has very kindly lent me the
accompanying illustration of the specimen from his case (Fig. 80).
Haematuria had been observed for two years. General wasting
then became marked, and finally a distinet tumour was noted on
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the right side of the abdomen. The patient recovered from
the operation, but general dissemination quickly appeared, and
deposits were noted in the liver, and over a considerable area of
skin.  As regards the growth removed, “in structure 1t resembles
the medullary part of the suprarenal capsule, and it is a tumour
of the suprarenal body which has encroached upon and absorbed
- into itself the upper half of the right kidney. As is seen by
the figure, the kidney has been completely divided across, opposite
its hilum, in the process of growth of the tumour. The surface
section is perfectly smooth and econcave, and is covered by a

F1c, 80.—Malignant adrenal growth. A, Adrenal growth ; B, kidoey;
', ureter.—From a block lent by Mr. Henry Morris.

thin fibrous envelope which holds it to the lower part of the
tumour. The ureter is bifurcated near the renal pelvis, one
part coming from the portion of kidney into which the
tumour has grown, and the other from the unaffected half of
the organ.

Mr. Morris tells me that as no post-mortem examination
could be obtained, the secondary deposits could not be submitted
to microscopical examination. DBland Sutton refers to this
specimen in his work on “Tumours” as “originating in an
accessory adrenal.”

Lazarus in 1894, according to Afileck and Leith, recorded a
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case in a child, ®t. 31, where the growth replaced the left adrenal,
and weighed 121 1b.

Cohn, also in the same year, met with a sarcoma of the right
adrenal, composed of round and polygonal cells, in a child of 9
months. There were extensive secondary deposits situated in
the liver, kidneys, ovaries, skull, and costo-chondral junctions
of ribs.

Mr. Targett has very kindly drawn my attention to a most
interesting specimen of adrenal growth in the Museum of the
Royal College of Surgeons of
England (No. 5518p). The pre-
paration was presented by Dr.
R. E. Scholefield, and was re-
moved from a boy wt. 5, who died
of scarlet fever. No tumour was
noted during life. I am indebted
to Mr. Targett, formerly curator
of the museum, for the following
deseription :—* The tumour, with
the kidney, has been divided
1ﬂllgituﬂimll}i The kidney is pic. 81.—Sarcoma of the suprarenal body.

normal in structure, but its upper Whole of adrenal replaced by growth.
end is much flattened in con-
sequence of the pressure of the
growth, from which it is sharply
limited by means of its capsule.

Several areas of blood extravasation.
Diaphragm adherent to and invaded
by growth. Kidney much flattened
at its npper emd from pressure of
growth, from which it is sharply
separated by its capsule. From a boy,
®t. 5. Growth and kidney divided

The capsule has been readily
detached from the kidney, leav-
ing a healthy surface, but it is
firmly blended with the tumonur.
Above, the tumour is bounded by the diaphragm, the substance
of which is already invaded.

“The cut surface of the tumour has a distinetly triangular
shape, like that of the normal adrenal, and shows the soft friable
nature of the growth, as well as large blood extravasations into
it. Its anatomical situation between the kiduey and the dia-
phragm, outside the capsule of the former, and its peculiar shape,
are good evidence that the tumour has originated in the adrenal
body, though no trace of that structure can be found upon it.
Microscopical examination showed that it was composed of small
cells, with round nueclei remarkably uniform in size, like sarcoma

12

longitudinally, the latter drawn away
from its capsule, which is adherent to
growth.—From a photograph lent by
Mr. Targett.
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cells. The section was permeated by many strands of connective

tissue and vessels, and in the deeper part of the tumour several

nerve fibres belonging to the sympathetic system were cut across.

The growth is undergoing caseation in parts, and there is much

extravasation of blood.”

Mr. Targett has kindly supplied me with the photograph of
a further example of adrenal sarcoma (Fig. 82). The growth was
found in the body of a girl, ®t. 12, who died from pneumonia.
The specimen has been added to the Middlesex Hospital Museum
(1664). The kidney was flattened, but not invaded by growth.
Kidney and tumour were separated by a fibrous capsule, which
could be readily detached from the former, but was closely
united to the latter. The
remnant of the adrenal body
was stretched out over the
growth. The growth was very
spongy in consistency, and on
microscopic examination proved
to be a medullary sarcoma.
There were no secondary de-
posits.

Fic. 82.—Flattened but healthy kidney on ;"}ﬂieck and Leith in 1896
the right, surrounded by its capsule. deseribed a case of primary
Adrenal growth to the left. Sm_all adrenal sarcoma, oecurriug in a
angular flap at upper part, beneath which
a piece of black paper represents ex- man of 46. He came under ob-
tremity of suprarenal body, the rest of servation complaining of great
vl s st i e gL FOm & g inorensing. wealness, to-

gether with severe pain and
stiffness in the back and limbs. There was great lassitude and
increasing emaciation. Pulmonary tuberculosis developed, and
death ocecurred one month after admission to hospital.

Through the kindness of these authors, I am enabled to
reproduce their illustrations of the specimens (Figs. 83—86).
The following is Dr. Leith’s report .—

“ The position of the right suprarenal body was occupied by a
large mass of a yellowish white colour, mottled with red, in which
no trace of normal suprarenal tissue could be discovered. It covered
over more of the kidney than usual, and was adherent in partto
the surrounding structures, especially to the vena cava, behind
which it had grown, and to the under surface of the liver. In
the latter region the growth was continuous with a growth in
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the liver over an area of about 5 1n. After separation there-
from, and from its other attachments, except about 1% in. of the
inferior vena ecava, which was removed in sifu, it, along with its
kidney, weighed 1 1b. 12 oz. The growth was fairly smooth on
the surface, more rounded than the natural suprarenal body,
and measured 5 in. transversely by 4 in. vertically, and about 3
in. antero-posteriorly. Its eapsule was thin, and the growth

Fie. 83.—Sarcoma of right adrenal. TLarge mass of growth above and
compressing upper part of kidney.—Affleck and Leith.

itself was of a soft consistence. On section, it showed a pulpy
centre, with a firmer peripheral part. The former looked like a
soft whitish tumour growth mixed up with blood clot. The
latter was of a pale yellowish white colour, showing patches of
degeneration of a darker yellow, and some varying sized hwemor-
rhages. It was very wvascular in parts, showing large blood
sinuses. There was no appearance of a fasciculated or acinal
arrangement even in its peripheral parts, which represented the
more characteristic structure of the tumour (Fig. 83).

“The kidney was normal, its capsule everywhere separating
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it from the growth. The inferior vena cava was also seen to he
normal, the tumour having become adherent to its posterior wall,
and bulged it forwards, thus encroaching somewhat upon the
tumour, but not further implicating its coats; but it had ecaused
an extensive thrombosis of the vessel, extending npwards nearly
to the heart, and downwards for some distance into both iliac
veins. The clot was only slightly adbherent. The left supra-
renal body was also affected. Normal suprarenal structure was,
as in the case of its fellow, quite unrecognisable, its place being
taken by a tumour growth closely resembling that on the other
side, with which it was practi-
cally in contact across the
middle line. It measured
41 in. transversely by 21 in.
vertically, and about 2 in.
antero - posteriorly. It was
not adherent to the surround-
ing tissues, except at its inner
part, where both tumours,
with the enlarged glands,
encroached upon the position
of the solar plexus, which
was undiscoverable in the
mass.  Along with its kidney
it weighed 12 oz., from which
it was everywhere separated
by the capsule, as on the
other side. Its appearances
very closely resembled the
other (Fig. 84).

“The liver was enlarged. It weighed 5 lb. 4 oz, and the
inerease was chiefly due to a large growth on the under part of
the right lobe. It measured fully 31 in. at its widest part,
just above the surface, where it was adherent and continuous
with the right suprarenal growth over an area nearly 3 in.
transversely by 2 in. antero-posteriorly. This mass projected
into the liver for nearly 3 in. at its deepest part. On section, it
closely resembled the peripheral part of the growth in the supra-
renal bodies, but was considerably firmer. There were no other
tumour growths in the liver substance in its immediate neigh-
bourhood, but the general substance of the organ, which was

Frc. 84.—Sarcoma of left adrenal.—A fleck
and Leith.
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acutely congested, showed a few small, pale, yellowish white
nodules scattered through it.

“The lymphatic glands, both mesenteric and retroperitoneal,
in the region of the suprarenals, were enlarged, firmer, and paler
than normal.

“The spleen weighed 15 o0z, and showed much congestion.
The pancreas and other abdominal organs, except the stomach,
were practically healthy. This organ showed a small pea-like
nodule, white, and fairly firm on its anterior wall, immediately
beneath its peritoneal coat. It also showed a slight contraction
about its middle. When opened, it disclosed two small uleers
exactly in this position, one on the anterior and the other upon
the posterior wall, opposite one another. They were a little
larger than threepenny pieces, almost exactly circular, with well-
defined, raised, pinkish white margins and roughish looking
floors of a yellowish colour, showing hwemorrhagic points. The
floors were situated in the submucous coats, but the muscular
coats did not appear to be exposed. A few other tiny uleers,
with similarly raised margins of a white colour, and not so deep,
were seen in the neighbourlhicod. They reealled the appearance
of caseous tubercular foci in the process of uleeration. The
general mucous membrane of the stomach was somewhat con-
gested. |

“ Thorar.—The pleural surfaces of both lungs were closely
studded with whitish flat nodules, varying in size from that of a
pin-head to a sixpence, and showed, in addition, much recent
pleurisy over the bases. The thickened pleura reached } in. in
places. There were no nodules in the interior of the lungs, the
bronchi were congested, and the bronchial glands were only
slightly affected. The apex of the right lung, about § in. from
the surface, showed a tiny, acutely congested patch, which con-
tained three or four miliary tubereles, showing early caseation,
and there were at least other two miliary foei of a tubercular
nature in the neighbourhood. This indicated a tubercular
infection of a very recent nature. The periosteum of the
sternum was studded in places, especially in its upper part, with
similar white flat nodules, and several of the ribs also showed
them,

“The heart was healthy, but the aorta showed a subacute
atheroma of a somewhat extensive nature.

“ The brain and its wembranes were healthy.
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¢ External appearances.—The skin was pale, and there was no
trace of any pigmentation. The body was much wasted.

“ Microscopic appearances.—Parts of the growth in both supra-
renals, in the liver, lymphatic glands, in the stomach ulcers, in
the pleurwe, sternum, and ribs, were selected for examination ;
and in all of them it was of a precisely similar character. The
sections show a very cellular growth, with, in places, many
blood vessels and little or no stroma (Fig. 85). The cells
were of an irregular shape, and varied greatly in size, there
being every transition between a small nucleated speck of proto-

Fra. 85.—Barcoma of suprarenals. (x 70.)

plasm and very large multinueleated giant cells. Very few of
them showed any signs of degeneration, even in the softest
and most discoloured parts, towards the centre of the tumour.
They stained well, and the multinucleated forms were mostly
clearly traceable to lobations of a single large nucleus still show-
ing connecting links with one another. A few showed many
nuclei at different places of the cell, but from the unequal size
and appearances of these nuclei it is probable that they were
similar to the others (Fig. 86). A glance at the photo-
micrographs  will show how easily the tumour might be
mistaken for a myeloid sarcoma. The giant cells are, however,
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quite different from those of a myeloid sarcoma, and the other
cells also differ, not only in their appearances, but in their
relation to the giant cells. It is not at all uncommon to meet
with such giant cells in ordinary spindle-celled sarcomata,
though not usually in such numbers as here. Although many
spindle cells were present in the sections, the tumour could not
be regarded as a spindle-celled sarcoma. The very varied shapes
and characters of the cells preclude it from being classified under
any one form, and it must therefore be regarded as a mixed or
irregular-celled sarcoma. The intercellular substance was very

FiG. 86.—Sarcoma of snprarenals. [ x 200.)

scanty, appearing as an indefinite granular material in places,
quite unrepresented in others. There were numerous and
extensive hemorrhages into it. The blood vessels were most
irregularly distributed throughout the tumour, being very
numerous, large, sinus-like, and distended with blood in some
places, small and numerous in others, and absent in other areas
of quite considerable extent.”

In considering the case, Dr. Leith remarks: “In a case like
the present, where both suprarenals and where other organs (the
liver and stomach) were also affected, there may be some difficulty
in deeciding as to which was the primary seat. There is little or no
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room for doubt, however, in this particular case, that the primary
growlh was that oceupying the position of the right suprarenal body.
Its continuity with the growth in the liver supports this view, for
tumours of the right suprarenal have probably a greater tendency
to grow upwards into the liver than have those of the liver to
grow downwards into the suprarenal. The degenerative changes
of this suprarenal growth were greater than those of the hepatic
one, and also greater than those of the left suprarenal. This
and its larger size point to its longer existence. The number,
small size, and recent-looking appearances of the ulecers in the
stomach, were strongly suggestive of their being metastatic. All
the indications therefore point to the case as being a primary,
irregular-celled sarcoma of the right suprarenal capsule, with
secondary growths in the left suprarenal, liver, stomach, and
abdominal glands. Primary sarcomata of the suprarenals are
extremely rare. I have had an opportunity of seeing other two
cases which may, T think, with justice be so regarded. One was
in 1893, in o man @t. 31, in whom there was an enormous
growth, in the position of the right suprarenal, continuous with
a huge growth in the liver and a small one in the kidney.
It was of a very soft consistence, almost diffluent, of a yellow
colour, and weighed, along with the liver and kidney, 20 1b. 4
oz It was a small round-celled sarcoma with little stroma, few
blood vessels, and many hemorrhages.  After careful dissection,
D, Muir, who did the post-mortem, came to the conclusion that
the growth had origzinated in the right suprarenal capsule. The
left suprarenal was healthy, and there was no growth elsewhere.
The other case was in 1895, in a woman @t. 50, also a case of
Dr. Affleck’s. The position of the left suprarenal was oceupied
by a somewhat rounded tumour which measured 5 x 4 X 3, of
a firm consistence and pale colour, showing irregular yellowish
areas separated by fibrous stroma. Continuous with it there
was a huge retroperitoneal tumour weighing 351 1b, filling up
most of the abdominal cavity. Doth growths were of the nature
of a eystic sarcoma, and Dr. Muir, who also did the seefio in this
ase, decided that the older growth was in all probability that in
the suprarenal eapsule.”

Professor Mayo Robson of Leeds has kindly sent me notes
of two cases of adrenal growth which were removed by opera-
tion. One was at first thought to be an enlarged gall bladder,
as, on distending the bowel with air from the anus, it was
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pushed up towards the liver. The growth proved to be a
sarcoma, and was removed with the kidney. The patient made
a good recovery from the operation, but subsequently died from
recurrence., The second case was a lady, wt. 62, on whom in
1893 cholecystotomy was performed for gall stones. She
remained perfectly well for six years, and then began to have
pain in the right side, neuralgic in character. A growth was
found midway in the adrenal. It was removed, together with a
wedge-shaped piece of the top of the kidney. The patient made
a good recovery and is now quite well. The growth appeared to
be a true adenoma.

CriNicAL FEATURES.

Unfortunately little can be definitely stated as to the
symptomatology of adrenal growths. The number of cases on
record, and the descriptions of many of the same, are so meagre,
that our knowledge of the clinical features is necessarily exceed-
ingly small.

Simple growths, like the adenomata, appear to give rise to
no definite symptoms; and even growths having the histological
structure of sarcoma have been found in subjects dying from
causes in no way connected with the growth.

Usually adrenal neoplasms, when of sufficient size to give
rise to a distinet ©tumour,” are not distinguishable from renal
growths. In some cases, however, certain features may suggest
the origin of the growth in suprarenal tissue.

In some instances manifestations of a profound nutritional
derangement have been conspicuous. Cases have been described
by Fox, Ogle, and others, where children, the subjects of adrenal
sarcomata, have presented a marked cretinoid appearance, with
abundant growth of hair over the greater part of the body.
Targett has also met with this condition of hypertrichosis i an
adult female, a lunatic, with primary sarcoma of the suprarenal.

Some have thought that adrenal growths have a less
tendency to develop Dbilaterally than renal growths, which,
especially in children, not infrequently develop simultaneously
on both sides. It is very doubtful if this is really so.

Adrenal growths are not associated with marked urinary
symptoms. When the growth, breaking through its capsule,
invades the adjacent kidney, the urine may assume such char-
acters as are met with in a certain proportion of the cases of
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primary renal growth. It must, however, be remembered that
not a few cases of renal growth run their course without pro-
dueing any appreciable change in the urine.

In Cohn’s case a distinet transverse groove was observed
during life crossing the tumour. At the autopsy this was found
to indicate the junction between adrenal growth and kidney.

In some instances the growth displaces the kidney down-
wards and outwards. Possibly in some exceptional cases the
kidney might be palpated separately from the main mass of the
growth, The kidney may be dirvectly invaded or becomes erushed
or streteched over the rapidly developing adrenal growth.

Generally the growth would seem to assume considerable
proportions before giving rise to secondary deposits; but this is
by no means always so. In Cohn’s case, a child 9 months old,
the appearance of secondary nodules in different parts of the
body first attracted attention.

Thrombosis of the vena cava and its branches may be pro-
dueed through the pressure or direct invasion of the growth, as
in eases recorded by Kussmaul and Fox. The growth also tends
to invade the diaphragm, as illustrated in Fig. 81.



CHAPTER XVII.
PERIRENAL GROWTHS.

BrieF reference must here be made to perirenal growths.
Clinically, they closely resemble true renal tumours. Tatho-
logically, they are generally very different.

The most interesting group is formed by the so-called peri-
renal lipomata. These have been quite recently the subject of
an important investigation by a former Manchester student,
 Professor Adami, now of Montreal. Dr. Adami baving kindly
furnished me with a copy of his work, I venture to give an
outline of the same.

The fat normally present around the kidney is liable to
oreat overgrowth when those organs are diseased. There is,
however, a condition of excessive hyperplasia, leading to the
development of enormous neoplasms when the kidneys are
primarily unaffected. These retroperitoneal lipomata seem to
oceur most frequently around the kidneys, but may be met with
in the mesentery or radix mesenterii, or elsewhere. Dr. Adami,
after an extensive study of the literature of the subject, has
collected and analysed the recorded cases. Two specimens which
have come under his own observation he describes in detail
They illustrate the important features of these cases so well that
I here mention them in outline.

Case 1.—Male, ®t. 45, a harness-maker. Strong, and in
excellent health until January 1892. Then noticed abdominal
enlarcement and general wasting. In April, medical examina-
tion detected large tense abdomen more enlarged to the left, and
with distinet fluctuation from side to side. The girth at the
level of the umbilicus was 37 in.  Aspiration yielded no fluid.
An exploratory incision was made on 2nd May, and a solid
uniform growth was found oceupying the whole abdominal
cavity. No attempt was made to remove the tumour. The
patient recovered from the operation, and in a fortnight returned
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home. The growth continued to grow steadily, the body becom-
ing emaciated. There was no pain, and the appetite remained
good. In October the circumference at the umbilicus was 47 in.
In the middle of the month there was noticed an apparent
softening, about the size of a saucer, in the umbilical region,
which, on aspiration, vielded 9 pints of sweet pus. From this
time aspiration was practised every week or ten days, and in
all elose upon 60 pints were removed. Six weeks before death
the pus became offensive, and there were evidences of septicemia.
Towards the end slight anasarca of the legs appeared. Death
occurred on 9th February 1893,

On opening the abdomen the bowels were found to be
behind and to the right side of the tumour, with the exeeption
of the descending colon, which was stretched over the growth,
and which during life could be felt passing across towards the
right side and front of the tumour. This was covered by ex-
panded mesentery and peritoneum. Some slight adhesions
existed, but breaking down with the finger allowed the tumour
to come away readily. With it came the left kidney and the
spleen. The kidney was adherent to and embedded in the
growth, its lower extremity being atrophied by pressure, and
tlattened. The ureter passed down along the back of the growth
to the bladder, and was pervious. The spleen was partially
embedded, but could be easily separated. The liver was pressed
upwards. The pancreas was loosely adherent to the growth.
The right kidney was healthy. The growth weighed 41 lb,
but, allowing for escape of pus and serum, probably weighed
44 1b. or 45 1b. It presented a coarsely lobate appearance, the
lobes being bound down and covered by several irregular and
thin layers of fibrous tissue. On section, well-marked bands of
connective tissue could be seen passing between the large lobes,
which varied in size from that of a man’s fist to that of a man’s
head. On the anterior surface were three or four lenticular
lobes that appeared to be composed exclusively of fatty tissue,
and were completely eut off from the main mass by locse con-
nective tissue, and then were capable of being moved to a slight
extent over the surface of the rest of the growth. Within the
lower and anterior portion of the tumour was a large cavity,
of which the front wall had fallenin. It contained greyish green
pus, and the tissue around was necrotic, and presented patches
of old haemorrhages and thrombosed vessels. On microscopic
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examination, the growth was found to be composed mainly of
pure and typical fatty tissue. In parts it was undergoing mucoid
degeneration. In some regions the fat had almost wholly
disappeared, the myxomatous cells being very distinct. Well-
marked connective tissue generally separated the fatty lobes, but
at one place, near the lower end of the growth, and not far from
the abscess, an oat-shaped growth replaced the fully formed
connective tissue, and had a markedly sarcomatous appearance,

Case 2.—DMale, wt. 60. Tumour noticed in February 1869,
about the size and shape of an ostrich egg, movable and painless.
During the next two years it steadily inereased in size without
affecting the general health. The patient was a regular attend-
ant at church up to a fortnight before his death. Three weeks
before his death he walked a long distance to attend a friend’s
funeral. He there caught cold, and died in February 1871.
The autopsy revealed a large abdominal growth, weighing
414 Ib., of irregular flattened shape, and everywhere adherent.
The liver and intestines were pushed upwards. The stomach
was compressed and adherent to the diaphragm. The right
kidney contained one large and some smaller cysts. The left
kidney was atrophied and flattened by the growth, to which it
was adherent, and in which it was fairly embedded. It contained
a cyst the size of a walnut. Mieroscopically, the growth con-
sisted “largely of adipose tissue in a voluminous stroma of em-
bryonie connective tissue, with abundant nuclei between the fat
cells.” :

Both cases presented a similar history—Ilong duration, slow
orowth, very little general disturbance, no pain, and extreme
emaciation. In both the growth consisted of fatty tissue, in
which the kidney was embedded. Both were retroperitoneal in
position, and crossed by a length of large intestine.

Retroperitoneal lipomata are rare. The greatest number
have been recorded in France. The fullest studies have been
made by Terrillon, Josephson and Vestberg, and Salzer.

A large number, probably a third of those recorded, originated
in the neighbourhood of one or other kidney, but others seem
to have started lower down.

The largest collection of retroperitoneal fat occurs physio-
logically around the kidney, and here, naturally, is the most likely
place for lipomata to originate. These growths are met with
more frequently in the female than in the male, in the propor-
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tion of 25 to 16. Where the relationship to the kidney is
recorded, the growth is found as frequently on the left as on the
right. Middle and later life are the usual periods at which they
occur. Lauwers met with a growth fourteen days after birth,
which grew steadily and attained such a size, and led to such
emaciation, that when removed, at the age of 7, it weighed 6 1h,,
the total weight of the child being 20 1b.

Growth is always slow. Generally two to three years elapse
between the first recognition and the death of the patient. It
has been known to exist seven or eight years. The size is
enormous—the majority of recorded cases weighed more than
20 1b.; five were above 50 1b.; one was 63 lb. In many the
definite presence of fluctuation has led to an erroneous diagnosis,
Intestine usually passes in front of the growth. Eventually
cedema of the lower extremities appears, due to venous obstrue-
tion in the abdomen.

Microscopically, the growth, as would be expected in a con-
nective tissue type of tumour, varies somewhat. We then have
pure lipoma, fibro-lipoma, fibro-chondro-osteo-lipoma, lipoma
myxomatodes, and lipo-sarcoma. The tendency is for the growth
to be a myxo-lipoma, or, as some term it, lipoma myxomatodes.

Windle has deseribed a lipo-sarcoma surrounding the right
kidney, and weighing 50 Ib. The specimen is in the museum
of the Royal College of Surgeons (3593).

Roger Williams mentions the case of a male child, @t. 2,
where the left kidney was surrounded by “a mass of soft
ecchymosed myxo-sarcomatons new growth, which had evidently
sprung from the perirenal fatty envelope, for it was distinetly
outside the renal capsule, and the kidney itself was unafiected.”
He mentions having seen a similar case in an adulf.

Mer. Leopold Hudson has deseribed a perirenal lipoma weigh-
ing 12 Ib. 4 oz, which developed during five years in a fox-terrier
bitch. The specimen is in the Museum of the Royal College of
Surgeons (35964).

A certain number of the rapidly growing round-celled
sarcomata and lympho-sarcomata, originating in retroperitoneal
structures, probably start in perirenal tissues ; but, as far as my
experience goes, it is rarely that one can venture, at the patho-
logical examination, when the growth has usually reached con-
siderable dimensions, to decide upon the exact point of origin.

Mr. Knowsley Thornton has presented a large perirenal
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sarcoma, taken from a woman ®t. 36, to the Museum of the
College of Surgeons (35978).

The accompanying illustration (Fig. 87), photographed from
a specimen now in the Museum of the Children’s Heospital,
Great Ormond Street (462), well indicates how a retroperitoneal
growth may simulate a renal
tumonr.

The great difficulty in dis-
tinguishing between a true
renal growth and one arising
in the refroperitoneal tissues
in the vicinity of the kidney, is
well illustrated by a case
recorded by Dickinson, where
malignant disease of the left
lumbar glands simulated a renal
tumour. The patient was a boy :

W g T el
mortem examination the growth  kidweyand surrounding infundibula and
was found to be situated Gllf}il‘t‘l]}' calyees, and extending to :1:{:.:1ulla_—F:-mu

: : : a photograph lent by Mr, Targett.
behind the peritoneum. The
kidney lay upon the upper surface of the growth, in a horizontal
position, with its anterior surface looking upwards, and its lower
extremity pointing forwards. The descending colon passed in
front of the tumour.

The Museum of Guy’s Hospital contains an interesting pre-
paration (1662), where the perinephritic tissue is infiltrated
with a melanotic sarcomatous growth.




CHAPTER XVIIIL
SYMPTOMATOLOGY.

WE are now in a position to proceed to the consideration of the
signs and symptoms of renal growth. The more important may
be considered separately.

TuMOUR.

Enlargement, or tumour, is in the majority of cases detectable
at some period in the history of the case. Roberts says
“ abdominal tumour is by far the most constant sign of renal
cancer, and usually the earliest one noted.” It is certainly very
often the first physical sign of any morbid condition. In many
instances it remains for a considerable time the sole sign. In
large tumours there is conspicuous or visible enlargement. Some-
times the enlargement is so great as to practically fill the whole
abdominal cavity.

The chief points with regard to the character of remal tu-
mours were well indicated and illustrated by Bright, in his article,
published as far back as 1839, in Guy's Hospital Repoits.

Frequency.—Chevalier shows that it is the first indication of
growth in 60 per cent. of cases occwrring in children, and 266
per cent. in adults. Rohrer found tumour present sixty-seven
times out of his 115 collected cases.

Guyon, in 133 observations, found signs of enlargement to be
absent in four cases only.

Dickinson, in nineteen cases, states that in three the tumour
was not discovered during life, and points out that this was due
to either one or more of the following causes—extreme sensi-
bility of the abdomen produced by peritonitis, want of thorough
abdominal examination, or the oceurrence of cerebral symptoms
which drew away the attention from the abdomen.

Ebstein found enlargement absent in only three out of fifty-
two cases.
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Roberts found tumour was present in sixty-one out of sixty-
four eases. In the remaining three there was hamaturia.

The presence of tumour is to be carefully sought for
according to the usual methods of inspection, palpation, per-
cussion, and auscultation. Inspection and palpation are of the
greatest service. Mensuration may prove of assistance in some
cases. A careful bimanual examination usually proves the most
satisfactory method of investigation, one hand to be placed over
the loin and the other over the abdominal wall. In some
instances a thorough examination ean only be made when the
subject is under the influence of an anwsthetic. Exploratory
puncture, and even exploratory section, may be justifiable in
some cases. By upward extension of the growth, or by elevation
of the liver or spleen, dulness may extend high up into the thorax.

Sttuation.—The tumour always occupies the lumbar region,
except in those very rare instances where a movable kidney
has been the seat of growth. It tends to extend forward into
the abdominal cavity. It generally lies between the ribs and
the iliac crest, and does not usually pass up into the thorax or
extend into the pelvis. The fingers cannot be got behind it.
There is no resonance between the tumour and the vertebral
spines, and no space between it and the mass of the spinal
museles. There is generally a greater resistance posteriorly on
the affected side, although a distinet bulging is very rare.

Sir William Jenner goes so far as to declare that renal
tumours “do not cause distinet posterior bulging.” A genu-
pectoral, or simply a ventral posture, is convenient for compar-
ison of the two sides. When the tumour is of large size there
may be bulging of the flank, distension of the lumbar region,
prominence of the ribs, or a general projection of the parietes on
the affected side. Sometimes the fulness reaches well down into
the iliac fossa. Holmes has recorded the case of a man with
“ pulsating cancer ” of the kidney, where the growth appears fo
have produced a distinet swelling over the sacrum and extensive
edema of the back. As a general rule, it may be safely stated
that the growth extends in the direction of least resistance.

It is necessary to remember that spinal curves in the lower
dorsal and lumbar regions may cause the tumour to be unduly
prominent. On the other hand, it must not be forgotten that a
kidney growth may occasionally be obscured by a large over-
lapping liver.

13
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The enormous size to which these growths may reach is well
indicated by an illustration figured by Ashby and Wright.!

Shape.—The tumour has usually a more or less reniform
outline. It is often quite smooth. In many eases it is irregular
and nodulated. It never presents a distinet notch like an
enlarged spleen.  Jenner would seem to be a little too dogmatic
7 when he says that the kidney
“is rounded on every side
and in disease never loses this
peculiarity.”

It is necessary to bear in
mind that a part only of the
kidney may be involved, especi-
ally in the case of some of the
so-called “adenomata.”

Lelation to intestines—The
relation of the tumour to the
intestines, and especially to
the colon, is a point of con-
siderable importance. Roberts
appears to have been one of
the earliest observers to lay
stress upon this sign. He says:

e e i “ The eolon is invariably found
P S0—Reltion ot seeoms o iy i front of the. growth, al
wt. 2.— From sketch taken by Mr. Roney though sometimes flattened and
‘.:-:i-lmﬂtld i1t the l:nst-mut'hm! room of the EI'lll‘.It}'.” Morris declares that

Manchester Royval Infirmary. ;

s renal tumours “ have bowel in
front of them with only the rarest exceptions.” This relation is
indicated in the accompanying sketch of a case which I had the
opportunity of investigating pathologically (Fig. 88).

When the growth is on the right side, the ceecum and
ascending colon may be much displaced inwards, as I have myself
seen, and, instead of lying in front of the mass, may lie along its
inner border, to which it is sometimes firmly adherent.

Ballard says: “ A yielding portion is ecommonly perceived at
some period on the surface of the tumour, either lying vertically
along it, or crossing it more or less obliquely; it is sometimes so
marked as to give rise to the idea that there are two tumours in
place of one. This is due to the intestine which lies in front of

1 Diseases of Children.”
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the kidney, and the deception is similar to that which I have
noticed as of more rare oceurrence in the case of the liver.”

When on the left side, "the growth may extend forwards and
inwards, pressing the descending colon to its outer side. In some
few cases the colon, although empty and non-resonant, has been
evident as a roll-like structure on the anterior surface of the
tumour. The colon is practically never found in front of any
enlarged spleen, and only in rare cases overlaps an enlarged
liver, unless ascites be present. In some instances the tumour
may drag its moorings, and become floated forwards in front of
the colon and small intestine. In such it may readily be
mistaken for an ovarian growth.

It must also be remembered that the colon is not in-
frequently displaced congenitally.

Mobility—It has often been stated that renal growths are
not influenced by respiration or manipulation, but are fixed
tumours. Musser, in his recent work on “ Medical Diagnosis,”
speaks of renal growths as “immovable either by the hands or
with respiration.” This is by no means always so. They are
often distinctly, though only slightly, mobile. Almost every
operating surgeon with experience of renal cases can testify
to the effect of respiration in influencing the position of the
kidney.

Guyon in 1888, and others since, have shown that the
descent of the diaphragm with respiration undoubtedly does
affect the position of the kidneys.

It may now be admitted that the mobility of the kidney 1s
influenced by respiratory movements, by alteration in attitude,
and by pressure on the abdominal walls, or by pressure from the
Iumbar region. Renal enlargements, however, are usually much
less affected by respiratory movements than hepatic or splenic
tumours. When there are extensive adhesions; it is easy to
understand that the growth may become fixed.

Ballottement.—Guyon has laid considerable stress upon this
sign, which, he states, can generally be obtained before adhesions
take place. The growth is often of more or less uniform con-
sistency, and sometfimes quite hard and resistant; and it is
evident that this sign may oceasionally be of service.

Fluctuation—A sense of fluctuation may sometimes be
obtained in solid growths. This is especially the case with
rapidly growing sarcomata. DPower says malignant tumours are



196 SYMPTOMATOLOG Y.

“often so soft as to be mistaken for chronie abscesses.” This
deceptive sense of fluctuation must be distinguished from ftrue
Hluetuation, which sometimes oceurs in connection with the cystic
forms of growth, more particularly the cystic sarcomata.

Pulsation.—Some remarkable examples of renal growths, in
which pulsation oceurred synchronous with the cardiac beats, have
been recorded by Bristowe and Langstaft.

Murmur.—Occasionally o soft-blowing systolic murmur has
been heard over the tumour. Cases have been reported by
Alloway, Ballard, Byrom Bramwell, and Holmes. A bruit heard
over a renal tumour may lead to the impression that an aneurysm
is present.

HEMATURIA.

The presence of blood in the urine, and absence of the
ordinary symptoms of nephritis, or involvement of the bladder or
urinary passages, is a sign of the greatest moment.

Frequeney.—Hematuria is by no means so common an indica-
tion as tumour. 1t is said to oceur in 50 per cent. of all cases.

whrer, in 115 eases, found hsematuria in thil‘ty-seven,
Roberts, in fifty-nine, mentions it as oecurring in thirty-one ;
but in five of these there also existed other possible cause for it.
Ebstein, in fifty cases, gives hematuria as present in twenty-
four. Lebert, in fifty collected cases, found that in thirty-six a
tumour appeared first, while in nineteen hsematuria was the first
symptom. Monti, in eight, noted it only in three. If thus
seems to occur in about 40 per cent. of all cases.

Age.—As far as can be gathered, hiematuria appears to be
more frequent in adults than in childven. Hurry Fenwick
shows that in children it does not usually appear until a tumour
has been recognised.

Time of appearance.—In some cases it is the first indication.
[n a few it persists throughout the whole case. In many it
is more or less intermittent in its appearance. In some instances
it has only been met with near the close of the case.

[t usually appears spontaneously. In some it has been
noticed shortly after a blow or injury had drawn attention fo
the renal enlargement. It often oceurs without any pain or
discomfort. Distension or examination of the bladder does not
influence the hwmaturia. Movements generally appear to have
but little effeet in varying its amount.
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Quantity.—This varies greatly. It may be so abundant as
to appear almost as pure blood, and large clots may be passed.
Sometimes blood casts of the ureter are formed. In many cases
the guantity of blood is small, sometimes only sufficient to slightly
eolour the urine.

Variability with different growths—The benign growths
probably never give rise to conspicuous hwematuria.

Hiematuria is an important sign of malignant disease. Some
have thought that heematuria was more persistent in carcinomata
than in sarcomata. Tyson says definitely : “ Hiematuria is more
frequent in carcinoma than sarcoma.” In the former it is said
to occur in over half the cases. Certainly in some carcinoma
specimens the growth may be observed extending through the
medulla, and projecting into the ecalyees, without uniformly
infiltrating the whole organ—a condition seemingly favourable
for the production of hematuria.

Association with other symptoms—In some instances hema-
turia may precede all other evidences of growth. Sooner or later
other signs generally become manifest.

Tuffier, in thirty-six collected cases where symptoms had
been carefully noted, found hamaturia had preceded the appear-
ance of tumour by two to three years in six cases.

Fenwick records the case of a man, wmt. 58, whose only
symptom was abundant hwematuria. Similar cases have been
recorded by other observers,

Varieties of hematwric.— According to the presence or not
of these two most important evidences of growth, tumour and
hazematuria, it has been stated that the majority of cases may be
divided into—

1. Tumour with hematuria.

2. Tumour without hwmaturia.

3. Hwematuria without tumour.

4. Absence of both tumour and haematuria.

Further, with regard to the character of the hamaturia, the
following varieties may be recognised—

1. Uncontrollable.
2. Persistent.
. Variable.
. Recurrent.
. Intermittent,
Hurry Fenwick has suggested tying the renal artery to

(51 T



193 SYMPTOMATOLOG Y.

check hiemorrhage in cases of growth. He, however, lays great
stress on the dangers attending vesical exploration in cases of
renal growth.

In interpreting the important symptom of hematuria, it s
very necessary to examine the case by all other means available.
In one caze, where the preparation seemed to be of a syphilitic
nature, hwmaturia had been a striking feature. Hematuria
oceasionally lessens the pain in a case of growth. Sometimes the
sudden arrest of hiemorrhage may be due to impaction of a clot
in the ureter. Clots of a vermicular form should always be
searched for in these cases. Hwmaturia in cases of growth, like

the hiemorrhage associated with caleulus, is sometimes brought
on by slight exercise.

PAIRN.

This is generally a symptom of but little value. In some
few cases, however, it may be the first indication drawing the
patient’s attention to the abdomen.

Frequency—Often no pain or discomfort is complained of
until the tumour has formed adhesions to adjacent structures,
or reached such proportions as to produce considerable pressure
on adjoining organs. It is indeed remarkable how tolerant the
abdomen appears to be to growths, even when they reach very
considerable dimensions. In children especially, pain is but
seldom a marked feature.

Walter Smith mentions the case of a man, ®t. 53, a brass-
finisher, who worked up to six months before his death, although
growth had been slowly inereasing during the previous two
years. Children are often able to play about to within a few
weeks of their death.

Cheracter and seat.—The pain is generally experienced as a
dull aching in the loin. Usually it is little more than a sense
of discomfort on one side of the abdomen. Aching in the
lumbar region is sometimes eomplained of. In some cases 1t 1s
of a shooting or lancinating nature. In a few instances 1t has
extended to the hip, thigh, and even leg. Oceasionally it shoots
down into the testicle. It may simulate colic.  Patients some-
times are unable to lie on the affected side.

Brault deseribes the case of a man, @t. 41, where intense
pain was the only sign of the growth. When blood clots are
being passed, remal colic may occur, and occasionally slight
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attacks of vesical tenesmus. Sometimes the clots are distinctly
“ worm-like.”

In one case recently operated on in the Manchester Royal
Infirmary, the history of the pain was practically identical with
that usually given by a typical renal caleulus subject.

Too much importance must not be given to this symyp-
tom of remal pain.  Although it may exist as the chief
symptom of many morbid conditions in the kidney, and, as
above admitted, may sometimes be the only indication of a
growth, yet pain in the renal region may be experienced even
when no permanent lesion of the kidney exists. Habershon
many years since showed that aortic valvular disease led to
pain radiating into the hypochondrium. Ialfe finds an “ aching
kidney ” in young women who wear tight corsets while playing
tennis or when engaged in other forms of violent exercise. It
is said that renal pain may result from the irritation of hard
seybalous masses in the colon.

SYMPTOMATIC VARICOCELE.

The oceurrence of a secondary or symptomatic varicocele
in cases of renal growth appears to have been first noted by
Guyon. According to this observer, it is often an early sign
When occurring on the right side it may be of distincet service.
It does not appear to have been looked for in most of the
recorded cases. In examining for it the patient should be in the
erect attitude, as it is not apparent in the horizontal position.
He should be directed to walk about for a short time before the
spermatic veins are examined. The varicocele develops rapidly.
The veins are supple and less knotted than in the common form
of varicocele. The veins in the front group are said to be more
affected than those behind. TPain and hydrocele are uncommon.

Morris thinks varicocele of the left side more likely to
develop in renmal than in splenic enlargements. He mentions
a case where a large varicocele of the left side had been
gradually increasing with the growth of the tumour. At the
operation it was found to be due to distorfion and distension
of the spermatic vein, which, with the inferior mesenteric vein
curved over the front and inner side of the tumour, was enlarged
to the size of the ring finger.

Morrow, while admitting that this sign may sometimes be of
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service, cautiously points out that “ varicocele is so common an
atfection on the left side that it is significant only when on the
right.”

Hauser, in his Paris “ Thesis,” published at the end of 1897,
fully discusses the importance of this sign. He proves that
varicocele may result from the compression by glands, the
seat of secondary growth, and is therefore inclined to con-
sider the sign as an important indication to the surgeon, as show-
ing the need for the removal of the glands as well as the main
mass of the growth.

Un.EMIA.

Toxiec symptoms are but rarely met with in connection with
renal growth. This was well recognised by Walshe, who, writing
in 1846, says: “ It is a curious fact that patients afflicted with
cancer of the kidneys do not, as so commonly happens when the
organ 1s affected with diseases of other kinds, die comatose; on
the contrary, the intellectual faculties sometimes remain clear to
the last, even in the worst cases.”

When the second kidney also becomes the seat of growth,
or involved by inflammatory processes, nreemia may sometimes
occur. I have examined a ease in which for several days before
death there were undoubted urmmiec manifestations, due to a
tubular nephritis supervening in the kidney uninvolved by
arowth.

PRESSURE SYMPTOMS.

According to the size and extent of the growth, so will the
pressure effects on the surrounding structures vary. Where
the bulk is considerable, much displacement will necessarily
occur.  The stomach may be pushed upwards, and, especially
when the growth is on the left side, upwards and inwards.
The small intestines are often somewhat compressed, and in
many instances adhere to each other and to the growth.

teference has already been made to the displacement of the
colon.

The liver becomes elevated, pushed to the left when the
growth is on the right side, or twisted on its transverse axis.

The spleen is generally elevated on the growth, lying on its
upper and outer side, immediately beneath the diaphragm and
ribs.  The diaphragm may be elevated, and the thoracie ecavity
consequently much diminished in size.
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The omentum and mesentery are often much thickened, and
attached to the growth. The inferior cava and other vessels
may occasionally be compressed. Engorgement of the abdominal
‘cutaneous veins sometimes oceurs. In some exceptional cases the
vertebrie have been pressed upon and eroded, and even involve-
ment of the cord has been noted.

UriNE 1IN RExAL GROWTHS.

ixamination of the urine in cases of remal growth is often
of comparatively little value. When taken into consideration
with the previous symptoms, it may, however, sometimes afford
considerable assistance in diagnosis. The most important and
most frequent morbid element is of course blood.  Albumin is
rare, except in connection with the presence of blood. Pus
occasionally oceurs when the growth is associated with ecaleuli
or suppurative conditions in the renal pelvis. Acetone has been
noted in advanced cases. Particles of gravel have been passed in
some instances. Examination of the urine for characteristie cells
is usually very unsatisfactory. Cells from a growth, even if they
reach the bladder, will probably have undergone such degenerative
changes as to make identification in their altered econdition
almost impossible.  The absence of organised material 1s
therefore of but little diagnostic importance. KEpithelium and
casts are sometimes met with, but characteristic elements oi
orowth are very exceptional. Sometimes a soft sarcomatous
orowth will invade the pelvis and ureter, and fragments
becoming detached may be conveyed into the Dbladder and
expelled during micturition.

Allen and Cherry say that “when a malignant tumour of
the kidney fungates into the pelvis, large eylindrical processes
may come away in the urine, and be mistaken for villous
growths from the bladder.” They also add, that this is especially
the ecase in “ sarcoma carcinomatodes.”

Ebstein says: “ Melano-sarcomata of the kidney which escape
palpation may be suspected when the urine in such cases
assumes a dark colour, because this colour is due to the black
elements of sarcoma which are washed out.”

Usually there is no marked alteration in the normal
quantity of urine passed. In the final stages there will
probably be considerable diminution. Sometimes there is fre-
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quent micturition, but often subjective urinary symptoms are
completely absent.

(GENERAL SYMPTOMS.

In many cases, especially in children, the appearance is almost
characteristiec.  The abdomen is generally much enlarged, but
usually most marked on one side. Varicose veins appear on
the abdominal walls, and may exfend upwards into the axilla.

The general health may suffer but little until the growth
has assumed conspicuous proportions. In many instances the
appetite is particularly good. In some cases there has been a
voracious or morbid appetite and craving for drink. Gairdner,
writing in 1828, mentions a curious case, where a girl of three
years would eagerly swallow large quantities of porter, and even
eat chalk taken from the walls. In cases where the growth is
extensive, or rapidly advaneing, there may be anorexia, nausea,
vomiting, diarrheea, or constipation.

Ascites, due to pressure on the portal vein or involvement of
the peritoneum, may oceur ; and sometimes varices and anasarca
of the lower extremities may be present.

Poneet has recently removed a kidney, the seat of malignant
growth, by transperitoneal nephrectomy, from a woman, :et.
47, in whom the earliest symptoms were gastro-intestinal,
with urticaria of the lower extremities.

Ieterus, when it oceurs, is usunally due to invasion of the
hilum of the liver, or to involvement of glands pressing on the
bile ducts. Sometimes it may arise from the pressure exerted
by infiltration of the liver itself. Snow states that © when the
right kidney is attacked jaundice may follow, and the lesion
be regarded as of hepatie origin.”
~ Temperature—Renal growths are not generally associated
with febrile manifestations until secondary inflammatory pro-
cesses are set up.

Cachexie 15 not common in the sarcomata, but may oceur in
advaneed eases, and is also met with in carcinoma in adults.
In the sarcomata of children the general nutrition may not be
markedly affected, until pressure on the abdominal organs leads
to interference with the introduction and absorption of food.
Cachexia seems to be most frequent in the carcinomata. Ema-
clation in some instances has been extreme.

When secondary growths occur early in the liver or other
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organs, the primary growth is often in danger of being over-
looked. I have known a case in which the secondary deposits
in the glands of the neck and axille, with signs of intrathoracic
involvement, gave somewhat the appearance of Hodgkin's
disease. The renal growth was not suspected until the
post-mortem. In another case, already referred to, the secondary
deposit in the brain gave rise to sueh prominent symptoms that
the primary growth was completely overlooked.

LatexT ForMs.

Brief reference must be made to the so-called latent formns
of malignant renal disease. In some very exceptional cases,
growths certainly do seem to develop without giving rise to any
distinet symptoms. A latent form was recognised and described
by Walshe in 1846. Many of the cases described as *latent”
have doubtless been secondary. This, however, will not explain
all cases.

Tuffier divides the latent forms into two classes—(1) The
latent primary ©cancers,” which are very rare; (Z) the latent
secondary “ecancers,” which are comparatively common.

The insidious development of many of these cases is very
remarkable. The Keiths say:! “In children there may be no
symptoms at first, or even when the tumour is of some size, and
during the whole course of the growth there may be nothing to
draw ome’s attention to the existence of renal disease.” Latent
cases have been recorded by Fleming, Lebert, and others.

i ¢ Pext.book of Abdominal Surgery.”



CHAPTER XIX
DIAGNOSIS.

EArLY diagnosis is essential for successful operative interference.
And yet diagnosis is often exceedingly difficult. Treves says:
“ Renal tumours are among the most difficult of abdominal
enlargements to diagnose correctly.” They certainly are the
cause of many errors.

At the present time considerable difficulty is experienced in
early differentiation between enlargements due to growths and
those due to other causes. And further, if we are ever to dis-
tinguish with any degree of certainty between the different
varieties of growth, as is most desirable we should do, it can
only be by a minute and detailed account of the elinical and
pathological features of every case coming under observation,
until the accumulated facts shall allow of safe generalisations.

In forming a complete diagnosis it is desirable to dis-
tinguish—

1. Renal from non-renal enlargement.

2. Renal growths from other forms of renal enlargement.

3. Different forms of renal growth. :

In referring to the pathological characters and symptoms, I
have already indicated indirectly many of the points of diagnostic
importance. These must be the basis of all considerations as to
differential features.

It will be unnecessary to deseribe the best methods of
condueting an examination, as these are sufficiently indicated in
most modern works on clinical medicine. Suffice it to say that
a thorongh examination must be made in every case. In many
cases an accurate diagnosis can only be arrived at after a careful
investigation, eonducted according to the method of exclusion.

The assistance of the aspirator, or exploring needle, must not
be rashly accepted. Such means are not without danger. An
exploratory incision may sometimes be safer. The ecystoscope
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has rendered considerable aid in nof a few instances. Vaginal
examination may oceasionally help in the correct diagnosis of
renal growths in the female. Rectal insufflation of gas has
proved useful in indicating the relation of the colon to the tumour.
ladiography may possibly before long prove of real serviee in
the diagnosis of some renal growths.

Schuster has recently strongly recommended an examination
by palpation in the hot bath for renal and other difficult
abdominal tumours. Lennhoft' also strongly supports such a
method. The patient rests on some support slung from the sides
of the bath. After remaining some minutes in water, as hot as
can be borne, the abdominal wall will be found soft and the
muscles relaxed. The abdomen can then be thoroughly pal-
pated. This method has the advantages of a general anwsthetic,
without the disadvantage of losing the patient’s voluntary
assistance, which is sometimes needed, as in growths affected by
respiratory movements.

It will be sufficient at the present time to briefly indicate the
more important conditions which may be confused with renal
orowths.

Adrenal growths—These have been dealt with at length in a
former chapter. They are much rarver than renal growths, and
only very exceptionally reach any considerable size. The cases
which have come under my own observation gave rise to no
gsymptoms during life.

When they are of large size and malignant nature, it is
practically impossible, and indeed unnecessary, for practical pur-
poses, to differentiate them from renal growths. The malignant
forms, which are usually of a sarcomatous nature, seem to
develop more slowly that do the remal sarcomata. They are
seldom bilateral, as is sometimes the case with the renal growths
met with in young subjects. Hwematuria and other urinary
symptoms are of course absent until the kidney becomes in-
volved. It may be well to remember that in some of the recorded
cases curious general symptoms have been observed, such as
pigmentation, overgrowth of hair, and ecretinoid - characters, to
which we have already referred in Chapter XVI.

Ferirenal growths.—These have been sufficiently dealt with
in a previous chapter. It is only necessary here to again
indicate the great difficulty in clinically distinguishing between
a growth originating in the kidney itself and one arising in the
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immediate vicinity. Usually it is impossible to differentiate
between them. As the fibro-lipomatous forms often manifest for
some time more or less benign characters, it is most desirable
that no time should be lost in removing them when once a
diagnosis of renal or perirenal growth has been made. Some of
them, as we have already indicated, present sarcomatous elements.
The rapidly growing perirenal sarcomata are exceedingly malig-
nant, sometimes infiltrate both kidney, and generally complete
removal is impessible. In all cases, however, at least an
exploratory inecision should be ventured on.

Omental tumours—QOceasionally growths of the omentum
may closely resemble a renal growth. Usually, however, their
shape, position, and relation to the intestines will indicate their
true localisation. Generally omental growths tend to assume a
flattened or ecake-like form. Often such a tumour may be
distinctly palpated as a band, or elongated mass, passing trans-
versely across the abdomen.

Mesenteric twmours—Solid and cystic formations in the
mesentery may sometimes resemble a renal growth. Among
recent writers, Moynihan and Harris and Herzog have specially
drawn attention to the tumours of the mesentery.! The absence
of urinary symptoms and the characters of the tumonr will
usually enable a differentiation to be made readily.

Mesenteric tumours are generally rounded in form. The most
prominent part is usually near the umbilicus. They are almost
always freely mobile. A eyst can be pushed over from one side
of the abdomen to the other. Sometimes it can be twisted
round its central axis. Fluctuation is often detected. It may
be confounded with the elasticity of a lipomatous growth.
In hydatid ecysts the  frémissement hydatique ™ has been
obtained. Generally there is a zone of complete resonance
around the cyst. Intestinal symptoms may arise from pressure.
General wasting may be a characteristic feature, due probably to
obstruction to the lacteals. The small and large intestines may
lie in front of mesenteric growths, while in omental they are
probably always behind or below.

Harris and Herzog record the case of a boy, w®t. 5, where
the abdomen was partially filled by a large tumour. In some
respects it was sugeestive of a renmal growth. The growth,

U dnn, Surg., N.Y., July 1897, pp. 1-30, 66-82; abstract in Med. Chron., Man-
chester, Sept. 1597,
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a lympho-sarcoma of the mesentery, was successfully removed,
although a length of gut had to be taken with the tumour.

FPeritoneal growths—COccasionally growths in other parts of
the peritoneum besides the mesentery and omentum may give
rise to such conspicuous growth as to suggest their origin in the
kidney. On careful investigation, however, most of these wonld
appear to rise in connection with the retroperitoneal tissue.
Oceasionally sarcomata, possibly arising in the peritoneum,
simulate renal growth, but their position, form, and general
characters are usnally suflicient to readily distinguish them.

Peritonitis.—In some exceptional cases of local chronic
peritonitis, such extensive inflammatory thickening may occur as
to give rise to the appearance of new growth. The position,
however, is usually such as to exclude involvement of kidney.

Cystic kidney.—True cystic disease of the kidney sometimes
reaches a considerable size, and forms a distinet tumour. Both
sides are often aflected. The progressive nature of the case,
together with the general symptoms, generally readily indicate
the character of the lesion.

Hihne, in a recent case, found on mieroseopic examination
of the puncture fluid from the cysts containing dark brown
fluid, & number of brown round bodies, which wvaried from the
size of a lentil to that of a sixpence. The centre was struc-
tureless. They also presented one to five concentric rings, and
had a radiating striation from centre to periphery. They have
also been figured by Forster and Beckmann. The presence of
these peculiar rosette-like bodies, if found in the puncture fluid
from a supposed renal growth, would strongly suggest the en-
largement being due to eystic kidney.

Tuberculosis.— Local renal tuberculosis sometimes closely
simulates growth. Several of the cases recorded as “fibro-
fatty 7 tumours seem to me very probably to have been examples
of chronie renal tuberculosis. DBarelay in his case goes so far as
to speak of “the yellowish material of which the growth mainly
eonsisted had much the appearance of crude tubercle.” 1 have
myself seen a specimen where it was impossible to decide
whether growth was not associated with the loeal tuberculosis,
without microscopic examination.

Clinically, the difficulty may be a very real one. Repeated
search may be necessary for pus and fubercle bacilli. The lungs
should be carefully examined for active or quiescent tubercle,
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Some little time sinee I examined our post-mortem records of
cases of the so-called “scrofulous ” kidney. I found it to oceur
in about 05 per cent. of all cases submifted to pathological
examination. It was commonest in men. The proportion of
males to females was as four to one. The average age was
34. Both organs were generally involved. Tuberculous lesions
were present elsewhere in the body in 90 per cent. of the cases.
The lungs presented evidence of either latent or active tuber-
culogis in 70 per cent. The genital organs or urinary bladder
was involved in 75 per cent.

Gummatous enlargement.—Bowlby recently showed a specimen
at the Pathological Society of London, of gummatous enlarge-
ment of the kidney in a woman, @t. 40. She had a tender
tumour in the right loin. There was slight albuminuria. Growth
was diagnosed, and the tumour removed by lumbar nephrectomy.
[t weighed over 1 1b. The patient recovered.

Israel has twice performed nephrectomy, under the impression
that a gunimatous infiltration of the kidney was growth.

Hurry Fenwick also recognises the importance of unilateral
renal syphilis. Renal gummata are usually limited to one side.
They vary in number, from twenty (Cornil) to eighty (Axel Key)
in number, and are said to most frequently involve the cortex.

In a previous chapter I have referred to a case of syphilitie
cirrhosis of the kiduey which closely simulated growth (p. 62).

Hydronephrosis and Pyonephrosis—At a casual examination
these conditions may resemble growth, but a consideration of
the history and a careful investigation of the general characters
of the enlargement usually quickly clear up any doubf as to
the nature of the case.

In difficult cases of diagnosis exploratory puncture may be
of service, but is somewhat risky in very vascular growths. In
one of our hospital cases exploratory aspiration allowed of the
demonstration of characteristic sarcomatous cells.

Hurry Fenwick has recently published cases, with illustra-
tions, in which the electric light cystoscope proved of great
service in assisting the diagnosis.

Abscess—Nephritic and perinephritic abscesses have simulated
renal growths. A consideration of the history, together with
careful general as well as local examination, will usually readily
clear up all difficalty. In cases of doubt an exploratory ineision
should be made without unnecessary delay.  Psoas abscess
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very occasionally may resemble a tumour of the kidney, but
the cause will usually be readily apparent.

Nephrolithiasis—The history of himaturia and renal colic
—sudden in onset, irregular in its attack, and ocemrring over a
considerable period—may sometimes point more in favour of renal
caleulus than growth. Recently I had the opportunity of inves-
tigating a case where all the points in the early development of
the case strongly pointed to nephrolithiasis.  Ultimately the
kidney became eonsiderably enlarged, was removed by operation,
and found to be almost completely replaced by malignant growth.

Movable Lidney—A displaced kidney, especially when en-
larged, may sugeest growth, and it is necessary to bear in mind
that there is no reason apparent why a movable kidney may not
beecome the seat of malicnant disease.

Ureteral growths.—These are excessively rare. In that they
may produce profuse h@maturia, renal growth may be suggested.
Voeleker has recently recorded a case of primary carcinoma of
the ureter.!

The patient was a man @®t. 68. Four months before his
admission fo hospital he noticed discoloration of the urine.
When examined the urine was found to contain blood. He com-
plained of nausea and pain across the loins. The liver was
enlarged, tender, nodular, and evidently the seat of growth.
Much blood continued to be lost in the urine ; but there was no
blood present during the last week. At the autopsy the left
ureter in its lower two inches was found to be the seat of a
growth which projected into the lumen of the tube, in the form
of delicate villous processes covered with blood. On the outer
side of the ureter was a mass of growth the size of a cherry.
There was no growth in the bladder. The left kidney was
atrophied and hydronephrotic. Secondary nodules were found in
the liver, abdominal glands, and lung. Microscopic examination
showed the growth to be a villous carcinoma. A delicate branch-
ing stroma of nucleated fibrous tissue was covered with numerouns
layers of large pyriform epithelial cells having large nuclei.
The growth invaded the muscular coat as a fibrous alveclated
stroma containing epithelial cells.

Rundle ®* has also described and figured another case where
an epithelioma originated at the lower end of the right ureter

1 Voelcker, Trans. Pafl, Soc. London, 180, vol. xlvi. p. 133, Illustrations given.
2 Rundle, thid., 1896, vol. xlvii. p. 128. Photograph given.

4
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in a man @®t. 46, and led to extensive hydronephrosis. The
specimen is in the Museum of the Portsmouth Royal Hospital.

Dilated bladder—Such a condition could only very rarely
simulate a renal growth. 1 have, however, conducted a post-
mortem examination on a case where an enormously dilated
bladder, secondary to latent prostatic abscess on some occasions
during life, very closely resembled a cystic condition of the left
kidney.

Hydatid —DParasitic cysts in the kidney or its immediate
neighbourhood may closely resemble true growth. I have met
with an old hydatid eyst retroperitoneal in position, and lying
close to the right kidney, which during life simulated a renal
tumour. In many instances careful aspiration and microscopical
examination of the fluid obtained will make the diagnosis clear.

Liver and gall bladder—Tongues of liver tissue and an
enlarged and calculus blocked gall bladder have been eonfounded
with renal growth. Hydatid cysts of the liver projecting from
the lower surfaces may lead to error. Ballard shows that a renal
growth “often appears rather as a tumour growing from the
under surface of the liver (when on the right side) than as one
of the kidney.” I have performed autopsy on a number of
cases of malignant growth of the gall bladder, but, as far as I
know, only in one instance was there any suspicion of the tumour
being of renal origin, and here there was a caleulous pyelo-
nephritis as well as an epithelioma of the gall bladder.

Mayo Robson points out that—“In the case of renal
tumour as well as in movable kidney, by distending the intesfine
with gas the kidney will be pressed back into the loin, but the
call bladder will be pushed up towards the liver and made more
prominent. The last fest is usunally also sufficient to enable a
diagnosis to be made between a distended gall bladder and a
tumour of the right suprarenal body.” An interesting case is
mentioned where, on inflating the colon, the tumour was pushed
upwards, but on performing abdominal section a sarcoma of the
adrenal was found, the explanation being that the colon was
fixed below the growth and pushed up when the bowel was
distended with gas.

The differential diagnosis of tumours of the gall bladder I
have fully discussed elsewhere.!

1 Growths of the Gall Bladder and Bile Duets,” Med. Chron., Manchester, 1807,
vol. viii. pp. 81-124,
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Splenic enlargements.— Primary growths of the spleen are
rare. In practically all eases an enlarged spleen has no intestine
in front of it. A well-defined border, often notched, is usually
distinet. Splenic tumours do not seem to give rise to varicocele,
There is nearly always a line of resonance between the dulness
and the spinal column.

Pregnancy.—Most abdominal tumours have at some time
been confounded with pregnancy. Renal growths form no ex-
ception. The mistake has doubtless not infrequently been made.
At all events a number of cases are on record where the
conditions have been confused.

Miriel in 1810 published the case of a woman, :et. 33, who
was thought to be pregnant; but the abdominal enlargement
proved to be due to an enormous growth of the right kidney.

Walshe, writing in 1546, refers to a case in which growths
in both kidneys were present, and the woman was thought to be
pregnant. He considerately adds, “ the error could not have been
committed at the present day.”

Greenhalgh also mentions a remarkable case, where a
growth weighing 27 lb. 3 oz was noticed in association with
two pregnancies. If had been looked upon as of ovarian origin.

Ovarian tumour.—A number of cases have been mistaken
for ovarian tumour. In one case the affected kidney was so
movable as to be readily mistaken for an ovarian growth, and
operation was undertaken. Alexander of Liverpool records the
case of a female, @t. 50, where a growth Involving the left
kidney and weighing 5 lb., was removed by nephrectomy. It
had been diagnosed as an ovarian tumour or pediculated fibroid.

The above mentioned case of Greenhalgh’s is a striking
example, and similar cases have been recorded by Davis and
Lawson Tait and others.

Uterine growths.—Renal cystic sarcomata may occasionally
somewhat closely resemble large pediculated cystic growths of the
uterus. The indications for a diserimination between tumours con-
nected with the female genital organs and renal and other abdominal
agrowths have been recently well summarised by Playfair?

Aseites—1It would hardly have been imagined that confusion
should arise between renal growth and ascites. Dickinson, how-
ever, mentions a case where a fluctuating sarcoma oceurring in a
airl of 3 years was actually mistaken for ascites.

1 Allbutt’s ** System of Gynwecology.”
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Feecal accwmulation does not often simulate renal growth, and
confusion could only oceur from insufficient inquiry or eareless
examination.  Sometimes a rveal difficulty may arise. The
patient may be pale, wasted, and ill-developed. Investigation of
the intestinal tract must be thorough. Gersang has recently
deseribed a sign he considers of much differential value. If the
tumour be pressed upon by the finger, the intestinal mucous
membrane adheres to the sticky fwcal masses. On removing the
pressure, the mucous membrane separates slowly, and the sign
consists in the detection of this gradual separation.

Congenital dilatation of eolon.—Cases of so-called idiopathic
dilatation of the large intestine have a superficial resemblance to
renal growth. Careful physical examination at once detects the
difference. The distended abdomen is usually highly tympanitic,
but accumulation of fices may give rise to lateral dulness. 1
have recenfly had opportunities of watching a typical case—a
boy w@t. 5, under the care of Dr. Wilkinson—and investigating
the same by post-mortem examination. An admirable summary
of recorded cases has recently been published by Marfin.!

Phantom fwmour.—A so-called * phantom ” tumour of the
abdomen may readily simulate a number of abdominal lesions.
Dr. Donald of Manchester has met with considerable swelling
of the abdomen, secondary to pelvic inflammatory conditions, and
expresses the opinion that similar affections of the abdominal
organs might occasionally give rise to similar phantom-like
tumour formations. He mentions having met with a case In
which, after the abdominal museles had been completely relaxed
by the administration of chloroform, a distinet tumour, probably
renal, was found in the left lumbar region.

At the present time our knowledge of the life-history of the
individual growths of the kidneys is too limited to allow of our
making anything like a reliable diagnosis as fo the essential
nature of the formation, as indicated by its structural arrange-
ment during life. We may, however, safely venture on the
following statements :—

A rapidly increasing growth of the kidney is almost always
of a malignant nature. The forms usually met with in early
life are sarcomata. Striated-celled sarcomata are almost confined
to the period of infancy. Adenomatous growths oceasionally

1 Montrecd Med. Jowrn., 1897, vol. xxv. pp. 697-708 ; abstract, Med. Chron.,
Manchester, 1597.
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oceur in early life, and do not readily give rise to secondary
deposits.

In adult life almost any form of growth may oeceur.
Carcinomata are practically limited to adults. Growths
developing from adrenal “rests” are commonest in adults.
The various forms of cystomata are especially common in fully
developed subjects. Sarcomata do oeeur, but much more rarely
than in young life. Malignant development of the adrenal is
commonest in adults. Perirenal growths are generally met
with in adults.

It is to be hoped that fuller investigations and aceumulation
of fully deseribed cases may enable us before long to make a
more precise diagnosis as to the probable nature of the growth
before it reaches the laboratory of the pathologist.



CHAPTER XX
TREATMENT.

SUCCESSFUL treatment must be based upon sound pathological
knowledge. At the present time too little is known as to the
etiology and nature of these growths to allow of any prophy-
lactic measures, even if such were possible.

Up to recent years, cases of renal growth when diagnosed
as such were considered hopeless and generally left alone. Only
the most meagre efforts to palliate were attempted.

Not so long since, Sir William Lawrence was able to say to
his students, at St. Bartholomew’s Hospital : “The kidney, gentle-
men, is fortunately beyond the reach of the surgeon.” The
wheel of fortune has now turned, and the kidney is almost
as accessible as any other abdominal organ. Extreme con-
servatism is, however, yet manifest in dealing with malignant
growths of the kidney.

Knowsley Thornton in 1889, when writing on renal sar-
comata in children, says: “ Removal is commonly followed by
such speedy recurrence that the operation is barely justifiable.
Such recurrence, moreover, is very extensive in its outbreak, and
usually leads to an amount of suffering altogether beyond that
which is seen when the disease is allowed to run its natural
course in the kidney.”

Bland Sutton in 1893 also gives it as his opinion that
“nephrectomy for renmal sarcoma in children is absolutely un-
availing, and is fast falling into disfavour.”

The Keiths in 1894 wrote : “ In young children it is doubtful
whether it is ever right to operate.”

Curtis,! writing as recently as 1895, shows an effort to
break away from the do-nothing policy, when he says: “ Formerly
a hopeless condition, it would appear that at last surgeons are
beginning to make some advance in treatment.”

1 Ashurst’s * International Encyclopadia of Surgery.”
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Maleolm, writing in 1894, after recording the details of a
suceessful nephrectomy for growth in a female child under two
years of age, gives his opinion that, “if nephrectomy is to be
performed for new growths in children, a very careful selection
of cases ought to be made; and it would seem that as a rule
the surgeon should absolutely refuse to interfere. His difficulty
1s to pick out the few cases in which he may be justified in
advising an operation.”

Ashby and Wright imm 1896 believe that “removal of a
sarcomatous kidney is usually followed so rapidly by recurrence
that this [nephrectomy] the only possible treatment is hardly
justifiable.”

Jacobson in 1897 directs that “an operation should only
be performed in an early stage, while the growth is still internal
to the capsule, and while the strength, health, and condition of
the viscera are satisfactory.”

Wood and Fitz, also in 1897, declare that “only in very
rare cases can the diagnosis be reached sufficiently early in true
cancer to justify exeision ™

Manifestly the only effective treatment at present known
is total removal, which, in order to be effectual, should be per-
tormed as early as possible. Delafield puts the case reasonably
when he says: “If the kidney be removed while the growth is
still small, the prognosis is fairly good. If it be not removed
until the tumour is large, or until metastatic tumours have
formed, the prognosis is bad.”

America has the honour of claiming the surgeon who first
removed a renal growth by nephrectomy. Walcott in 1861,
from a man, wt. 58, removed a growth considered to be “enceph-
aloid eancer,” affecting the right kidney. The growth weighed
21 1b, and had existed for six years. The ventral incision was
adopted, as the case had been diagnosed as one of hepatie cyst.
The patient died fifteen days after the operation, apparently
from sepsis. The second growth was also removed by the
American surgeon DPeaslee in 1868, from a woman in whom
ovarian growth had been diagnosed. The patient died shortly
after the operation. The earliest operations, avowedly under-
taken for the removal of renal growths, were performed hy
Langenbuch, Kocher, Jessop, Byford, Martin, and Czerny.

Langenbuch in 1875 removed the left kidney from a female
@t. 32, by lumbar incigion; but as there appears to have been
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no definite microscopical examination, and as the patient
recovered, it is possible that the case may not have been a
true growth after all.

Kocher seems to have been the first to perform nephree-
tomy by the ventral method for a diagnosed renal growth. His
case was a woman, @t 35, and death occurred in three days,
from peritonitis.

Hueter in 1876 removed a sarcoma of the right kidney,
welghing 5 b, from a female child, @t. 4, in whom he had
diagnosed splenic or ovarian growth. Death occurred from
hiemorrhage.

Jessop of Leeds, in 1877 successfully removed a growth of
the left kidney by the lumbar method, from a male child, ®t. 21.
Recurrence took place in nine months.

Kocher, also in 1877, removed an adeno-sarcoma, weighing
3 1b.,, by the ventral method, from a male child, ®t. 21 years.
There was much loss of blood at the operation, and death
occurred on the second day from peritonitis. \

syford in 1878 scored one of the first early successes. He
removed a growth of the right kidney, weighing 4} 1b., by the
ventral method. The patient was a woman ®t. 39,

Martin, also in 1878, had a suceessful case, in a woman xt.
53. He removed a carcinomatous right kidney by the ventral
method.

Czerny in 1879 attempted the removal of a soft sarcoma
from a man wt. 50, but the heemorrhage was so severe that the
aorta had to be ligatured.

Lossen in 1879 reported the remarkable case of a woman,
@b, 37, pregnant three months, from whom a large angio-sarcoma
of the right kidney was suceessfully removed.

Barker, of London, in 1880 recorded a fatal case, in which
a “cancer” involving the right kidney, and weighing 301 oz,
was removed by the ventral method. He reviewed the whole
subject, and tabulated all cases up to that date.

Cullingworth in 1886 successfully removed a large renal
sarcoma. The case is one of great interest, and, being a
Manchester one, I make no apology for quoting Dr. Culling-
worth’s report at length—

“ Elizabeth B., ®t. 43, had enjoyed exceptionally good health
until twelve months ago, when she first became conscious of a
swelling in the abdomen, and of a sensation of a heavy mass
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moving from side to side when she furned in bed. She had
been married upwards of seven years, but had never become
pregnant. For some time previous to the first appearance of
the swelling she had suffered from a dull heavy pain in the
lumbar region, to which she had paid little attention. There
had been no urinary symptoms. Menstruation had become
somewhat irregular during the last three years. Lately she
had lost flesh and appetite, and the swelling in the abdomen
and pain in the back had both rapidly increased. On admission,
she appeared, notwithstanding her complaint of having lost flesh,
to be in good health. She was fairly stout, and had a ruddy,
healthy complexion. The abdomen was distended by a large
movable tumour, more prominent on the right side than on the
left, and giving on palpation an obseure sense of fluctuation.
There was dulness on percussion over the whole abdomen,
except in the epigastrium, left hypochondrium, and flanks,
where the note was tympanitic. No interval of resonance
could be obtained, either above the pubes or in the groins.
The greatest girth of the abdomen was 381 in. TPer vaginam
the uterus was found normal in size, and retroverted, being
displaced by the lower end of the tumour, which lay in front of
it. The urine was normal in ecolour, acid in reaction, of
sp. gr. 1020, without deposif, and free from albumin or other
morbid constituent. There was slight elevation of temperature
in the evening, 99° to 100",

“ Abdominal section was performed, with antiseptic precau-
tions, on 14th April. It was immediately evident that the
tumour was not ovarian, inasmuch as its anterior surface was
entirely covered by a highly vascular layer of peritoneum.
This proved to be the posterior parietal peritoneum, pushed
forwards until it was in close contact with the anterior layer.
The peritoneal investment was torn through by the fingers, and
the eyst tapped, a large quantity of thick, grumous, chocolate-
coloured fluid being withdrawn. The incision was now enlarged
to a length of about 6 in, and the tumour separated from
its attachments and drawn forwards. It was then seen that it
sprang from the left kidney, and that the upper and lower ends
and pelvis of the kidney, though inseparable from the eyst, were
not implicated in the disease. The renal vessels and ureter
together formed a pedicle, which was transfixed, tied with a
double ligature of strong carbolised silk, and divided. The



215 TREATMENT.

cyst wall, with kidney attached, weighed 1 1b. 14 oz.; its fluid
contents weighed 9 1b. 8 oz, and measured 4 quarts. The
divided edges of the peritoneum were simply placed in contact,
without sutures, the ligatured vessels and ureter lying behind
them.

“On examining the pelvic organs, the left ovary was found
enlarged to the size of a pigeon’s egg, and eystic; it was there-
fore removed. A glass drainage tube was inserted at the lower
angle of the abdominal ineision, and the wound was closed with
carbolised silk sutures. Dry dressings, consisting of pads of
sublimate wood-wool, were applied, and maintained in position
by a many-tailed flannel bandage, as usual. The patient
vomited several times during the same afternoon, and once next
day. The dressings were changed twice a day for four days,
when the tube was removed, the quantity of blood stained serum
having by that time deereased, from being sufficient to saturate
the dressings to an accumulation of not more than 11 drms.
in the twelve hours.

“ Menstruation commenced on the fourth day, and lasted
three days. The temperature at 6 r.M. on the day of operation
rose to 10174 ; on the three following days it was under 100°;
on the fourth day it only reached 100%4. 19th April (fifth
day).—The three deep sutures were removed. The temperature
varied between 98”4 and 100%6. 20th April—The bowels
acted for the first time, after an enema, and the urine from this
time was passed voluntarily. 21st April—The two superficial
sutures were removed. 22nd.—The general condition remained
satisfactory, but the temperature in the evening rose to 101"
Next morning (23rd April) the temperature was 99°-8, and the
patient appearing well and eomplaining of being very hungry, she
was ordered a small meat dinner. In the evening, however, the
temperature rose to 101%8. 24th April (tenth day).—The
temperature at 2 p.M. again suddenly rose from normal to
102%2, and at 2 A on the 25th reached 102°4. There was
no pain or discomfort, but during the night of the 24th—25th
vomiting occurred. The temperature during the next three
weeks was very irregular, varying from 98° to 103°. Vomiting
took place about once every twelve hours during the early part
of this period, and during the latter part at intervals of several
days. Thinking it highly probable that these symptoms were to
be accounted for by the occurrence of sloughing of the pedicle,
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and suppurative inflammation in the conneetive tissue sur-
rounding it, I examined the loin carefully from time to time.
At first the note over the left renal region was tympanitic, and
the part felt soft and yielding. Gradually the tissues became
firmer and more resistant, and the percussion note dull. On
15th May, a month after the operation, I was able, for the first
time, to assure myself of the presence of fluid, deeply seated in
the loin.

“On the following day, 16th May, the patient was placed
under chloroform, and a small incision was made, with antizeptic
precautions, at the spot where fluctuation had been detected.
A small quantity of pus made its escape. An indiarubber
drainage tube was inserted in the wound. In the evening a
much more copious discharge of matter took place, and with it
a small quantity of fwecal matter. It was evident that I had
accidentally wounded the bowel. Fweces continued to pass from
the wound until the 18th, when a portion of the sloughed
pedicle, with one of the ligatures attached, came away, aceom-
panied with a large quantity of pus. From this time there was
no further escape of fieces. Next day (19th May) the remain-
ing portion of the pedicle, with its ligature, appeared on the
dressings, and the wound now rapidly healed. The tube was
removed on the 21st, and on the 26th all discharge had ceased,
and the temperature was normal. The patient was able to sit
up a little on the 29th, and on 12th June she went home,
convalescent.

“I rather feared, from the peculiarly self-centred and
desponding disposition of the patient, that on leaving the
hospital she would lapse into the condition of a bedridden
invalid. In the month of August I received a letter from
Mr. Stelfox of Middleton, her medical attendant, in which he
mformed me that she had then been five weeks in bed, com-
plaining of pain along the anterior erural nerve, but was now
improving and beginning to sit up a little. I visited her
to-day (16th Oct.) at her home, and found her in a condition
far from satisfactory. She is lying in bed, complaining of great
weakness. There is no pain or pyrexia; the skin is harsh and
dry, and there is some loss of flesh. There is nothing abnormal
in the eondition of the abdomen ; but during the last few weeks
an oval swelling has made its appearance in the back, over the
lower ribs on the rigcht of the spine, extending from the
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eleventh rib upwards, and measuring about 3 in. in length
by 21 in. in breadth. The swelling is smooth, firm, and
elastic, and has a uniform elevation of about # of an inch.
Just above the scar of the lumbar incision on the left side there
1s a small movable body beneath the skin, about the size of an
almond. A similar body has made its appearance in the scar
itself. There can be little doubt that these appearances indicate a
recurrence of the disease. Ovwer the left renal region, the tissues,
with the exeeption of the two gland-like bodies just deseribed,
are normal, and the note elicited on pereussion is tympanitic.
The area of dulness over the right renal region is normal.

“The specimen was examined by Dr. Dreschfeld, who reported
as follows :—

“ ¢ The specimen consisted of a large globular eyst. One end
of the eyst terminated in a mass which was found to be kidney,
measuring 7 in. in length; the lower portion of this con-
sisted of the rounded lower border and a part of the hilum of the
kidney. In the hilum large veins and small arteries were
found, but no ureter was made out. The part adjacent to this
kidney mass was flattened out and formed a portion of the cyst,
beyond which was another solid mass consisting of a portion
of the normal upper extremity of the kidney.

“‘The outer surface of the cyst was smooth and shiny, and
showed a large quantity of large and small rounded elevated
masses.  On microscopic examination, these were found to con-
sist of round cells and spindle eells, disposed in an irregular
manner, without any alveolar arrangement. The thickness of
the eyst wall varied ; in some places it was a few lines, in others
a quarter of an inch. Its inner side was irregular, had no
distinet lining membrane, and showed again, corresponding to
the nodules seen outside, rough, villous, or granular masses of
the same structure (spindle cells and round cells).

““The cyst was elosed on all sides, and showed no ecommuni-
cation with the remaining kidney substance.

“‘The contents of the cyst consisted of a thick gromous
flnid.  Microseopically, there were found in it blood cells, large
and small granule cells, and spindle cells, The tumour must
therefore be considered as a mixed sarcoma that had undergone
cystic degeneration.’

“ Before the operation the growth had been considered to be
in connection with the right ovary.”
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Newman in 1887 was able to collect seventy-four cases in
which nephrectomy had been performed. Of these, only thirty-
eight seem to have recovered, and there is reason to believe
that recurrence took place in several of these.

Tuffier gives references to nearly all the nephrectomy cases
up to 1887. In forty-six collected nephrectomies, he found a
mortality of 65°2 per cent. He also collected sixteen cases in
children, with a mortality of 625 per cent.

These figures seemed to warrant Butlin, in 1887, expressing
an opinion that the results of nephrectomy for earcinoma “do
not appear to justify a continued trial of the operation.”
Although admitting that the removal of sarcomatous kidneys
in children had not been so fatal as for cancer in adults, he
nevertheless then thought that “the operation will fall into
disrepute.” He, moreover, says that “although nephrectomy for
sarcoma in adults has hitherto afforded the best results, the
mortality is so large that the operation is not likely to find
favour in the eyes of either surgeons or their patients.”

Sigrist considers the results discouraging. He collected
sixty-four cases of nephrectomy for malignant disease, with
thirty-two deaths from operation. Recurrence took place in
nine, within a year and a half; in five, in a little over two years ;
and one was well at four years.

Guillett, in his admirable thesis, published in 1888, gave
tables of nephrectomy cases—twenty-eight for carcinoma, and
thirty-seven for sarcoma.

Guilleman in 1891 gives the following numbers, apparently
based on Chevalier's observations. In sixty-six cases of trans-
peritoneal nephrectomy there was a mortality of 59 per
cent. In twenty-one lumbar nephrectomies the mortality was
24 per cent. In children, 70 per cent. of the operations were
unsuccessful, and in adults, 58 per cent.

Barth has collected the statistics of 100 nephrectomies,
performed for malignant disease, up to June 1892, Of these,
forty-two died from operation, twenty from metastases, and
thirty-eight were reported as “cured.” As regards those
returned as “cured,” the word must be used in a very modified
sense. RRecwrrence seems generally to take place within three
years.

Minges gives sixty cases, with a mortality of forty-six.

Fischer collected thirty cases of nephrectomy for growths
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in children, and found a mortality of 56 per cent. in the earlier
cases, while in the later it had fallen to 48 per cent.

Bland Sutton in 1893, in his work on tumours, published
a table of twenty-one nephrectomy cases for renal sarcoma in
children under 6 years of age, with nine recoveries and twelve
deaths, but of those who recovered from the operation all were
dead within a year.

In a further table of fourteen cases of nephrectomy for
sarcoma in adults, there were six recoveries and eight deaths
but of those who survived the operation, all died from recurrence
within a year.

Israel in 1894 published six ecases treated by nephrectomy ;
three recovered. He gives useful tables and illustrations.

Coley states that Lotheisen found that of eleven patients
operated upon for malignant tumour of the kidney, only one was
well beyond two years, and the growth was an adeno-carcinoma.
Of the five cases of sarcoma all the patients died of recurrence.

Martin says recurrence takes place in 40 per cent. of the cases.
(iross believes recurrence occurs in about one-third of the cases.

Mr. Henry Morris, in his recent article on renal growths,! is
cautiously hopeful. “In cases which are diagnosed early, before
secondary infection has occurred, nephrectomy may be performed
with some hope of cure.

Osler says: “ When the growth is small and the patient in
cood condition, removal of the organ may be undertaken, but the
percentage of cases of recovery is very small.”

[t must be remembered that recurrence may be slow. In
one of Abbe’s cases it was more than four years after operation.

Lewi in 1896 collected sixty cases of nephrecfomy for
renal sarcoma, with a mortality of 281 per cent., but recurrence
took place in nearly all the cases which survived the operation.

References to nearly all the cases will be found in the
Bibliography, so that if is unnecessary to dwell at length on
the individual cases. The following brief references may, how-
ever, not be without interest and value.

Nephrectomy for simple fibrous growths has been success-
fully performed by Bardenheuer, Bruntzel, Thomas, and Wahl.

Sir Spencer Wells twice successfully removed from the
kidney or its immediate neighbourhood fibro-lipomatous growths,
one weighing 164 1b., and another 14} 1b.

1 Allbutt’s  System of Medicine."”
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Monod has recently removed an enormous capsular lipoma.
Alsberg in 1892, and Warthin in 1897, published cases where
lipomatous growths were removed by nephrectomy.

Papillomata have been removed from the pelvis by Billvroth
and Thomas Jones. Mr. Jones tells me his case ultimately
died with all the symptoms of malignant disease, so evidently
the growth was of a malignant nature.

Adenomata have been successfully removed by Schonborn
from a child @t. 2 years; and by Weir from a man wmt. 35
years.

Quite recently Mr. Thorburn removed a large malignant
adenomatous growth from an adult male, in the Manchester
Royal Infirmary, by the lumbar inecision. Illustrations from
photographs of the specimen are shown in Figs. § and 71.

Sutton refers to a case recorded by Ris, where a tumour,
stated by Klebs to be an adeno-sarcoma, was removed from a
woman @t H6 years, by Kronlein of Zurich, and the patient
was alive and well five years after.

Cases in which nephrectomy has been performed for sarcoma
have been recorded by—Abbe, Adams, Albert, Alexander, Als-
berg, Bardenheuer, Barker, Barth, Bérard, Bergmann, Billroth,
Bokai, Braum, Brokaw, Buchanan, Chadwick, Charon, Cossen,
Croft, Cullingworth, Czerny, Dandois, Danforth, Dioderlein, Dohrn,
Fischer, Girard, Godlee, Halstead, Heydenreich, Hiequet, Hornaus,
Hunter, Higuet, Hume, [mlach, Israel, Jessop, Keith, Kocher,
Koenig, Krinlein, Langenbuch, Lewi, Little, Lossen, MacBurney,
M‘Donald, Maguer, Martin, Meredith, Pughe, Rawdon, Roberts,
Steele, Stetter, Thiriar, Thomas, Thornton, Trendelenburg, Weir,
and others referred to in the Bibliography.

As far as I can ascertain, nephrectomy has been performed
for a myo-sarcomatous growth i only a very few cases.

Nephrectomy has been performed for growths described as
“cancerous,” but evidently in some instances sarcomatouns, hy—
Albert, Barker, Bokai, Clementi, Czerny, Davy, Gross, Homans,
Israel, Jessop, Lucke, Martin, Novaro, I’ean, Poncet, Réczey,
Steller, Thelwall Thomas, Wahl, Waleott, Wells, and others.

De Pauli records a case of successful extirpation of the
right kidney for angio-sarcoma in a man, w@t. 30. He also
mentions the case of a man, ®t. 37, with angio-sarcoma of
the left kidney, where nephrectomy was performed, but with a
fatal result.
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Growths probably originating in adrenal “ rests ” have been
removed by Coppinger and Lentaigne, as recorded by MacWeeney.

Leguen has recently recorded a case of nephrectomy in a
movable kidney, the seat of a cystic carcinoma.

Tuffier has recently shown that partial nephrectomy may
be successfully performed for the removal of benign growths.

It is mot my inten-
tion to enter into any
diseussion upon the ques-
tion of the mere technique
of nephrectomy, which is
ably dealt with in the
ordinary text - hooks of
surgery, and by such
writers as Hurry Fen-
wick, Jacobson, Morris,
Newman, and Treves,

Neither is it neces-
sary to stay to consider
the relative advantages
of the intraperitoneal
or Inmbar methods, for,
! . Y as Tait says, “the kiduey
Fic. 89.—Diagram of the normal blood supply of the is best reached b}' the

I‘.:i:[uu:r.li. 1,.-'1..1m1|:|mitmlnurt,u;2, ;ﬂ:l‘s:!lihuﬂrt-.:riea; maost H]{E]}F—lﬂ{)king l‘ﬂﬂd:?
3, coline axis; 4, superior mesenteric artery ; - e

5, middle snprarenal artery (left) ; 6, renal artery and this dEElSlDIl rests
{le{'t]; 7, spermatic Lﬂlr' fh\':ll'i:'lll]l 1I1T1-Et‘.ilf==; 3:. 111 with the operator, who
o et ey 3 e s s il o

neys ; &, ¥, suprarenal capsules ; ¢, ¢/, ureters; with the l‘qulil‘Elllﬁllt'E of
i, eesophageal opening in diaphragm.—HEPEURK, the case.

The present attitude may be indicated very briefly by two
quotations, which fully express the anthor’s opinions.

Osler writes: “ A very large proportion of the cases come
first under the care of the physician, whose provinee it is to
recognise the condition; but to do justice to his patient he
should be thoroughly familiar with the advances which have
been made in the department of rvemal surgery.” And to
this may be added the view of Aldibert, that “ the results of
operation during recent years have been so encouraging, that
no case should be abandoned, no matter how young the
patient.”
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The accompanying illustrations will sufficiently indicate to the
diagnostician, as well as to the operating surgeon, the necessity
for a clear perception of the relation of the kidney.

In all cases of nephrectomy for growth, the whole of the
fibrous capsule should be removed. Some advise that the
capsule should, if possible, be opened, and any growth enucleated.
This is not acting up to pathological experience. Even when
there is no general dissemination, and the growth appears per-

767 Hha
I
8l ¢ >
= 1H1 G

Fic. ™.—Diagram of the accessory renal arteries. 1, Abdominal aorta;

2, phrenic arteries; 3, eeliac axis; 4, superior mesenteric artery ; 5, sper-
matie (or ovarian) arteries ; 6, inferior mesenterie artery ; 7, 77, common iliac
arteries ; 8, middle sacral artery ; 9, ¥, middle suprarenal arteries ; 10, 107,
superior accessory remal arteries; 11, 11°, renal arteries; 12, inferior
accessory renal arteries ; 13, accessory renal from 6; 14, aceessory renal
from 7 ; 1, 1, lnmbar arteries. —HEPBURX,

fectly local, careful search will often show affected glands,

especially in the neighbourhood of the hilum.

My special desire is to most strongly oppose the present very
pessimistic view taken by the majority of practitioners. After
a careful study of many of the cases subjected to nephrectomy,
I am convinced that the mortality may be considerably lowered.
At present about 50 per cent. die from the operation. Delayed
interference is undoubtedly the chief cause of this excessive
mortality. Hesitation to deal with a process which, if untouched,

15
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must of necessity prove fatal, is in great measure due to a too
cautious conservatism on the part of the physician under whose
observation anid care these eases are usually first placed.

Nephrectomy for growth must always be a very serious
undertaking, but the records may undoubtedly be greatly
improved ; and, as Jacobson points out in the last edition of his
work on “ The Operations of
Surgery.” general opinion is too
pessimistic with regard to the
future.

If operation be delayed, ex-
tensive adhesions will almost
certainly be present, and glands,
and possibly veins, will have been
invaded by growth. The risks of
the operation can only be increased
by delay, and, unless undertaken
before the growth has become ex-
tensive, will in all probability
prove ineffectual, from its neces-
sary partial character.

Abbe’s brilliant results show
conclusively that operative inter-
ference may be successful even in
very young subjects. In a child
wet. 2, nephrectomy was performed,
and good health was reported five
yvears later. In an infant of 14
months the growth was success-
fully removed, and four years after
the child was quite well.

Operation 1s, of course, use-
Fic. 91.—Relations of kidnevs. Abdo- less when there are evidences of

minal viseera én situ, seen from be- gaeondary deposition. Before pro-
hind, —From a model.—WARING, ;
ceeding to nephrectomy, the con-
dition of the opposite kidney should be investigated, according
to such modern methods as are admirably indicated by the late
Greizg Smith in his work on abdominal surgery. When the
growth is very large, and extensive adhesions exist, the idea of
nephrectomy will probably have to be abandoned.
Medicinal treatment is practically useless. Some have
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thought that arsenic, given with plenty of water, and continuously
administered, tended to delay the rate of growth. Iodide of
potassium, Chian turpentine, and other drugs have been given by
some practitioners constitutionally hopeful.
During the last few years attempts have been made to
influence the development of malignant growths by the introdue-
19 1

12

27 28

F16. 92.—Relations of kidney to adjacent organs. Diagrammatic view. 1, In-
ferior aspect of liver ; 2, right kidney ; 3, right adrenal ; 4, left kidney ; b,
pancreas ; 6, cardiac portion of stomach; 7, spleen; 8, duodenum; 8,
duodenum, 1st part ; 8", duodenum, 2nd part; 8", duodenum, 3rd part ;
8w, duodenum, 4th part; 9, junction of duodenum and jejunum; 10,
jejunum ; 11, eardiac orifice of stomach ; 12, pylorus ; 13, cceliac axis ; 14,
arteria gastro-duodenalis ; 15, hepatic artery ; 16, splenic artery; 17,
superior mesenteric artery ; 18, superior mesenteric vein ; 19, gall bladder ;
20, eystic duet ; 21, eommon hepatic duct ; 22, common bile duct ; 23, cystic
artery ; 24, portal vein ; 25, aorta ; 26, inferior vena cava ; 27, inferior
mesenteric artery ; 28, spermatic artery.—After TESTUT.

tion of powerful toxins. Fruitnight has introduced the toxins of
Streptococeus erysipelatis and Bacillus prodigiosus In a case of
renal sarcoma occurring in an infant, ®t. 13 months, A large

tumour had been noted in the right lumbar and hypochondriac
regions for three weeks. The toxins were injected daily into the
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REFLECTIQN OF PERITOMEUM
FROM SPLEEN TO KIDHEY

RIGHT LATERAL

LIGAMENT OF T
»

LIVER /o “"'r'f"lsél.ﬂ-w

FHRENICO=COLIC
LIGAMENT

KIDNEY

SURFACE FOR
DESCENDING COLOM

F1G. 93.—Relations of peritonenm to kidneys and adrenals. —CUNKINGHAM.

gluteal region, fifteen injections being administered. A slight
acceleration of pulse and elevation of temperature followed each

i
&

Fic. 94.—Section through the abdominal cavity of a young subject at the upper
border of the twelfth dorsal vertebra, above the level of the foramen of
Winslow. From this it will he seen that the lobus Spigelii is the only part
of the posterior surface of the liver which is clothed by the liver sac. 1,
liver; 2, stomach ; 3, spleen ; 4, kidney ; 5, suprarenal capsule; B, dia-
phragm ; 7, aorta: 8, vena cava; 9, lesser bag of peritonenm. — From
LuscHEA.
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injection, but the temperature never rose above 102° F. There
was no appreciable effect upon the size or course of the growth.
The tumour weighed 4} 1b. Mieroscopically, it consisted of
sarcomatous elements, with striped muscular fibres and adenomat-
ous tissue,

Coley in 1894 removed a mixed-cell sarcoma by the trans-
peritoneal method from a girl, wt. 5. Reeurrence took place in
seven months. Injections of the filtered and sterilised “ Coley’s
fluid ” were then administered, with apparent benefit. The
growths, however, increased, and ultimately almost filled the
abdomen.

Petersen,! who has recently published a eritical survey of

Fic. 95.—Transverse section through abdomen, at the level of the first Inmbar
vertebra. 1. left kidney ; 2, spleen ; 3, crus of diaphragm ; 4, suprarenal
capsule ; 3, colon ; 6, splenic artery ; ¥, pancreas; 8, splenic vein joining
the portal vein: 9, aorta giving off the superior mesenteric entry ; 10, rod
in bile duet ; 11, inferior vena ecava ; 12, duodenum ; 13, colon ; 14, supra-
renal ecapsule ; 15, liver; 16, right kidney; 17, first lumbar vertebra.—
CUNNINGHAM.

bacterium therapy of malignant growths, based upon a con-
sideration of thirty-eight cases treated by toxins, antitoxins, or
serums, gives but little encouragement to this form of treatment.
In no case was a carcinomatous growth improved. With some
sarcomata, however, the progress of the growth seemed to be
delayed, and in two instances there was a decided decrease in
size. “ Coley’s serum,” which consists of the mixed toxins of the
Streptococeus erysipelatis and B, prodigiosus seems to depend almost
entirely upon the activity of the toxin of the former. At present
1 Petersen (Walther), ** Beitrige zur klinische Chir.,” 1896, Bd. xvii. Heft 2, 5, 341,
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the use of such agents should, at least, be limited to inoperable
cases. Mansell Moullin® has recently fully discussed the ques-
tion of treating extensive sarcomatous growth by * Coley’s fluid.”

Attempts have been made to treat malignant inoperable
crowths by electrolysis and cataphoresis, but there is little to
encourage any such extension to renal malignant growths.

In cases where operative interference is manifestly inad-
missible, and in those instances where recurrence has followed

4 ) G

F1c. 96, —Section throngh abdomen at the level of the second lumbar vertebra.
1, cauda equina ; 2, vena cava ; 3, aorta ; 4, pancreatic duct; 5, pancreas ;

-

6, common bile duct; 7, duodenum ; 8, colon ; 9, remnal vein ; 10, liver:
11, right kidney. —CUNNINGHAM,

nephrectomy, palliative treatment is alone possible. This must
be carried out along general lines. Snow recommends the con-
tinuous administration of cocaine, and states that antipyrin is
also useful in subduing the neuralgic-like pains. Strange to say,
he believes that opinm is “ necessarily contra-indicated.” Most
clinicians will helieve that the judicious administration of morphia
is not only justifiable but desirable where there is much pain.

1 Moullin, ** The Treatment of Inoperable Sarcoma by means of Coley’s Fluid,” Lancef,
London, 1897, vol. i. p. 334, Bibliography ziven.



CHAPTER XXI.
BIBLIOGRAPHY.

Ix the body of this monograph I have abstained from burdening
the pages with references, which, however, can be readily ob-
tained by consulting the list of authors, alphabetically arranged
and here appended.

In compiling this, I trust fairly complete, Bibliography, I
have endeavoured to make it useful and convenient for subse-
quent workers. As far as I am aware, no such collection exists
in any language. I ftrust it may be of service to those who
desire to make independent study of the subject.

In making myself acquainted with the literature of the
subject, I have made much use of the admirable libraries belong-
ing to our Manchester Medical Society and Royal Infirmary.
I have also largely availed myself of the libraries of the Royal
College of Physicians of London, the Royal College of Surgeons
of England, and the British Medical Association.

I am also greatly indebted to the invaluable “ Index Cata-
logue of the Library of the Surgeon-General of the United
States,” and the volumes of the “Index Medicus,” to the Revue
des Maladies Cancereuses, edited by Duplay, Lannelongue, and
Cornil, the Annales des Maladies des organes genito-viinaives,
Paris, and to numerous references given in many of the works
mentioned in my list.

In order to avoid useless repetition, I have not given the
full titles of the papers, but have endeavoured to indicate, by
the names placed in brackets, the main object of the author’s
essay, or the probable nature of the case, or cases, described.

In giving dates, I have kept to that of the volumes in which
the article appears rather than attempted to indicate the exact
year—often the one previous to that given—at which the com-
munication may have been brought forward,

I much regret that it has been impossible for me to verify
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my references in all cases. Some of the works named have not
been in the libraries to which I have had access. In some
instances [ have been obliged to rest content with giving the
reference to a readily accessible abstract. ~Where thought
desirable, T have given reference both to the original article
and to the available abstract.

I have also attempted to indicate by brief notes some of
the more important cases and those submitted to operation, with
the recorded results.

I. RENAL GROWTHS.

ABBE—(Sarcoma) Ann. Surg., St. Louis, 1894, vol. xix. pp. 58-69.
Cases with photographs.

CasE 1.—Female, mt. 2.  Right; weight, 2} Ib. ; nephrectomy ; re-
covery ; perfect health five years later. Carcinoma
sarcomataosum,

»» 2. —Female, ®t. 14 months. Right; weight, 7} 1b. ; nephrec-
tomy : recovery ; perfect health four years later. Rhabdo-
MY 0-5arcoma.
i a.—Male, =t. 65. Right; weight, 3 lb. ; nephrectomy ; death
in fourteen hours, Sarcoma.
AgeiLLE.—(Malignant Growths) “KEtude sur le cancer primitif du rein,”
Paris, 1883. Thesis.
ABERCROMBIE.— (Sarcoma) Trans. Path. Soe. London, 1879-80, vol. xxxi. pp.
168-174.
Cases of bilateral renal growth, possibly due to direct invasion from without.
Casg 1.—Male, mt. 31,
n Z—Female, mt. 2.
s = Female, mt. 4.
= (Barcoma) Trans. Path. Soe. London, 1880-81, vol. xxxii. p. 205.

Casg 1.—DMale, wt. 1%, Bilateral orowth, considered to be of extra-
renal origin.

Apaymr—(Perirenal lipomata ; males, wt. 45 and 60) Monfreal Med. Journ.,
Jan. and Feb. 1897.
Apams.—(Carcinoma) Med. Times and Gaz., London, 1882, val. ii. p. 678,

Casg 1.—Adult, ®t. 39. Right ; nephrectomy ; death in six weeks ;
growth probably sarcomatons ; secondary deposits,

AcNEW.—(Carcinoma) “ Principles and Practice of Surgery,” 1881, vol. ii.
p- 710.
ALBERT.—(Carcinoma) Sor. de méd. de Vienne, Feb. 15, 1885,

Casg l.-—Female, =t. 40, Right ; weight, 2} 1b. ; nephrectomy ; re-

l.'l‘:l"l.']'!.'..
ALpieeRT.—(Growth) Fev, mens. d. mal. de Penf., Paris, Nov. 1893.
ALEsSANDRL—(Renal growths from Adrenal “ Rests ™) Policlin., Roma, 1896,
tome iii. pp. 393-415.
ALEXANDER, U, —({Adrenal growths) Beitr. 2. path. Anat. w. 2. ally. Path., Jena,
1891, Bd. xi. )
ALEXANDER, W.—(Sarcoma) Liverpool Med.-Chir. Journ., 1888, vol. viii. p. 257.
CAsE 1. —Female, wt. 50.  Left : weight, b Ib. Growth thonght to be
ovarian or pedunculated fibroid ; nephrectomy ; death.
ALLEN.—(Cancer) Austral. Med. Jowrn., Melbourne, 1880, vol. ii. p. 173.
ALLEN AxD CHERRY.—(Primary renal growths) Znfernat. Med. Jowrn., Aus-
tralia, 1896, vol, 1. pp. 274, 644,
Reports of microscopical examinations of twenty-nine cases ; eight illustrations.
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Arvrine.—(Cancer) Bull, Soc. anat. de Pards, 1869, tome xliv. pp. 278-280.
ArvLoway.—(Malignant Growths in Childhood) dm. Journ. Obst., New York,
1883, vol. xvi. pp. 851, 993.
Casg 1.—Female, ®t. 5. Right ; round cell sarcoma ; illustrations.
ALSBERG.—(Sarcoma) Deutsche med. Wehnschr., Leipzig, Oct. 6, 188G, Bd. i1
Casg 1.—Child, xt. 5. Right ; nephrectomy ; recurrence and death in
eleven mounths.
i (Lipoma) Arch. f. klin. Chir., Berlin, 1892, Bd. xliv. 8. 458-462 ;
and Verhandl. d. deutsch. Gesellsch. f. Chir., Berlin, 1892, Bd. xxi. S.
96-99.
Illustrations.
Awmprosius. — “ Beitr. z. Lelwe von den Nierengeschwilsten,” Marburg,
1891. Diss,
ANDERSON.—(Uancer) Brit. Med. Journ., London, 1881, vol. i. p. 806.
Casg 1.—Male, @t, 59. Right; weight, 51b. 12 oz.

ANDERsSON aND Coars.—(Cancer) Glasgow Med. Journ., 1887-88 (4), N. S,
vol. xxix. pp. 10-16.

AxpREW.—(Cancer of Fourteen Years’ Duration) Lancet, London, 1877, vol. i.
p- 194,

Case 1.—Male, et. 36. Trauma: tumour and hematuria for fourteen
yvears. Probably chronic renal tuberculosis; death from
phthisis.

Asgaxazy.—(Malignant Growths) Beitr. z, path. Anaf. w. z. ally. Path., Jena,
1893, Bd. xiv. 8. 33-70.
Discussion on growths probably developed from adrenal “° rests.”
[Hustrations,
i (Growths of Adrenal Origin) Firchow's Archiv, 1894, Bd. cxxxvi.
S. 568,
AUDAIN.—(Sarcoma) Union med., Paris, 1875, Sér. 3, tome xix. pp. 702-706.
Casg l.—Infant, ®t. 10 months.

AUDAIY axXD FereoL.—(Sarcoma) Bull. et mem. Soc. med. d. hip. de Paris, 1875,
pp. 92=54.
AvstiN.—* Diagnostic précoce néoplasms du rein et de la vessie au moyen du
cystoscope,” These de Paris, 1890,
BaccerLr.—(Carcinoma) Gior. internaz. d. sc. med., Napoli, 1879, tome i. pp.
G86-693.
" (Carcinoma) Gazz. d. osp., Milano, 1882, tome iil. pp. 114, 122,
130,
BacixNsey.—(Sarcoma) Deutsche med. Wehnschr,, Berlin, 1876, Bd. ii. 8. 113 ;
Ferhandl. d. Berl. med. Gesellsch., 1875-76 (1), Bd. vii. 3. 65.

Cazg l.—Infant, ®t. 7 months., Left kidney.

Barprsa.—(Encephaloid Cancer) Trans. Path. Soc. London, 1856-57, vol. viii.
). 286.
I Case 1.—Female, #t. 5}. Right; weight, 4% 1b. Probably sarcoma ;
deposits in lungs.
Bavrarp.—(Diagnosis of Renal Growths) * The Physical Diagnosis of Diseases
of the Abdomen,” 1852, p. 97.
- _ (Encephaloid Cancer) Traws. Path. Soc. London, 1858-59, vol. x.
p. 188,
Case 1.—Female, mt. 70. Left kidney.
BALLET.—(Adenoma) Bull. Soc. anat. de Paris, 1879, tome liv. pp. 446-149 ;
Frogrés meid., Paris, 1880, tome viii. p. 152,
Baxrr.—(Sarcoma) Arch. di anat. norm. patol., Firenze, tome v. p. 2; Ab-
straet, Jahresh. é. d. Fortschr. d. ges. Med., Erlangen, 1890, Bd. i. 8, 255,
Barpaccr.—(Growths) Morgagni, 1891, tome xxxiii. pp. 497-511.
Barpierr.—(Cancer) fppocratico, 1866, Sér. 3, tome ix. pp. 305-312.
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Barcray.—-(Fibro-fatty Growth) Lancet, London, 1863, vol. ii. p. 563.

Casg 1.—Male, =t. 35. Part of right ; weight, 5 1b. 74 oz. Probably
tuberculous.

BARDENHEUER.—(Sarcoma) Berl. klin. Welnschr., 1887, p. 257.
CASE 1.—Female, mt. 2. Right; nephrectomy ; death from septi-

cEemia,
o (Fibroma) quoted by Newman.
CaskE 1.—Female, @t. 51. Nephrectomy ; recovery.
e (Sarcoma) Quoted by Newman.
CasE 1.—Male, mt. 3. Left; nephrectomy ; recovery.
L (Sarcoma) Mitth. das Kolner Biorger Hosp., 1890, Heft 5.

Casg 1—Male, =t. 3. Left; weight, 2 kilos.; lumbo-abdominal
nephrectomy ; death on fourteenth day from peritonitis.

SARETTE.—(Malignant growth ; child, wt. 26 months) dnnde med., Caen,
1896, tome xv. p. 4.
Barker.—(Sarcoma) Med.-Chir. Trans., London, 1880, vol. 1xiii. pp. 181-215.
Case 1.—Female, mt. 21. Right; weight, 30} oz.; nephrectomy ; death.
IMustrations ; tables of nephrectomy cases.
Barrie.—(Epithelioma) Bull. Soc. anat. de Paris, 1889, tome lxiv, pp. 24-28.
Barra, —(Cancer) Bull. Soc. anat. de Pares, 1851, tome xxvi. p. 28.

i (Malignant growth) Bull. Acad. de med., Paris, 1870, tome xxxv.
W (Adeno-sarcoma) Deutsche aned. Wehnschr., Leipzig, 1892, 8. 531.

Casg 1.—Female, ®t. 5. Right ; nephrectomy ; recurrence and death
in fonr months,
BarTHOLOMEW.— (Sarcoma) Chicage Med. Ree., 1896, vol. ix. Iyp. 10-15.
BasHaym.—*On Dropsy connected with Diseases of the Kidneys (Morbus
Brightiv), and on some of the Diseazes of those Organs associated with
Albuminous and Purulent Urines,” London, 1862,
Bavcrer.—(Lipoma) Bull. Soc. anat. de Paris, 1859,
Beapres.—(Carcinoma) Trans, Path. Soe. London, 1892-93, vol. xliv. pp.
98-100.
Case 1.—Male, wt. 57. Right ; weight, 694 oz.; secondary deposits in
Iungs.
Bécrarp axp CroQuer.—(Cancer) Bull. Fuc. de méd. de Paris, 1816-17, tome
v. p. 114.
Cask 1.—DMale, wt. M. Right kidney.

Beer.—* Die Bindesubstanz der Niere,” Berlin, 1859.
Benier.— (Cancer) Union méd., Paris, 1875, tome ii. pp. 810, 822,
BeLriELD.—(Encephaloid Cancer) Med. Jowrn. and Ezxam., Chicago, 1878, vol.

XXXVi. pp. 347-349.
Berrarr.—(Adeno-Carcinoma) Avch. proe. de chir., Paris, tome v. p. 216.
BeXERE—(Growths) Beitr. 2. path. Anaf. w. z. ally. Path., Jena, 1891, Bd. ix.

5. 440-487,

Discussion on aberrant adrenals in kidney, and growths originating
in same. Cases.
Bexxerr.—(Fungus Hematodes) London Med. Gaz., 1831, vol. viii. p. 182.
CasE 1.—Female, mt. 4. Weight, 4 1. 2 oz.

BErarp.—(Rarcoma in Infant) Lyon med., 1894, tome lxxvii. pp. 360-363.

- (Encephaloid ; adult male ; nephrectomy) Prov. med., Lyon, May

1895.

BErGER.— (Uystic Epithelioma) Abeille med., Paris, 1896, June 20, p. 193.

Abstract : Rev. d. mal. Cancereuses, July 1896, p. 242,
Bercmanx.—(Sarcoma) Diss, Dorpat, 15883,

Case 1.—Female, wt, 41, Nephrectomy ; death from suppression of
nrine,
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BERGMANXN. —(Sarcoma) Berl. Min. Welmschr., 1885, Bd. xlvi. S, 711.
CASE 1. —Female, 2t. 54. Right ; JIEP}INLT,DIII} i Tecovery.
BERNER.—(Sarcoma) Norsk Mag. f. Leqgevidensk., Christiania ; abstract, Jalresh.

#, d. Leistung. . . . d. ges. Med., Berlin, Bd. xvi. 8. 207,
CASE 1.—Male. Right ; weight, 5800 grms.

BEYERLEIN.— Das Carcinom der Niere,” Erlangen, 1867.
Bezorp.—(Myxoma) Firchow's Archiv, 1865, Bd. xxxiv. 5. 229,
Case with 1llnstration.
Bieck.—* Beitr. z. Casuistik der Nierengeschwulste,” Marburg, 1886. Diss.
BrerMer,—(Lymphoma) ¥ irchow's Archiv, 1857, Bd. xix. S. 537,
Bigas.—(Growth) * Reference Handbook of the Medical Scienc es,” New York
and Edinburgh, 1887, vol. iv. pp. 292-298.
BILLROTH.—(Myxo-sarcoma) Wien. med. Wehnschr., 1884, 8. 773.
Casg 1.—Female, mt. 38  Duration, five years: nephrectomy ;
TECOVETY.

s (Myo-sarcoma) ihid., 1883,
Casg 1. —Child, =t. 8.
i (Fibro-myoma) ibid., 1880, Bd. xxviii.

Case 1.—Female. Left: nephrectomy ; death ; probably of extra-
renal origin,
5 (Epithelioma) hid., 1884, No. 25, 8. 774
Casg 1.—Male, wet. 33. Left ; nephrectomy ; recovery.
BircH-HirscHFELD. — “ Lehrbuch der Pathologischen Anatomie,” 1887,
Bd. ii. 8. 692-700,
Boccarpl.—( Enchondroma) Progresso med., Napoli, 1888, tome ii. pp. 737--746.
IMustration.

BoerrcHER.—( Lymphoma) Virchow's Archiv, 1858, Bd. xiv. 5. 483-501.
Lymphatic formations in lenkemia. Illustrations.

Boixer axp Aspaxrtan.——{Fibro-cysto-sarcoma) Rev. de meil., Paris, 1893, tmne
xiil. pp. T27-732.

Casg 1.—Male, @mt. 66. Left kidney ; twelve caleuli, consisting of
phosphates and oxalates ; obliteration of ureter ; pyo-
neplirosis,

Bokar—(Sarcoma) Orvest hetil., Budapest, 1884, Bd. xxviii. 5. 446-449.

Case 1.—Male, at. 14,

4 (Myo-savcoma) Orvosi hefil., Budapest, 1883, Bd. xxvii. 8. 157-163 ;
alzo Pest. Med.-clir. Presse, Budapest, 1883, Bd. xix, 8. 217-219.
Case 1l.—Male, =t. Hl. Left; nephrectomy ; death from septic
peritonitis.
Bokai, A., axp Bases.—(Adeno-carcinoma) Orvost hetil., Budapest, 1881, Bd.
xxv. 8. 1109-1113 ; also Pest. med, Chir. Presze, Budapest, 1882, Bd. xviii.
3. [i. Fgninf
Borcaarp.—(Alveolar Sarcoma) Deutsche amed. Welnschr., Berlin, 1803, Bd.
xix. 8. 860.
CASE 1.-—Child, =t. 2.

BoscHETTL—“Di un cancro molle del rene destro complicati da wvizio
cardiaco,” Firenze, 1873.
BosTrRoM.—* Beitr, z lm.l.hﬂln"m.lwn Anatomie der Nieren.”
= {H]nhdu myvoma) Deutsches Arch. f. klin. Med., Leipzig, 1878, Bd.
xxiii. 8. 209,
Microscopical Report on Huber's case,

BisaRTIGE. — (Growth) cErztl. Ber. d. k. k. ally. Krankenh. 2w Wien, 1862,
5. 163.



236 BIBLIOGRAPHY.

Borr.—* Ueber das quergestreifte muskelsarcom der Niere,” Giesen. Diss.
BoviLraxp.-—(Cancer) Journ. compl. du dict. d. sc. med., Paris, 1825, tome
XX1L pp. 193-203.
+ (Cancer) [hid., 1828, tome xxxi. p. 18
Casg 1.—Male, mt, 60 ; right kidney.

Box.—(Bilateral Myo-sarcoma) St. Thomas’s Hosp. Rep., London, 1896, N. 8
vol. xxv. p. 258,
Boyce (Growths) “ Text-Book of Morbid Histology,” 1892, p. 278.
Bramwoop.—(Cancer) Med. and Surg. Rep., Philadelphia, 1870, wvol. iv.
Pp- 45-54.
Malignant growths in children, probably sarcoma.
Cask 1.—Male, ®t. about 2. Left ; weight, 10 1h.
.y 2.—Female, mt. about 13, Lelt ; weight, 8 1b,
1 S.—DMale, @t. 58 months. Right ; weight, 25 oz.
BraMwELL—(Growth) Lancet, London, 1878, vol. i. p. 166.
Caske 1. —DMale, ®t. 49. Solid growth ; no micro-characters.
Walker.
Case 1.—Male, =t. 1. Right; abdominal nephrectomy ; well four
months later,
Bravrr.—(Cancer) Semaine med,, Paris, 1891, tome xi. p. 249.
“Maladies des Reins,” art. in “Traité de médecine,” Charcot,
Bouchard, Brissaud, tome v. 785-811.
Bravm.—(Sarcoma) Deutsche med. Wehnschr., Leipzig, 1881, Bd. i. Noes. 31,
32, 33.

Bra

Casg 1. —Adult, #t. 51. Nephrectomy ; recovery.
JRAUN.— Des tumenrs malignes du rein chez enfant ; considérations sur
leur traitement chirurgical,” Namey, 1897. Thesis.
SRIGHT.—** Clinical Memoirs on Abdominal Tumonrs,” New Syd. Sec., 1861.
- (Growths) Guy's Hosp. Kep., London, 1839, vol. iv. pp. 208-264.
[Mustrations of renal tumours, most of which are not neoplasms.
Brixtox.—(Encephaloid) Brit. Med. Journ., London, 1857, pp. 493-495.

Casg l.—Male, mt. 40. Weight, 95 1. Diagram given.
Bristowe.—(Canecer) Trans. Path. Soe. London, 1853-54, vol. v. pp. 185-194.
Iustration.

- (Fibro-lipomatous Growth) Trans. Path. Soe. London, 1862-63,
vol. xiv. pp. 190-192.
Casg 1.--Male, mt. 53, Left.
“ Theory and Practice of Medicine,” 1890, p. 870.
BRUL‘K —(Myo-sarcoma) Virchow’s Archiv, 11-5:-34, Bd. exl. S. 493-502.
lustrations of microscopical characters,
Bropeur.—“De IIntervention chirurgicale dans les affections du rein,”
Paris, 1886, pp. 143-226,
Numerons cases. Referemces. Illustrations. Tables of Nephrectomies
for carcinoma, sarcoing, and fibroma.
Brogaw.——(Myxo-sarcoma) Med, News, Phila., 1891, vol, Ixii. p. 313.
Casg 1.—Male, wt. 3 years, 8 months. Right nephrectomy ; recurrence
and death in four months.

Broxson, -"{I"..Ili;.'l. sted growth) Trans, Ohio Med, Soc., Columbus, 1853, vol.
viii. pp. 41-43.
SROSIN. —(Myo-sareoma) Virchow's Arehiv, 1884, Bd. xevi. 8. 453-461.
Case 1.—Male, @t, 3. Left ; we ght, 580 gzrms.

Browxg.—(Lipoma) Trans. Path. See. London, 1862, p. 131.
BrueN.—(Malignant growth) Maryland Med. Jowrn.,, Baltimore, 1884-85,
vol. xii. pp. 312-314.
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Bruxrtzen. — (Perirenal Fibro-lipoma) Berl. Llin. Wehnschr., 1882, No. 49,
S. 744,

Casi 1.—Female, wet, 33, Weight, 37% 1b. ; nephrectomy ; recovery.
BryaxT.—(Melanotic Carcinoma) Trans. Fermont. Med. Soc., 1879, pp. 62-64.
BucaaNay.—(Sarcoma) Med. and Surg. Rep., Philadelphia, 1895, vol. xxii.

Casg 1.—Female, wt. 2, Left ; nephrectomy ; recovery.

Boar.—(Sarcoma) Ztschr. f. Biol,, Miinchen, 1865, Bd. 1. 8. 263.

BorLens.—(Cancer) Ann. Soc. d'anat. path. de Bruwelles, 1880, tome xxix.
pp. 112-115.

Borr.—(Sarcoma) Canadian Pract., Toronto, 1890, vol. xv.

Borrix.—“The Operative Surgery of Malignant Disease,” 1887, ¢ Kidney,”
pPp. 249-255.

Burre.—(Cancer) Bull. Soc. anat. de Puarts, 1883, tome lvii. pp. 420-423 ;
also Progres meid., Paris, 1883, tome xi. p. 391.

E‘.EFDRD.-—[{T:IIH:EI'} Trans, Am. Gynee, Soc., 1880, p. 71 ; also Med. Times and
Gaz., London, 1880, vol. ii.

Casg 1.—Female, wt. 39. Right ; weight, 43 1b.

Casor.—(Growth) Boston Med. and S. Jowrn., 1860, vol. Ixii. p. 126.

Caccrora.—(Sarcoma) * Un caso di capsula surrenale accessoria aberente al
rene,” Padova, 1885,

Catrp.—(Adenoma) Seof. Med. and 8. Jowrn., Edinburgh, 1897, p. 698.

Ilustrations.

CALMETTES. —(Cancer) Bull. Soc. anaf. de Paris, 1868, vol. xliii. pp. 276-282,

CARLISLE.—(Encephaloid Cancer) New York Med. Jowrn., 1877, vol. xxv. pp.
4144,

CAsSE 1.—Infant, =i, 2.

Caro.—(Encephaloid Cancer) Trans. New York Path. Sec., 1879, vol. iii.
pp. 174-178.
Carravp.—(Cancer) * Sur la nephrite,” Paris, 1813, tome xxi. Thesis,
Casg 1.—Female, ®t. 55. Right kidney.
CarsoN.—(Cancer) St. Louis Cour. Med., 1879, vol. ii. pp. 610-615.
Carrast.—(Cancer) Gazz. d. osp., Milano, 1880, tome 1. pp. 433-449.

o (Cancer) Arch. per le se. med., Torino, 1882, tome vi. pp. 83-112.
CavpymoxT.—(Cancer) Bull. Soc. anat. de Paris, 1847, tome xx1i. Pp. 40-44.
Cazeavx.—(Cancer) fhid., 1833, tome viii. pp. 201-208.
CHADWICK.—(Sarcoma) Boston Med. and S. Jowrn., 1881, vol. ii. p. 338,

Case 1.—Nephrectomy ; death.
CHaryMax.—(Sarcoma) West London Med. Journ., July 1897, p. 201.
CHARON.—(Cancer) Jouwrn. de meid., chir. ef pharmacol., Bruxelles, 1874, tome
lix. pp. 435-441.
= (Sarcoma) Ann. Soc. belge de chir., Bruxelles, 1897, pp. 43-46.
CasiE 1.—Male, ®t. 19 months. Nephrectomy.
CHEVALIER.—* De l'intervention chirnrgicale dans les tumeurs maliznes du
rein,” Paris, 1891. Thesis.
CHIENE.—(Sarcoma). Quoted by Newman.
CasE 1.—Nephrectomy : death.
CuoMEL.-—(Cancer) Jowrn. de mél., chir, ef pharmacol., Bruxelles, 1814, tome
xlv. p. 81.
Case 1.—Male, =t. 60.
CrargE.—(Encysted Growth) Edin, Med. and S. Jouwrn., 1808, vol. iv.
pp- 273-275.
Crargg, W. M.—(Cancer) Med. Times and Gaz., London, 1860, vol. ii. p- 154.
CrEMexTL—(Carcinoma). Quoted by Newman.
CasgE 1.—Female, @t. 30. Nephrectomy ; recovery,
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Coars.—* Manual of Pathology,” 3rd ed., 1895, pp. 972-976.
CGeneral considerations ; references ; illustration.
CoaxHEDM.——(Myo-sarcoma) Firchow's Avchiv, 1875, Bd. Ixv. 5. 64-69.
Casg 1.—Female, ®t. 1§. Both kidueys involved.

CoLEY.—(Sarcoma, girl, @t. 5; mnephrectomy ; recurremce) Med. News,
Phila., Oct. 9, 1897, p. 467.
CorLEvILLE.—(Carcinoma) Bull. Soe. anaf. de Paris, 1883, tome lviii. pp.
55-58; also Progrés med., Paris, 1883, tome xi. p. 387.
CoMEcYs.—(Encephaloid Cancer) Cincin. Lancet and Ohs, 1875, vol. iii
pp. 247-250.
Casg 1.—Child, =t. 3. Probably sarcoma.
Corxir.—(Hemorrhagic Epithelioma) Progrés wmed., Paris, 1887, Sér. 2,
tome v. p. 336,
CorniL aND Bouvssgav.—(Growth) Jowrn. de Panat. et physiol. ete., Paris,
1868, tome v. pp. H570-572.
CorvisaRT AXD LEROUX.—(Growths) Jouwrn. de. ., chir., pharm., elc.,
Paris, 1804, tome vii. pp. 387430,
l]o;.s;p:_--{ﬂm‘cunm} Centralbl, f. Chir., Le,ipzig, 1879, 8. 175.
Casg 1.—Female, wt. 37. Nephrectomy ; recovery ; abortion.
Corrox.—(Sarcoma) Med. and Sury. Eep., Philadelphia, 1896, No. 20, vol. Ixxv.
Caskg 1.—Infant, mt. 9 meonths, Right ; nephrectomy ; eight months
later, living and well.
Covrraxp.—(Medullary cancer) Trans. Path. Soc. London, 1881-82, vol. xxxiii.
p- 219.
Assoeiation with ealeuli.
Covxe aND Troisier.— (Cancer) Bull. Sec. anaf. de Pards, 1871, tome xlvi.
). 239-243.
CR,-‘I.!.I%}IL—{?&[E([H”-{LI‘}' Growth) Wehnschr., f. d. ges. Heilk., Berlin, 1837,
8. 316-319.
CrEMER.—* Nieren carcinom nach eimem Trauma,” 1884, Diss,
Crisr.—(Fungus Hematodes) Brit. Med. Journ., London, 1860, vol. ii. p. 959.
CroFr.—(Sarcoma) Trans. Path, See. London, 1884-85, vol. xxxvi. p. 274
('asE 1.—Male, wet. 3. Right: nephrectomy ; recurrence in two months ;
death in four months.

CRUVEILHIER.—(Growth) Bull. Soc. anat. de Pariz, 1829, tome iii. p. 77.
,, (Malignant growths) * Atlas d’Anatomie pathologique,” 1829,
tome i. plate iv.
CULLINGWORTH.—(Sarcoma) Med. Chron., Manchester, Nov. 1886.
Casg 1.—Female, wt. 43, Left; weight, 11 1b. 6 oz. ; nephrectomy ;
TECOVELY | IECurmence.
Cortis.—(Cancer) Bull. med. du nord, Lille, 1893, tome xxxii. pp. 137-145.
CzernyY,—(Sarcoma) Centralbl. f. Chir.,, Leipzig, 1879, No. 45.
(asE 1.—Male, =t. 50. Nephrectomy ; hamorrhage ; death in ten
hionrs.
(Sarcoma). Quoted by Newman.
Casi 1.—Female, ®t. 46. Right ; weight, 4 b, ; nephrectomy ; death.

(Carcinoma) Centralbl. f. Chir., Leipzig, 1878, 5. T38.
Casg 1.—Adult, =t. 50. Nephrectomy; hmmorrhage ; ligature of
aorta ; death from shock. :
(Sarcoma) Trans. Tuternat. Med. Cong., 1881, vol. ii. p. 261.
Case 1.—Male, wt. 46. Left ; nephrectomy ; death from tetanns.
(Sarcoma) Arch. f. Elin. Chir., Berlin, Bd. xxv.
Associated with hydronephrosis ; nephrectomy ; death from shoek.
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CzerR¥Y.—(Sarcoma) Arch. f. Kinderh., Stuttgart, 1889-90, Bd. xi. 8. 247-250.
Casg 1,—Child, mt. 35. Right ; nephrectomy ; death from shock.

- (Angio-sarcoma) Deutsche med. Wehnschr., Leipzig, 1881, No. 32,
Case 1.—Adult, =t. bl. E{ephmttmny: death 1 =zix months with
generalised growth.

5 (Adeno-sarcoma) Deutsche med. Wehnschr., Leipzig, 1881, Bd, xxxi.
R
Case 1.—Female, @t. 11 months. Nephrectomy; death from peri-
tonitis.

D’Aixtono.—(Adrenal * Rest” in Kidney) Buil. d. se. med. di Bologna, 1886,
tome xvii.

Darrox. —(Sarcoma) King's College Hosp. Kep., London, 1897, vol, iii. p. 270.
Casg 1.—Girl, =t. 2.

Daxce.—(Cancer) Arch. gén. de meil., Paris, 1831, tome xxv. p. 45.
Case 1.—Male, wt. 78. Probably secondary.

DaxeL.—(Epithelioma ; male, ®t. 23) Journ. d. sc. meil. de Lille, May 17, 18986,
p. 478.
Daxpors.—(Adeno-sarcoma) Bull. Acad. voy. de mel. de Bely., Bruxelles,
1885, No. 12, p. 830.
Casg 1.—Male, =t. 25 months. Nephrectomy ; recovery.
DaxrorTH.—(Growths) Loomis and Thompson's “System of Practieal
Medicine,” 1897, vol. ii. pp. T89-T94.
Daxxer.—(Encephaloid) Bull. Soc. anat. de Paris, 1856, tome xxxi. p. 170.
D' AntoNa.—(Growths) Morgagnd, 1887, tome xxix. pp. 65-74,
DarwaLL—(Growths) Edin. Med. and S. Jouwrn., 1823, vol. xix. p. 160,
Two eases, old woman, and man @t. 22,
Davies.—(Sarcoma) Abstract, Trans. Hunterian Soc., London, 1889-90, -
110-112.
Davis axp Lawsox.—(Sarcoma) Lancef, London, 1865, vol. i. p. 285,
Casg 1.—Female, ®t. 49, Left ; mistaken for ovarian tumour.
Davy.—{Carcinoma) Erit. Med. Journ., London, 1884, vol. ii. p. 757.

Casg 1.—Adult, ®t. 53. Left; calenlus in growth; nephrectomy :
recovery with recurrence, and death in two years with
generalized growth.

Day.—(Sarcoma) Trans. Path. Soe. Londonr, 1880-81, vol. xxxii. pp. 142-145.

Casg 1.—Female, =t. 4. Right ; weight, 91 1h,

Deax.—(Lipoma) St. Lowis Med. and Swrg. Jouwrn., 1877, vol. xiv. pp.
424-427.

DerLarieLd.—(Growths) “ Pepper’s Text-Book of the Theory and Practice of
Medicine,” 1894, vol. ii. p. 668.

DeLAFIELD AND PruppeEN.—(Growths) “Pathological Anatomy and His-
tology,” 5th edition, 1897, pp. 677-680.

Denfiree axD RammoNprL—(Cancer) Bull. Soe. anaf. de Pards, 29th Jan. 1897.

DerorME.—(Cancer) Union med. du Canada, Montreal, 1890, N. 8., tome iv.
p. 176.

(Casg 1.—Child, =t. 3%, Probably sarcoma.
Dexyan.—(Growths) Buffulo Med. and Suwrg. Jouwrn.,, 1873-74, vol. xiii.
p- 50-52.

DExrL—(Medullary Cancer) Gazz. med. ital. lomb., Milano, 1883, Sér. 8,
tome v. pp. 337, 347, 357.

Dextox.—(Lipoma) Med. Arch., St. Louis, 1871, vol. v. pp. 273-277.

D Paornr.—(Angio-sarcoma) Beifr. z. path. Anat. w. z. ally. Path., Jena, 1890,
Bd. viii. 8. 140-166.

(Cazes ; illustrations ; referemcoes,
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DE Paovnr.—(Angio-sarcoma) Osservatore, Torino, 1888, tome xxxix. pp. 679,
700, 729. Abstract, Jahresh. @t d. Fortschr. d. ges. Med., Erlangen, 1890,
Bd. i. 8. 255.
Cases ; illustration,
pEseine axp Prcor.— Man. prat. des mal. de l'enfance,” 3rd edition, 1884,
p. 698, : :
Dickixsox.—(Fibro-lipoma) Trans. Path. Soe. London, 1862-63, vol. xiv.
pp. 187-190.
asE 1.—Male, ®t. 55. Right ; weight, 6 1b, 74 oz, Illustration.
(Growth) Trans, Path. Soc. Londen, 1861-62, vol. xiii. pp.
137-139.
S (Growth) Lancet, London, 1885, vol. i. IP 526. !
Dievnaroy.—(Growth) “Manuel de Pathologie Interne,” 1884, tome ii.
p- 358, _ Y4 L
DiperLElx.—* Zur Diagnose der Krebs g:aschwulste im rechten Hypochon-
drinm, inshesondere der Niere und Nebenniere,” Erlangen,
1860.
“ Embryonale Drusengeschwiilst der Nierengegend im Kinders
alter,” 1894,
(xsg 1.—Female, ®mt. 8. Left; adeno-sarcoma ; nephrectomy ; well
five months later,

Dok.—(Growth) Boston Med. and S. Journ., 1879, vol. ei. Eip. 412-414.
Dourx.—(Sarcoma) Centralbl. f. Gyndk., Leipzig, 1890, Bd. xvi. 5. 273,
sk 1.—Female, ®t. 3. Right ; nephrectomy ; recurrence and death
in four months.

Doxkix.—(Sarcoma) Brit. Med. Jowrn., London, 1882, vol. i. p. 157.

Doxovan.—(Growth) Trans. Maine M. Ass., Portland, 1884, vol. wiii. pp.
300-353.

Dowsk.—(Sarcomatous Careinoma) Trans. Path. See. London, 1874, vol. xxv.
. 172,

IJHI—LE‘I.‘.— (Villous carcinoma) Trans. Path. Soc. London, 1896-97, vol. xlviii.
P- 130

X

Referenees to papillomata of renal pelvis.

Dripssex.—(Malignant Growths) Beitr. @ path. Anaf. w. 2 allg. Path., Jena,
1892, Bd. xii. S. 65.
Discussion on growths from adrenal “ rests.™
DruaMaxD.—( Encephaloid Cancer) Ann. Soc. d’anat. path. de Bruzelles, 1867,
tome xiil. pp. 8-9.
Dorax.—(Cancer) Bull. Aead. de méd., Paris, 1870, tome xxxv. pp. T83-785.
(CAsE 1.—Male, mt. 52, Left; weight, 53 kilos.
Dumont.—* Des tumeurs malignes du rein chez l'enfant,” Paris, 1889.
Thesis.
Duxnop.—(Cancer) Lancet, London, 1877, vol. i. p. 567.
Duraste.—(Sarcoma) Pedintria, Naples, 1896, tome 1v. pp. 237-247.
CaskE l.—Female, ®mt. 2. Secondary deposits in thorax and brain.

Durin.—* Du cancer primitif du rein,” Paris, 1874. Thesis.
Biblicgraphy.
Duzax. —(Cancer in Infaney) Paris, 1876. Thesis.
Eperaanrp.—* Ueber carcinom der Niere,” Tubingen, 1869. Diss.
EeertH.—(Myo-sarcoma) Virchow’s Archiv, 1872, Bd. lv. 5. 518-520.
Casi 1.—Female, ®t. 17 months. Both kidneys affected.

A (Melanotic Sarcoma) Firchow's Archiv, 1873, Bd. lviii. S. 58.
EpsTEIN.— Article in “ Ziemssen's Cyclopedia of the Practice of Medicine,”

1877, Bd. xv. 5. 6356-638 ; 658-685.

General descriptions ; references.
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Epsters.—(Cancer) Deutselies Arch. f. klin. Med., Leipzig, 1581-82, Bd. xxx.
S, 399406,
Casg 1.—Male, =t. 6. Left ; deposits in right kidney, glands, lung,
plenra.
Epgs.—(Cancer) Boston Med. and S. Journ., 1878, vol. xecix. pp. 788-793.
EpGERLEY.—(Sarcoma) Ihid., 1881, vol. civ. p. 131.
Epymusps.—(Adenoma) Trans. Path. Soc. London, vol. xxxvii. p. 287,
Illnstration.

vox EseLsBerG.—(Fibro-lipoma) Wien. kin. Wehnschr.,, 1590, Bd. iii
5. 438.

ErpEx.—(Myxo-Sarcoma) Med. Cor.-BL d. wiirttemb. drztl. Ver., Stuttgart, 1880,
Bd. 1. S, 105-108.

Casg 1,—Male, ®t. 5. Left ; weight, 8 1b. History of trauma.

Excstri.-—(Carcinoma) Firk, v. Svens. Lék.-Sillsk. Sammank., Stockholm,
1868, pp. 269-272,
ErpE.—*“De prelitide ejusque casu quodam cum renis carcinomate con-
juncti,” 1851,  Thesis.
EsMarcH.—(Carcinoma) Centralbl, f. Chir., Leipzig, 1882, 3. T2.
(Case 1.—Nephrectomy ; death from intestinal perforation.

Eve—(Rhabdo-Myomata) Trans. Path. Soe. London, 1881, vol. xxxiil. pp.
312-317.
Casg 1.—Male, ®t. 16 months. ERight.
s 2.—Child. Speeimen from Hunter's Colleclion.—Roy. Coll.
Surgeon’s Wusewmn.,

Eves.—(Cancer) Assoe. Med. Journ., London, 1854, vol. i. p. 53.
(Casg 1.—Male, =t. 8. Left ; weight, 3 to 4 1b. Phosphatic caleulus
in right.
Ewarp.—(Growths) ©Real-Encyelopidie der gesammten Heilkunde,” 1888, |
Bd. xiv. 8. 405,
FacGE.—(Uancer) Trans. Path. Soe. London, 1870, vol. xxi. pp. 249-253.
Case 1.—Child, wmt. 45,

= (Carcinoma Lipomatosum) Trans. Path. Soc. London, 1876, vol. xxvil.
pp. 204206, P
FaceE axp Pye Syurra.—* Principles and Practice of Medicine,” 1891, vol. ii.
p. 549,
Faruor.—(Cancer) Jahrh. f. Kinderh., Leipzig, 1865 (3), Bd. vii. 5. 67-73.
Casg 1.—Child, =t. 5.

Fearon.—(Growth) Med. Communicat., London, 1784, vol. 1. pp. 416-420.
FexocLIO.—(Sarcoma) Gazz. d. osp., Milano, 1882, tome iil. pp. 570-573.
Feswick, E. H.—(Encephaloid Cancer) Trans. Path. Soc. London, 1887,
vol. lxviil. p. 166.
o (Growths) “ Urinary Surgery,” 1894, pp. 37-40.
o (Diagnosis : Gummataf rom Growths) Treatment, London,
May 27, 1897, p. 135.
FerRALL—(Growths) Dublin Jowrn. Med. Se., 1842-43, vol. xxii. p. 401,
FErRARESL—(Cancer) Gazz. med. di Rome, 1884, tome x. pp. 133-137.
FerrARO.—(Carcinoma) Gior. infernaz. d. se. med., Napoli, 1890, N. 8,
tome xii. pp. 241-262.
FERREOL.—(Sarcoma) Bull. Soc. med. d. hip. de Paris, 1875, tome xii. p. 52.
Cask 1.—Negro infant, #t. 10 months.  Left.

FeRRETTI.—(Sarcoma) Atti. d. zi. Cong. med. dnternaz., Roma, 1894, Chirg.,
tome iv. p. 535,

Fixck.—(Cancer) Med. Cor.-Bl. d. awidiritemb. drztl. Ver.,, Stuttgart, 1869,
Bd. xxxix. 5. 329.

16
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FisxEy. —(Sarcoma) Quoted by Walker.
CasgE 1.—Female, @t. 13. Left; weight, 3'5 kilos. ; nephrectomy ;
death from shock.
FiscHER.—(Sarcoma) Deufsche Zischr. f. Chir., Leipzig, Bd. xxix. 5, 590,

Case 1.—Male child, wt. 4%, Left; nephrectomy ; recurrence and
death in four months.
o 2. —Female, ®t. 7. Nephrectomy ; recurrence and death in year.

Fisaer.—(Bilateral Sarcoma of Hilum) Trans. Path. Soc. London, 1895-96,
vol. xlvil. p. 115. '
Fresmixe.—(Cancer) Dublin Q. Jowrn. Med. Se., 1867, vol. xliv. pp. 235-257.
FoLger.—{(Medullary Enlargement) Lancet, London, 1853, vol. ii. p. 576.
Forruix axp Dupray. — (Growths) “Traité elementaire de path.,” 1883,
tome vi. p. 631.
Foraer.—(Growth) Gz, mel. de Strasboury, 1845, Bd. v. 5. 246.
Foraerey. —(Sarcoma) Brit. Med. Jowrn., London, 1882, vol. i. p. 157.
Casg l.—Female, @®t. 2. Right ; round-celled sarcoma.

vox Fraxque.—(Cancer) Journ. f. Kinderkr., 1865, Bd. xlv. 8. 42-45.
{Casg 1.—Child, ®t. 5. FProbably sarcoma.

Frisseir.—(Encephaloid Cancer) Trans. Med. Sec. W. Virginia, 1875, pp.
113-116.
FroxmiiLLER.—(Cancer) Memoralilien, Heilbronn, 1876, Bd. xxi. 5. 158.
FruirsicHT.—(Sarcoma) Arch. Pediat., N.Y., 1895, vol. xii. pp. 881-898.
Casg 1.—Infant, @t. 13 months ; treated with toxins.

FirTtH.—(Growth) Wien. med. Presse, 1866, Bd. vii. S, 80-83.
Fusserr.-—(Malignant Growth) Lancet, London, 1873, vol. i. p. 131.
GairpNeER.—(Fungus Hematodes) Edin, Med. and S. Journ., 1828, vol. xxix.
pp- 312-315.
a5k 1,—Female, =t. 3. Left; weighi, 5 1b. 3 oz. Right; weight,
1 1k. 3 oz,

GAIRDNER AND Coars.—(Cancer) Glasgow Med. Jowrn., 1870-71, vol. iii. pp.
221-220,

Garrr.—(Growths) Gior. d. v. Accad. di med. di Torine, 1896, S¢cr. 3, tome
xliv. pp. 233-246 ; ¢bid., tome xlv. pp. 630-638 ; also,” Virchow's Archiv,
1896, Bd. exliv. 8. 467—497.

Casg l.—Development of renal growths from adrenal *rests.”
Cases ; references ; illustrations.

GavcHER.—(Cancer) Bull. Soc. anat. de Paris, 1881, tome lvi. p. 40 ; also,
Progrés med., Paris, 1881, tome ix. p. 527.
Gay.—(Encephaloid Growth) Buffalo Med. and Surg. Jowrn., Dee. 1868,
Case 1.—Male, wmt. 8}, Left ; weight, 361 1b.

(Sarvcoma) Trans. dm. Gynee. Soc., 1878, vol. ii. pp. 479-481.
Casg 1.—Negro female, ®t. 3§, Left ; weight, 135 1b. Illustration.

GeorGe.—(Cancer in Infant) Boston Med. and 8. Journ., 1869, N. 5., vol. iiL
). 249,
GHHEI.-'&.RDT.—“ Lehrbueh der Kinderkrankheiten,” 4th edition, 1881, 5. 556.
Gixtrac—(Cancer) Mem. et ohs. de méd. clin. ef danat. path., Bordeaux,
1830, pp. 109-125. .
Casg 1. —Male, wmt. 54. Left.
»  2.—Male, mt. 59, Right,
,, (Cancer) Journ. de med. de Bordeauwx, 1856, Sér. 2, tome i. pp.
692-694 ; also, Gaz. d. kdp., Paris, 1857, tome xxx. p. 22,
Grorpaxo.—(Cancer) Ann. d. mal. d. org. génito-urin., Paris, 1892, tome X,
pp. 584-592.
Case 1,—Female, ®mt, 57. Nephrectomy by Novaro ; references.

GEDDINGS.
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Girarp.—(Sarecoma ; child, =t 3 ; nephrectomy) Dauphing m#i., Grenoble,
Jan. 21, 1897.

Gruee.—* Atlas der Path. Anat.,” 1840, Bd. ii. 8. 170.

GuAinpiNeeER.—{Cancer) Jahrb. f. Kinderh., 1880-81, Bd. xvi. S. 452-456.

Goparp.—(Fat in Kidney) Compt. rend. Soe. de biol., Paris, 1858-59, tome v.
p. 261.

GopLEE.—(Sarcoma) Trans. Clin. See., London, 1885, vol. xviii. pp. 31-36.

Case 1.—Male, mt. 22 months. Weight, 1 1b. Nephrectomy ; recovery ;
recurrence and death in six months,

GorperL.— Myo-sarcoma striocellulare des Nierenbeckens.,” Bonn, 1890,
Diss.

Goone.—(Growth) Cincin. Lancet and Obs., 1871, vol. xiv. pp. 208-215.

GoruadM.—(Fungoid Disease) London Med. Gaz., 1838, N. 8., vol. i. p. 764

Govrp.—(Capsular Myxoma) Lancet, London, 1888,

GrawITz,—(Lipoma) Firchow's Archiv, 1883, Bd. xeiii. S. 39-63.

Casez ; illustrations.

o (Origin of Growths from Adrenal © Rests”) Verhandl. d. deutsch.
Gesellsch. f. Chir., Berlin, 1884 (2), Bd. xiii. 5. 28-38; also,
Areh. f. klin. Chir., Berlin, 1884, Bd. xxx. 5. 824-834.
- (Origin of growths) Berl. Litn. Wehnschr., 1884, Bd. xxi. 8. 740
alzo, Deutsche wmed. Wehnschr., Leipzig, 1884, Bd. x. 8. 719 ; also,
Ferhandl. d. Berl. med. Gesellsch., 1885, Bd. xv. 5. 283-288,
GREENFIELD AND GooDHART.—* Atlas of Illustrations of Pathology,” New
Syd. Soc., 1879,
GroN.—(Sarcoma) Festslr. med. Prof. Heiberg, Kristiania, 1895, pp. 90-93.
Gross.—(Cancer) Med. News, Phila., 1883, vol. xlii. p. 646.
Casg 1.—Female, wt. 59, Right ; weight, 18 oz.; nephrectomy ; death
from peritonitis.
5 (Cancer) Awm. Journ. Med. Se., Phila., 1885.
Grove.—(Malignant Growth) Progress, Louisville, 1888-89, vol. iii. p. 438,
GUE:‘:IHL‘-L.—{ﬁ?ﬂdu“&l‘}' Carcinoma) Jahrh, f. Kinderh., Leipzig, 1871=72,
Bd. v. 5. 428434,
Casg 1.—Child, @t. 3%. FProbably sarcoma.

GuiLLeMan. —(Diagnosis and Treatment of Malignant Growths) Gaz. lebd.
de meil., Paris, Dec. 26, 1891,
GUILLET.—* Des tumeurs malignes du rein,” Paris, 1888.
Thesis ; excellent bibliography ; tables of nephrectomies.
Gurreras.—(Cancer) Trans. Path. Soe., Phila., 1879, vol. viii. pp. 112-114 ;
also, Phile. Med. Times., 1878, vol. viii. p. 592,
Growth of left kidney extending along renal vein and into ascending

part of inferior vena cava. I-"ruh;ihl}' CHARHATHE

GuLn.—(Malignant Growth) Lancet, London, 1864, vol. i. p. 184

GUSSENBAUER.—(Sarcoma) Arch. f. Kinderh., Stuttgart, Bd. xi. 5. 247.
GuyoxN.—(Semeiology and Examination of Growths) Awnn. d. mal. d. org.
géntto-urin., Paris, 1888, tome vi. pp. 641-G56.
o (Malignant Growths) Thid., 1890, tome viii. pp. 3209-344.
Haux. —(Sarcoma) Berl. Klin. Wehnsehr., 1872, Bd. ix. 5. 269.

('asg 1.—Child, @=t. 10 months. Right ; duration, four weeks.

Havstep.—(Sarcoma) Quoted by Walker.
Casi 1.—Female, wt. 6. Left ; nephrectomy ; recurrence and death in
four months.
Hare.—(Diagnosis) Lancef, London, 1857, vol. ii. p. 580. :
Hagrrisox.—(Growths) “ Twentieth Century Practice of Medieine,” vol. 1. pp.
165-171.
Harrymaxy.—(Cancer and Caleuli) Bull. Soc. anaf. de Paris, 1886, p. 576.
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Havsemaxy.—(Adeno-Myxo-Sarcoma) Berl, klin. Wehnschr., 1894, Bd, xxxi.
BT
Hausex.— (Cancer) fbid., 1873, Bd. x. S. 387.
CasE 1.—Infant, wt. 104 months. Probably sarcoma.

HavseEr.—(Sarcoma) *“ Pathogénie du varicocele symptomatique des tumeurs
malignes du rein,” Paris, Deec. 28, 1897. Thesis.
HavsHaLrER.—(Cancer) Rev. meil. de Uesi, Naney, 1895, tome xxvii. pp. 274-
282,
Casg 1.—Child. Illustration ; probably sarcoma.

Havssany, — (Cancer) Berl. Elin, Wehnschr., 1876, Bd. xiii. 5. 648-651.

Hawgins.—(Growth) Lancef, London, 1856, vol. i. p. 626.

HawrHoORNE. — (Carcinoma) Trans. Glas. Path. and Clin, Sec., 1893-95,
vol. v. p. 35 ; also, Glasgow Med. Journ., 1894, vol. xli. p. 148.

Havesm.— (Encephaloid Cancer) Bull. Soe. anat. de Paris, 1864, tome
xxxix. pp. 521-529; also, Union med., Paris, 1864, Sér. 2, tome xxiv.
pp. 495499,

HearH. —(Sarcoma) Brit. Med. Jowrn., London, 1882, vol. ii. p. 100,

CasE 1.—Young child. Nephreetomy ; death from shock.

Here.—(Lympho-Sarcoma) Trans. Path., Soe. London, 1888-89, vol, x1. pp.
153-159,
i3 (Malignant Growth) Westminster Hogp, Rep., London, 1895, vel. ix.
pp. 121-126. : jg
- Hepexstus.—(Cancer) Upsala Liikaref. Fork., 1878, tome xiii. pp. 322-325.
Hememaxy.—(Myo-Sarcoma) Ann. d. mal. d. org. génito-urin., Paris, 1893,
tome vi. p. 154,

CASE 1.—Male child, =t. 13.

HEemLeiN.—(Sarcoma) Centralbl. f. d. Krankh. d Harn-w. Sex.-Org., Leipzig,
1804,
Case 1.—Male, wt. 8 months. Right ; nephrectomy ; well two months
later.

HeiTLER. —(Growth) Frztl. Ber. d. &k L ally. Krankenh. zu Wien, 1876,
S, 27,

HerriNeHAM, GarroD, AND Gow.— (Growths) “Handbook of Medical
Pathology,” 1894, p. 193.

Herz.—(Sarcoma) Farchow's Archiv, 1864, Bd. xxx. S. 468.

- (Growth) fbid., 1866, Bd. xxxv. S, 211.

HescHL—(Lymphangioma) Wien. med. Welnschr., 1866, Bd. xvi. S. 489-491.

Hevror.—(Cystic Alveolar Cancer) Bull. Soc. med. de Reims, 1877, No, 15,
Pp. 127132,

[Mustration. Mistaken for cystic malignant growth of liver.
HeypENREICH.—(Sarcoma) Rev. med. de Uest, Nancy, Jan. 26, 1897.

Casg 1.—Child, wt, 5, Nephrectomy ; deathy

- : ; A
Heyper.—(Lipoma) Arch. f. Gynaek., Berlin, Bd. xxxviii.
weview of twenty-two cases.

Hicquer.—(Adeno-Sarcoma) Bull. Acad. voy. de wmed. de Bely., Bruxelles,
Jan. 28, 1882,

Cask 1.—Male, =t. 6. Left; weight, 5000 grms. ; nephrectomy : re-

eurrence and death in sixteen months.
HiLpEBRAND.—(Adenoma) Avch., f. kin, Chir.,, Berlin, 1894, Bd. xlvii. 8.

235-273.
g (Growths) Thid., 1894, Bd. xlviii. 8. 343-371.
HrvrscHEr. —(Sarcoma) (Esferr, med., Welhnschr., Wien, 1847, 5. T05-707.
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Hirxe.—(Sarcoma) Bull. et mem. Soc. med. d. hip. de Paris, 1875, Sér. 2, tome
xii. pp. 100-103.
Casg 1.—Female, =t. 2.

Horryax.—(Carcinoma) Maryland Med. Journ., Baltimore, 1888-89, vol. xx.
Pp. 263-265 ; and New York Med. Press, 1888, vol. vi. pp. 7-9. ;
Horsaovrr, — (Chondro-Myo-Sarcoma) Firchew's Archiv, 1886, Bd. civ. S.
115-121.
Horrex.—* Zur Casuistik der Nierengeschwiilste,” Greifswald. Diss,
Cases of lipomata, fibromata, sarcomata, adenomata, and carcinomata.

Horois.—(Sareoma) Brif. Med. Journ., London, 1886, vol. i. p. 210.
Hormes.—(Pulsating Cancer) Trans. Path. Soc. London, 1873, vol. xxiv. pp.
149-151.
Horr.—(Growths) * Diseases of Infaney and Childhood,” 1897, pp. 623-627.
Hovrz.—(Growth) Berl. Elin. Welnschr., 1879,
Homaxs.—(Myxo-Sarcoma) Boston Med. and S. Jowrn., 1883, vol. cix. p. 567.
(Carcinoma) Ihid., 1884.
Case 1.—DMale, mt. 20. Left ; weight, 33§ 1b. Nephrectomy ; death.
Horx.—(Histogenesis of Growths) Firchow's Archiv, 1891, Bd. exxvi. S.
191-217.
Horxavs.—(Cancer) Boston Med. and S. Jowrn., 1883, vol. ii.
Casg 1.—Nephrectomy ; growth adherent to colon ; death.

(Sarcoma) Thid., 1883, vol. ii.
CazE 1.—Child ; nephrectomy ; recovery.
HovEL—(Lipoma) * Manuel d’anatomie pathologique,” 1857.
HovEL AND GODARD.—(Lipoma) Gaz. meid. de Poris, 1859.
Howarn.—(Encephaloid Cancer) Ohio Med. and 5. Journ., Columbus, 1852-53,
vol. v. pp. 415-419. :
Huper.—(Rhabdo-Myoma) Deutsches Arch. f. klin. Med., Leipzig, 1881, 3. 359,
Hueer axp Bostrom.—(Rhbabdo-Myoma) Deutsches Awvch. f. Elin. Med.,
Leipzig, 1878-79, Bd. xxiii. 8. 205-209.

CasE 1.—Male, mt. 35. Left; weizht, 11 I1h. Ilustration.
Hie.—(Fibroma) Bull. Soc. anat. de Poris, 1882, Sér. 4, tome vii. p. 85.
Huerer AND ScHULLER.—(Sarcoma) Deutsche Zischi. f. Chir., Leipzig, 1878,

B ix 5. 527.
Casg 1.—Female, @t. 4. Right ; weight, 5 1b. Duration, one year ;
nephrectomy ; death from h&morrhage during operation.
Hiriywany,—*“ Monographia de carcinomate renum,” Halle, 1857. Diss.
Huume.—(Sarcoma) Med. Press and Cire., London, 1897, vol. 1. p. 111.

Casg 1.—Adult, =t 53. Nephrectomy.
(Sarcoma) Deutsche Zischr, f. Chir., Leipzig, 1878, Bd, ix. 8. 527.
CaseE 1.—Female, =t. 4. Right; weight, 2200 grms. ; duration, one
yvear ; nephrectomy ; death from hemorrhage.
Husson.—(Cancer) Gaz. d. Lip., Paris, 1843, Sér. 2, tome v. p. 419,
Probably sarcoma. Extension along right renal vein to inferior cava.

HurcriNsoN.—(Malignant Cystie) Arch. Surg., London, 1893-94, vol. v.
p. 302. . . e
HurcHIN=0x, J., Jun.—(Carcinoma) Brit. Med. Journ., London, 1885, vol. ii.
P 871 ‘
Ik1x.—(Malignant Growth) Brit. Med. Jowrn., London, 1867, vol. i. p. 663.
Tvror axp Warsaarn—(Malignant adenoma) Brit. Med. Jowrn., London, 1893.
Casg 1.—Male. wt. 9% months. Left ; nephrectomy ; recurrence amd
death a year later.
ImracH.—(Sarcoma). Guoted by Newman.
Casg 1.—Female, =t. 25, Right : nephrectomy ; recovery.

13

w

HUNTER.
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IsraBL.—(Carcinoma) Firchow's Archiv, 1881, Bd. lxxxvi. 5. 359-362.
i (Sarcoma) Berl. Elin. Welmschr., 1890, Bd. ii.

,, (Diagnosis, Gnmma from Growth) Deutsche med. Welnschr., Leipzig,
1892, No. 1.
o “ Erfahrungen ueber Nierenchirurgie,” Berlin, 1894, 5. 4-29,

Tables of nephrectomies for growth. Illustrations.

5 (Sarcomata) Areh. f. klin, Chir., Berlin, 1894, Bd, xlvii.

CASE 1.—Female, m=t. 4. Right; nephrectomy ; recurrence in two
months,

w 2—Male, ®t. 14. Right; extra-peritoneal nephrectomy ; well
five years later.
Jaccoup.—(Growth) “ Traite de pathologie interne,” 1871, tome ii. p. 524.
JacksoN.—(Eueysted Growth) Med. and Phys. Jowrn., London, 1816, vel.
xxxv. pp. 1-3.
Jacosr.—(Sarcoma) New York Med. Journ., 1879, vol, xxx. p. 524.

s (Sarcoma) fhed.,, 1880, vol. xxxi. p. 532,

5 (marcoma) Awm. Jowrn, Obst., N. Y., 1881, vol. xiv. pp. 113-115.

,, (Primary Cancer) Med. Rec., N. Y., 1881, vol. xix. p. 217.

- (Sarcoma) Am. Journ. Obst,, N. Y., 1884, p. 1006.

. SPTEIJMH Sarcoma  of Fotal and Infantile Kidney) * Congres
periodique international des sciences medicales,” Copenhagen, 1884,
Sec. 8. ¢ Pediatries,” tome iii. pp. 16-40.

Critical Summary. Personal cases.

Casg 1.—Male, wt. 2 years 8 months. Left ; myo-sarcoma.
v —Male, =t. 35, Left ; weight, & 1b.; sarcomg.
s S.—Female, still-bhorn.  Left ; sarcoma.

o Eh —\I:lli_,:bl 2. Right round-cell sarcoma.
J acopsoN. —(Growths) * Operations of Surgery,” 1897, 3rd edition.
JEANNE.-—(Teleangiectatic Sarcoma) Bull. Soc. anat. de Parvs, 1896, tome xii.
JEANNEL—(Growths) © Cong. franc. de chir.,” Paris, 1887, tome ii. pp. 154-
16G5.
JEAxTON.—(Cancer) Progrés andd., Pariz, 1886, Sér. 2, tome iv. p. 618.
J}:lt:d;:}fl:mr:'s}u. “ Beitr. z. Kenntniss der Nierenkrebse,” Breslan, 1871.
133,
Jessop.— (Encephaloid Growth) Lancet, London, 1877, vol. i. p. 889.
Casg 1.—Male, mt. 24, Irft weight, 16 oz.: nephrectomy : recovery ;
recurrence and death in nine months.
Jouxsoxn, G —{Lm“ ths) *¢ Diseases of the 1{1[1“3\' 7 1852, p. 475.
o F. W.—-(Carcinoma) Boston Med. and 5. Journ., 1896, vol. exxxv.
0. 59,
JoLLY. —(Growth) Lancef, London, 1870, vol. i. p. 212.
Jongs.—(Growth) Med. Times and Gaz, London, 1854, p. 613.
= (Adenoma) Deutsche med. Wehnschr., Lul]}zlg, 1894, 8. 209.
Joxges, H. B.—(Malignant Disease) Brit, Med. Journ., Lundun 1858,
Joxes, T.—(Malignant Papilloma) Med. Chron., Mane 11ester July 1891,
p- 267.
voN Kannpey.—(Congenital Adenoma) Bedtr. z. path. Anat. w. z ally. Path.,
Jena, 1894, Bd. xv. 8. 626-632.
K AHLER. —{Lamumnm} Allg. Wien. med. Zly., 1889, Bd. xxxiv. 8. 356-358.
K atsser.— (Malignant Growths) Hygiea, Etncklmlm 1896 (2), tome lviii. pp.
128 ﬂ.h‘itl:iLt Rev, d. mal, Cancereuses, April 189'?, P 174.
K AMMERER. {{aanwlj New York Med. Juum., 1891, vol. hii. p. 79.
Kanx.—(Sarcoma) * Ein Fall von Nierensarcom,” hr]ﬂngeu Diss.
Kasr axp Rumpern —(Adenoma-Sarcomatosum pseudo-papillare) Jahrb. d.
Hamb. Staatskranken-anst., Leipzig, 1894 éa}, Bd. ix. 8. 506.
(Secondary carcinoma) thid., 1897, Bd. v. Hett 15, p. 21.
Kr ITH, SKE NE —r:l':mf:]:ha]m:l( ancer) Edin. Med. Jowrn., 1886, vol. ii.
Casg 1.—DMale, @t. 61. Right ; nephrectomy ; death in fifty hours.
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KEiTH, SKEXE.—(Sarcoma) Edin. Med. Jowrn., Oct. 1886,

Casge 1.—Female, mt, 49. Nephrectomy ; death from peritonitis in six
and a half days.

Kerysack.—(Malignant Papillomatous Cyst Adenoma) Jowrn. Path. and
Buacteriol., Edin. and London, 1896, vol. iv. pp. 236-241.
IMlustrations ; references,

KessLEr, — “ Ein Sarkoma myxomatosum reinis sinistri, ein Beitr. z
Kenntniss der primirven Nierensarkome,” Marburg, 1883, Diss,

Keyes.—(Adenoma) Am. Jowrn. Med. Se., Phila., 1890, vol. ii.

5 “The Surgical Diseases of the Genito-Urinary Organs,” 1888, pp.
S47—350.

Kieps.— Handbuch der Pathologischen Anatomie,” 1868-76.

Koch, E.—* Beitr. z. Kentniss d. primiren Nierentumoren besonders der
Sarcome,” Halle, 1878. Diss. Abstract, Jalresh. #. d. Leistung. . . d. ges.
Med., Berlin, Bd. xiii. S. 273.

Kocaer.—(Sarcoma) Deutsche Ztschr, f. Chir,, Leipzig, 1878, Bd. ix. 8. 312.

Case 1.—Male, mt. 2k Left ; weight, 3 1b.; nephrectomy ; death in
two days from peritonitis,

KocHEr axp Laxeraxs.—(Myo-Sarcoma) Deutsche Ztschr. f. Chir., Leipzig,
Bd. ix, 8. 312,

Casg 1.—Female, wt. 35. Nephrectomy ; death in three days from
peritonitis.

Koexts.—(Myxo-Sarcoma) Centralbl, f. Chir., Leipzig, 1885, No. 24.

Cask 1.—Child, =t. 2, Nephrectomy ; recovery ; recurrence.
o (Sarcoma) Abstract, Semaine méd., Paris, 1887, p. 157,
Case 1.—Nephrectomy ; death.

Kroxveix.—(Sarcoma) Centralll. f. Chir., Leipzig, 1885, Bd. ix.

CASE 1.— Female, ®t. 58. Nephrectomy ; recovery.

Kitax.—(Cancer in Childhood) Deutsches Awch. f. klin. Med., Leipzig, 1875,
Bd. xvi. 8. 306. '

Kuomyer.—(Perivenal Lipoma) Deutsche med. Wehnschr., Leipzig, 1886.

Casg 1.—Male, ®t. 38. Nephrectomy ; death from pneunmonia.

Kusrer.—(Growths) Centralbl. f. d. krankh. Harn-u. Sex.-Org., Leipzig, 1897,
Bd. viii. 5. 583-593.

Lapapie-Lacrave.—* Diet. de méd. pratique,” 1882, tome xxxi.

General deseription ; references.

LasovLeENE.—(Cancer) Compt. rend. Soe. de biol., Paris, 1855, tome ii. p. 51.
CASE 1.—Female, ®t. 63. Left.

; “ Anatomie pathologique,” 1879, pp. 751-756.
General deseription ; references.

Lapric.—-(Hemorrhagic Growth) Bull. See. anaf. de Paris, 1851, tome xxvi.
p- 206.

Lacaer—(Carcinoma) Mienchen. wmed. Welnschr., 1886, Bd. xxxiii. S. 817,
835, 854.

LacaMaNy.—*“Das primiire Nierencarcinom. und seine Metastasen,” Wurzburg,
1853.

Laoraser, Lonstax.—(Lipoma) “ Essai sur l'adipose du rein,” 1881.

LAXCEREAUX.—(Cancer) Gaz. d. hdép., Parie, 1889, tome lxii. pp. 169-171.

i (Epithelioma) Union. med., Paris, 1890, Sér. 3, tome xlix.
pPp- 289-204,

Clinical study ; diagnosis ; prognosis ; treatment,

" “ Dict. ency. des se. médieales,” 1875, tome iii.
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LaxpseErGER.—(Clongenital Myo-Sarcoma) Berl. kiin. Wehnschr.,, 1877, Bd.
xiv. 8. 497,
Casg 1.—Female, @t. 7 months. Both kidneys ; no secondary deposits.

Laxe—(Cancer) Tevas Health Jowrn., Dallas, 1896-97, vol. ix. pp. 63-67.
LaweeEnBUCH.—(Sarcoma) Berl. klin. Wehnschr., 1877, No, 34,
Casg 1.—Female, wt. 32. Nephrectomy ; recovery.
Laxeraxs.—(Histology of Renal Cancer) Deutsche Ztschr. f. Chir., Leipzig,
1878, Bd. ix. 5. 312-328,
LaNTZENBERG.—(Sarcoma) Bull. Soc. anat. de Pariz, 1895, tome lxx. p. 592.
Lavrext.—(Fibro-Myoma) Progrés med., Paris, 1876, tome iv. p. 593.
Lavwers.—(Sarcoma ; children, @t. 6 and 3 ; nephrectomy) Ann. Soe. belge
de chir., Bruxelles, Dec. 1895, p. 313.
Learep.—(Cancer) Prans. Path. Soe. London, 1870, vol. xxi. p. 252.
Le BarmLLIER.—(Cancer) Meém. ef bull. Soc. de méil. et chir. de Bordeauzx, 1869,
tome iv. pp. 113-118,
LEpERT.—* Traité d’anatomie pathologique,” Parie, 1855, tome ii. p. 355.
. “Traité des maladies cancéreuses,” Paris, 1851, p. 867.
Le Dextv.—(Growths) * Affections chirnrgicales des reins, des ureteres et
des capsules surrenales,” Paris, 1889, pp. 536-567.
References.

Legs.—(Cancer) Med. Times and Gaz., London, 1849, vol. xix. p. 90.
- (Encephaloid Disease) Duliin Quart. Jouwrn. Med. Se., 1848, vol. vi.
. 451,
Lesmatre.—(Multilocular Cyst) Bull. Soc. anat. de Paris, 1863, tome xxxviii.
p. 411, '
LEPINE.—(Cancer) Mdm. et compt. rend. Soc. d. se. med. de Lyon, 1883, tome
xxil. pp. 123-120; also, Lyor med., 1882, tome xli. pp. 226-232.
Case 1.—Primary growth in left kidney, extending along inferior vena
cava to entrance of hepatic vein.

o (Cancer) Rev. de med., Paris, 1888, tome viii. p. 1024,
LequeN.—(Varicocele Symptom) Presse meil., Paris, 1895, p. 321.
Levapovx.—* Etude anatomo-pathologique sur le cancer épithélial du rein

chez l'adulte,” Paris, 1892, Thesis,

Levy.—(Growth) flev. med. de Uest, Nancy, 1878, tome x. pp. 15-19.
LEwr—(Sarcoma in Children) Arch. Pediat., N. Y., 1896, vol. xiii. pp.
&1 =100,

Casg 1.—Female, =t. 2}, Left ; nephrectomy ; recovery ; well three
months later,
LixcoLy.—(Cancer) Journ. Am. Med. Ass., Chicago, 1889, vol. xii. p. 423.
Lissarp.—* Die primire Krebserkrankung der Nieren,” Wiirzburg, 1891.
Diss,
Lrrrie.—(Growth) Dublin Journ. Med. Sc., 1873, p. 101.
Lirreg, J. T.—(Sarcoma) New York Med. Jowrn., 1884, vol. i.
Casg l.—Female, wt. 4. Right ; nephrectomy ; death from shock.

Lirreewoon.—(Cystic Adenoma) Brif. Med. Journ., London, 1898, vol, i.
- 492,
Loewe.—* Ueber einen Fall von Malignem Nierentumor, bei einem Kinde,”
Berlin, 1884, Diss,
LorrwicH.—(Cancer) Lancef, London, 1876, vol. ii. p. 461.
Loxa.—(Sarcoma) Trans. Med. Soc. New Jersey, 1888, p. 192,
Case 1.—Child, w«t. 16 months.

LoxgsprETH.—(Alveolar Sarcoma) Phile. Med. Times, 1884-85, vol. xv.
P 366,
Looumis.—(Carcinoma) Ann. Med. Times, N. Y., 1862, vol. iv. p. 124.
i (Cancer) fhid., 1863, vol. viii. p. 208,
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LossEN.—(Angio-Sarcoma) Deutsche Ztschr. f. Chir., Leipzig, 1879, Bd. xiii;
also, Centralbl. f. Chir., Leipzig, 1879, Bd. xliv. 8. 715.
Case 1.—Pregnant female, =f. 37; right; abdom. mnephrectomy;
recovery ; other fatal cases.
Lorzeeck.—(Cancer) Aerztl. fut.-Bl., Miinchen, 1860, Bd. vii. 8. 606.
Lovymeav.—(C Ann. de la Policlin. de Bordeauz, 1897, tome v. pp.
403-413.
LoweNFELD.—(Carcinoma) [ien. med. Presse, 1873, Bd. xiv. 8. 656-658.
LowENHARDT.—(Cvstic Growth) Deutsche Ztschr. f Chiv., Leipzig, Bd. xxviii.
S, 583,

CaskE 1.—Male, @t. 46. Right ; deposits in liver and lung,
LowexsTEIN.—(Growth) Journ. f. Kinderkr., 1846, Bd. vii. 8. 1-5.
Lusarscu.—{Growths fl om Adrenal “ Rests”) Virchow's Archiv, 1894, Bd.

cxxxv. 5. 149-223,
llrltmal review ; references ; illusiration.

(Growths) Virchow's A rr}m, ISEI-I Bd. exxxwvii. 8. 191,
Lucke. —(Cancer) Deutsche Ztzelor. f. Chir., meng, 1880, Bd. xv. S. 519.

Casg 1.—Adult, »t. §0. Ihgllt; nephrectomy ; death from uremia.

LuLgexs.—* Ueber Carcinoma renale,” Wiirzburg, 1869. Diss.

Luxa.—* Sur les formes clin. du ecancer renal,” Paris, 1884. Thesis.

Luxpre.—(Secirrhus) Edin, Med. Journ., 1887-88, vol. xxxiii. p. 456.

Luxx.—(Carcinoma) Trans. Path. Sec. London, 1890-91, vol. xliii. pp. 186-
188.

Casg 1.—DMale, =t. 57, Right ; weight, 4% 1b.; secondary deposits in
left kidney ; no deposits elsewhere.
Marmprow.—(Sarcoma) Brét. Med. Journ., London, 1898, vol. i. p. 426.
Casg 1.—Female, ®t. 25, Left ; nephrectomy three weeks after par-
turition ; well five months later.
McBurNEY.—(Sarcoma) Ann. Surg., St. Louis, 1894, vol. xx.
Casg 1.—Male, =t. 10. Right ; weight, 5000 grms.; nephrectomy ;
denth in few months,
M‘CarTHY AND MarrIN.—(Carcinoma) Monfreal Med. Journ., 1894-95, vol.
xxiil. pp. 490-496.
M*Casey.—(Sarcoma) Kansas City Med Ree., 1890, vol. vii. p. 87.
McCornrosm.—(Cancer) Boston Med. and 8. Jowrn., 1872, vol. ix. pp. 152-154,
}L'LCEUHH&L.-—{L sithelioma and Caleulus), Trans. Path. Soc. London, 1888.
Abstract, an. Med. Jowrn., London, 1888, vol. i, p. 533.
McDoxarLp. —(E:rd.munm} Albany Ann., I*i} 1897.

Casg 1.—DMale, wmt. 5. Left ; weight, 2 1b. ; nephrectomy ; recurrence
in five mmonths.

MacrENZIE—(Growth) Illus. Med. News, London, 1888, vol. ii. p. 269.
. (Growth) Cincin., Lancef and Obs., 1875, vol. xviii. . 20.
Mackintosda.—(Sarcoma) Laneet, London, IHE}.:, vol. i. p. 1371.

Casg 1.—Child, @t. 11 months.

MacraGgan.—(Cancer) Brit. Med. Jowrn., London, 1881, vol. i. p. 806.
Casg 1.—DMale, =t. 59. Right ; weight, 8 1b. 12 oz.

McWEENEY.—(Growths from Adrenal “ Rests”) Brit. Med. Journ., London,
1896, vol. i. pp. 323-326,
Case 1.—Female, wt. 53. Left : nephrectomy ; recovery ; well three
and a half years after.
;s 2.—Female, t. 30. Left ; nephrectomy ; death in nine hours.
Ilustrations ; eritical summary ; references.

Maper.—(Sarcoma) Ber. d. L. k. kranken. Anst. Rudolph Stiftung in Wien,
1891, &. 277.
MacartH.—(Encephaloid) Lancef, London, 1876, vol. ii. p. 461.
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Magveur.—(Sarcoma) Jouwrn. de méd. de Bordeauz, Feb, 1888,
Casg 1.—Male, ®t. 2. Right ; nephrectomy ; death from shock.

Marvassez—(Cancer) Bull. Soc. anat. de Paris, 1870, tome xlv. p. 147,

Marcors.—(Sarcoma) Trans. Path. Soc. Lwﬂma 1895 96, vol. xlvii. p. 1189.

MarHERBE AXD Raxvier.—(Cylindrical I‘.p;thehmna,] _Hm'..‘,' Soc. anat. de
Pariz, 1872, tome xlvii. pp. 303-305.

MAE.&SSE.—{Histu]ng}' and Genesis of Renal Growths) Firchow's Archiv,
1896, Bd. exliii. 8. 278-323 ; Bd. exlv. 8. 113-157.

Full account of adenomata and myomata ; illustrations and references.
Maxpy.—(Growth) Luncef, London, 1885, vol. i. p. 661,
Maxzonint—(Cancer) Ann. univ. di med. e chir.,, Milano, 1856, vol. clviii.

P- G6.
MarcHAND.—(Myo-Sarcoma) Firchow's Archiv, 1878, Bd. lxxiii. 8. 289-301.
i (Sarcoma) Had., 1873, Bd. liv.
Casg 1.—Male, =t. 17 months. Right; deposits in liver.
. {Adenoma) Festschr. Rudolf Virchow, Berlin, 1891,
Mantix.—(Growth) Awstral. Med. Journ., Melbourne, 1873, vol. xviii. pp.
302-304.
= (Sarcoma) Berl. klin. Wehnschr., 1879, Bd. xxiii.
Case 1.—Female, wt. 53. Right : nephrectomy ; recovery ; recurrence.
" (Sarcoma) Lyon med., 1896, tome lxxxii. pp. 326-330.
CasE 1.—Infant, Tt nlmilln
Marmizneav.—(Cancer) Bull. et mém. Soe. med. d. hip. de Paris, 1875, tome
xil. p. 100.
CasE 1.—Female, ®t. 2] years. Left; probably sarcoma ; illustration.

Matice.—(Cancer) Bull. Soc. anat. de Parts, 1844, tome xix. pp. 303-309.

MavperLL.—* Sarcombildung im Kindersalter,” 1895, Basel. Digs,

Max.—(Sarcoma) Clinigue, Bruxelles, 1894, tome viii. pp. 705-710.

Mayrora.—(Cancer) Lancef, London, 1876, vol. ii.

MexpELs0OX.—(Secondary Sarcoma) New York Med. Jowrn., 1886, vol. xliii.
b, G6GY.

EII-‘.}CLER.—“ Ueber daz Adenom der Niere eine neue Geschwulsform,”
Leipzig, 1875. Diss.

MerepitH.—(Sarcoma) Med. Times and (Goz., London, 1884, vol. 1i. p. 627.

Casg 1.—Female, @mt. 4. Weight, 3% 1b. ; nephrectomy ; death from
lization of vena cava.

MerzNER.—* Beitr. z. Kenntniss der primaren Nierengeschwulste,” Halle,
Diss,

MicHEL.—(Sarcoma) Bull. Soc. anat. de Paris, 1892, p. 118. !

(Cancer) Ann. Soc. d'anat. path. de Bruzelles, 1874, tome xxiii. pp.

13"3 125.

MicHELs.—* Ueber Carcinom der Niere,” Berlin, 1872, Diss.

MirriGaN.—(Medullary Carcinoma) North- West Med. and S, Journ., St. Paul,
1871, vol. 1i. pp. 110-112.

Mixervinn.—(Congenital Growths) Clin. chir., Milan, 1897, vol. v. pp. 181-
210,

Mixges.—(Malignant Growths) Journ. Am. Med. Ass., Chicago, 1885, vol. iv.
pp- 618, 650. ] f

MirieL.—* Reflexions sommaires sur l'importance du diagnostie,” Paris,
1810, p. 13,

CASE 1.—Female, ®t. 35. Right ; mistaken for pregnancy.

MonrL.—(Cancer) Memorabilien, Heilbronn, 1867, vol. xii.

Moxop.—(Perirenal Lipoma ; male ; laparotomy ; recovery) dnn. d. mal. d.
org. génito-urin., Paris, 1893, tome xi. p. 229 ; and Rev. de chir., Paris,
1892, tome x11. p. 1047.
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MoxTANE —( Ent:l.f]_llli:‘l.lt)fd Cancer) Crin. med.~quir. de la Habana, 1875, tome

i. pp. 175-179.
MONTGOMERY —{Gmwth} Am. Med. Compend, Toledo, 1897, vol. xiii. pp. 139-
141.

MoxTr.—(Growth) “Gerhardt’s Handbuch der Kinderkrank.,” 1878, Bd. iv.

Abth, 1ii. 5. 449-446.
General description ; critical snummary ; references.

Moogrg, N.—(Growth) Trans. Path. Soc. London, 18841885, vol. xxxvi. p. 272.

(Cancer and Caleulus) fhid., 1881- 1882, vol. xxxiil. p. 199.

(Cancer) Lancet, London ]S:E} vol. 1. p. 770.

ML‘.!RE&LT —(Cancer in luun" Children) Bull. Soc. anat. de Paris, 1852, tome
xxvil. pp. 237-241.

MoreacyL.—{Perirenal LI]J'DH]E female, wt. 60) “De sedibus et causis
Morborum,” Epist. 39, !

Mogris. —gGrunth} “bur"u.:ﬂ Diseases of the Kidney,” London, 1885, pp.

453=-500.
“ Keating’s Cvelopaedia of Diseases of Children,” vol. iii. p. 579.
(Renal and Adrenal Growth) “E:urgerv of the Kidney,” Brit.
Med. Journ., London, 1893, vol. i. p. 2
“ Allbutt’s Sy stem of Medicine,” 1897, u:-l iv. pp. 445-450.
Il[ORRﬂW —(Growths) “System of {xemtﬂ-Unn iy Diseases,” 1893, vol. 1.
. 823.

Moxox. —{Probably Syphilitic Gumma) Guy’s Hosp. Rep., London, 1568,

Mov~1ER.—(Perirenal Lipoma ; female, ®t. 47) Compt. rend. Soc. de biol.,
Paris, Ser. 1, tome ii. p. 129.

}[EHLIG.-—(}[eﬂuliaw Cancer) Gaz. mél. d’Orient, Constantinople, 1860, tome
11l pp. 70-73.

}[EllEHIEEE.—(PEPiIIDma of Pelvis) Trans. Path. Soc. Lendon, vol. xxi. p. 241.

CasEe 1.—Male, @t. 65 ; illnstration in Sutton'’s ** Tumonrs.™

MurraY.—(Sarcoma) Marttime Med. News, Halifax, 1893, vol. v. p. 33.
NEesLEY. —(Cystic Sarcoma) Ann. Gynee. and .I'rr-rhu-f IS‘JI vol. 1v. p. 311.

Casg 1.—Female, =t. 3. Right; weight, 5 1b.; nephrectomy ; well
some months after.

NEpvEN.—(Colloid Epithelioma) Bull. ef mem. Soc. de chir. de Paris, N. 8.,
18490, tome xvi. }P 2324
NETTER.—(Cancer) Frogrés méd., Parvig, 1886, Sér. 2, tome iv. p. 891,
NETZEL.—{Growth) Hygien, Stﬁ-:.kht:.-]m 1882, vol. xliv. p. 81-94,
NEvuBerT.—* Ein Fall von primarein clnppeismt:g&n Nierenkrebs,” Leipzig,
1868. Diss,
NEUMANN.— Es=ai sur le eancer du rein,” Paris, 1873. Thesis.
Bibliography.
- (Sarcoma) Deutsches Areh. f. Elin, Med., Leipzig, 1881-1882, Bd.
xxx. 8. 377-397.

3

35
b

Historical survey ; collected cases.

NewMaN.—“ Surgical Diseases of the Kidney,” London, 1888.
General description ; tables of nephrectomy cases,
(Cancer) Glasgow Med. Jowrn., 1896, vol. xIv. pp. 179-187.

NICHOLS. —{Emﬁ,ph:l.]md} New Jersey Med. Reporter, Burlmumn 1851, vol, iv,
P 93

Nicoravoxt.—(Carcinoma) Wien. med. Presse, 1886, Bd. xxvii. 8. 673-675.
Case 1.—Adult, =t. 35 ; nephrectomy ; death in fourteen hours.
Normay.—(Adenoma) Trans. Roy. Acad. Med. Ireland, Dublin, 1892-1893,
vol. xi. pp. 377-386.

Critical survey : illustrations.
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Norris.—(Cancer) Edin. Med. and 8. Jowrn., 1820, vol. xvi. p. 562,

Casg 1.—DMale, @t. 59 ; probably secondary, as other organs affected.
Nowrax.—(Encephaloid) Dublin Hosp. Gaz., 1857, vol. iv. p. 373,
UBRE.—(Savcoma) Trans. Path. Soe. London, 184648, vol. 1. p. 119.

- (Cancer) Ihid., 1852-53, vol. iv. p. 191,
OL1vER.—(Lymphadenoma) Lancet, LU]]:(‘D]‘:, 1879, vol, ii. pp. 829-821.
OLLIER.—(Savcoma) Rev. de ehir., Paris, 1883, p. 898,
Casg 1.—Child, xt. 4, Nephrectomy ; death from shoclk.
OrLivier axp Raxvier.—(Growth) Compt. rend. Soc. de biol., Paris, 1866,
Sér. 4, tome iii. p. 253.
Orrorzer.—(Growth) Ally. IWien. med. Ztg., 1861, Bd. vi. 8. 236.
ORrD.—* Lectures on Renal Diseases,” Practitionsr, London, 1896, vol. ii. p. 470.
OrLOWSKY,—(Cancer) Deutsche Ztschr. f. Char., Leipzig (1), Bd. xxii. 8. 2.
Cask 1.—Female. Nephrectomy ; recovery.

Orr.—(Cancer) Glasgow Med. Journ., 1879, vol. xi. p. 53.
CaskE L.—Infant, wt. 6 months. Probably sarcoma.

Orra.—* Lehrbuch der Speciellen Pathologischen Anatomie,” 1893, Bd. ii.
=, 113.
References.

OsLER.—(Myo-Sarcoma) Canada Med. Rec., Montreal, 1879, vol. vii. p. 164.
= (Sarcoma) Montreal Gen. Hosp. Rep., 1880, vol. i. Fp, 325-328.
" (Myo-Sarcoma) Jouwrn. Anat. and Physiol., London, 1879, vol. xiv.
pp- 229-233.
Casg 1.—Male, wet. 19 months.
32 2.—Female, wt. 3% years.

OucHrERLONG.—(Cancer) Journ. Am. Med. Ass, Chicago, 1886, vol. vii.
Pp- 281-286.

Paravorse.—(Cancer and Caleulus) Chir. d. hip., Paris, 1829, tome iv. p. 13.

Paquer.—(Angio-Sarcoma) Bull, méd. du nord, Lille, 1886, tome xxv. pp.
235-23a7.

PARKER.—(Encephaloid in Childven) New York Med. Jouwrn., 1850, vol. v.
P 206. :

’AR0DI AND Coxr.—(Cancer) Rev. de medl., Paris, January 1877-78, tome xiv.
PP 196-200.

Pativo-Luxa.—¢ Etude sur les formes cliniques du cancer renal,” Paris, 1884.
Thesis.

Paturaxp axp Garsavx.—(Sarcoma) Bull. Soc. anat. de Paris, 1875, Sén 3,
tome x. p. 262,  Abstract, Schmidt’s Jalhrh., Leipzig, 1879, Bd. clxxxiv.
S, 89.

Cask 1.—Female, wt. i, Right ; weight, 1300 grms. Deposits in lungs
and liver,
Pavr.—(Classification of Growths) Brit. Med. Journ., London, 1884, vol. i
pp. 48-31.
Records of private collective investigation, in which author was assisted

by several British and Awerican pathologists. Presented to Filty-
first Annunal Meeting, British Mesdical Association.

(Congenital Sarcoma) Ihid., 1884, vol. i. p. 766 ; also Leverpool Med.-
Chir. Jowrn., 1885, vol. v. p. 217.
Casg 1.—Female, ®t. 1. Tumour noticed at 6 months, Left ; weight,
65 1b.
5 (Congenital Adeno-Sarcoma) Brit. Med. Journ., London, 1886, vol. i.
- D46,
Bame case as recorded by Pughe.
(Congenital Sarcoma) Liverpool Med.-Chir. Journ., 1894, vol. xiv. pp.
102--1140.

11
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Pgax.—“Diag. et traitement des tumeurs de I'abdomen et du basin,” 1880, tome
i. p. 214,
- (Epithelioma) Graz. d. hip., Paris, 1885, tome xxxix. p. 307.
Casg 1. —Female, ®t. 45. Right; weight, 12 b, ; nephrectomy ;
FECOVery,
Pearsox.—(Growth) Med. Obs. Soe. Phys., London, 1784, vol. vi. pp. 236-245,
PELTIER. —(Cancer) Bull. Soe. anat. de Paris, 1833, tome viii. pp. 155-160.
Extenszion of growth along right renal vein to inferior cava.
PEPPER.—(Cancer) Trans. Coll. Phys. Phila., 1850, N. 8., vol. i. pp. 100-103.
,, (Encephaloid Cancer) North Car. Med. Journ., Wilmington, 1881, vol.
v, pp. 261-274. d
X (Growth) Buffulo Med. and S. Jowrn., 188483, vol. xxiv. pp. 57-61.
voX PEREWERSEFF.—(Development of Cancer) Firchow's Archiv, 1874, Bd.
lix. S. 227-236.
Histologioal investigation ; illustrations.
PérIER.—(Cancer). Quoted by Newman,

CasE 1.—Male, mt. 65. Right ; nephrectomy ; death from uremia.
Preccarp.—(Growth) Kansas Med. Jowrn., Topeka, 1895, vol. vii. p. 214,
Preg.—* Das primire Nierensarkom,” Wirzburg, 1893. Diss,

Statistical and historical résnmé,
PrERCE.—(Growth) Boston Med. and S. Journ., 1831-32, vol. v. pp. 127-129,
PiersoN.—(Carcinoma in Infant) Trans, Med. Soc. N. Jersey, 1863, pp. 57-59.
= (Carcinoma) Med. Rec,, N. Y., 1892, vol. xli. p. 463.
Porrarp.—(Carcinoma and Caleuli) Trans. Path. Soc. London, 1884, vol. xxxvi.
pp- 2i2-274.

Case l.—Female, wt. 47.

Poxcer.—(Cancer—Transperitoncal Nephrectomy) Lyon med., May 23, 1897,
p. 122,

PortER.—(Sarcoma) Bull. New York Path. Soc., 1881, Ser. 2, vol. i. pp. 343-
345 ; also, Med. Rec., N. Y., 1882, vol. xxi. p. 48.

PRIESTLEY. —(Sarcoma) fowa Stafe Med. Eeporter, Des Moines, 1883, vol. i. p. 4.

PRUDDEN.—(Multiple Adenomata) Proc. New York Path. Soc., 1888, p. 109 ;
also, Med, Eee., N. Y., 1887, vol. xxxii. p. 84.

Poaae.—(Sarcoma) Liverpool Med.-Chir, Jowrn., 1885.

CAsE 1.—Female, mt. 2}, Nephrectomy ; death from intestinal strangu-
lation.

PucHLIEsL—(Etiology of Growths) Morgagni, Milano, 1893, tome xxxv. pp.
HT-610.

QuExu.—(Cancer) Bull. Svc. anat. de Puaris, 1878, tome liil. p. 436; also,
Progrés medd., Paris, 1879, tome vii. p. 165,

Rapacriart.—(Lympho-Sarcoma) Med. Times and Gaz., London, 1885, vol. 1.
p- 114 ;

RaBrL.—(Growth) Arch. f. mikr. Anai., Bonn, 1891, Bd, xxxviii. S. 492,

Ragor.—(Cancer) Bull. Soc. anat. de Puriz, 1866, tome x1i. p. 40.

Rarre. —“ Diseases of the Kidneys and Urinary Derangements,” London,
1885,

Rayur.—(Sarcoma) Norsk Mag. f. Legevidensk., Christiania, October 1896,

DE LA Raxapa.—(Growth) Monit. d. hip., Paris, 1853, tome i. p. 415.

Raxce.—(Fungus Hwematodes) Med. and Phys. Journ., London, 1814, vol.
XXxil. pp. 19-25,

CASE 1.—Female, @t. 17 months. Probably sarcoma.

Raraery.—* Essai sur le diagnostie des tumeurs intra-abdominales chez les
enfants,” Paris, 1870. Thesis.
Rawpox.—(Sarcoma) Liverpool Med.-Chir. Jowrn., Sept. 1882,

Casg 1.—Female, wt. 16 months. Left ; weight, 14 oz. ; nephrectomy :

death in lifteen hours from carbolie poizoning,




254 BIBLIOGRAPHY,

Raver.—* Traité¢ des maladies des reins,” 1841, tome iil. pp. 675-723.
Historical references ; cases, many of which are secondary.

(Cancer of Sheep) Compt. rend. Soc. de biol., Paris, 1864, Scér. 3, tome
v. i ST,
Ravuonn.—(Carcinoma) Gaz. d. ldp., Paris, 1880, tome liii- p. 1041.
REcaMier.—(Cancer) Rev. méd. franc. ef étranyg., Paris, 1824, vol. ii. p. 18.

CasE 1.—Agpwd female.  Left.

vox REcRLINGHAUSEN.—(Adenomata) Festschr. Rudolf Virchow, Berlin, 1891.
REczey.—(Sarcoma) Centralbl. f. Chir., Leipzig, 1883, No. 31,
Case 1.—Male, 5L, 'Weight, 8 1b. ; nephrectomy ; death in three days.

REgs.—(Growth) Brit. and For. Med.-Chir. Rev., London, 1856, vol. ii. p. 390.
Rexavnpix.—(Cancer) Airch. gén. de med., Paris, 1833, tome ii. p. 588.
Casg 1.—Female, wt. 65, Left.
RExavLr.—(Encephaloid Carcinoma) Bull. Soe. anat. de Paris, 1872, Sér. 2,
tome xvii. p. 371.
Rerzivs.—(Cancer) Journ. f. Kinderkr., 1860, Bd. xxxv. 5. 426428,
RiseerT.— (Rhabdo-Myo-Sarcoma) Firchow's Archiv, 1886, Bd. evi. 5. 282-205.
2 (Myo-Sarcoma) fhid., Bd. exxx. 5, 249.
RIBBERT AND SCHEVEN.—(Savcoma) Berl. Fin. Wehnschr., 1886,
Ricker.—(Growths) Centralbl. f. ally. Path. w. path. Anat., Jena, June 1897,
RixprrLEscHE.—* Manual of Pathologieal Histology,” New Syd. Soc., 1893,
vol. 11. p. 169,
=5 “ Die Elem. der Pathologie,” 1883, 8. 71.
Roperrs, F. T.— Reynolds’ System of Medicine,” London, 1879, vol. v. pp.
GOS-G38.
RoperTs, W.—* Urinary and Renal Diseases,” London, 1865; I'bid.,4th edition,
1585,
Roserts, W. O.—(Sarcoma) Am. Pract. and News, Louigville, 1888, vol. vi.
Casg 1.—Child, mt. 5. Weight, 3} kilos, ; nephrectomy.

RosERTs0N AND DavzierL.—(Cancer) Glasgow Med. Journ., 1886, Ser. 4, vol.
xxvi. pp. 307-311. : _ ; g
Ropry.—(Epithelioma) Compt. rend. Soc. de biol., Paris, 1855, tome ii. p. 41 ;
also Gaz. d. hkip., Paris, 1855, tome xxviiL pp. 186, 194, 202,
Ropsox, Mavo.—(Sarcoma) Brit. Med. Jowrn., London, 1876, vol. 1. p. 659.
CazE 1.—Female, ®t. 52. Left ; deposits in Iungs.
2 » (Sarcoma) Clin. Jowrn., London, 1895-96, vol. vii. pp. 98-102.
Roppick.—(Cancer) Canada Med. and S, Journ., Montreal, 1884-85, vol. x111.
p. T15-717.
RGHE{LJ:.—“ Das primire Nierencarcinom,” Zurich, 1874, Diss.
Rogiraxsky.—(Cancer) “ Manual of Pathological Anatomy,” Syd. Soc., 1849,
vol. 11. p. 208. )
ROLLESTON AND 1{a'lL}I:'1'[I;‘LCE,—(IIJ’EIIIDI‘]’IIE%IE Growth) Jowrn. Path. and Bae-
teriol., Edin. and London, 1893-94, vol. ii. pp. 80-83.
Roques.—(Cancer) Bull. d. se. meéd., Paris, 1829, tome xvii. p. 133.
Probably secondary to testieular growth.
Rosexsteiy.—“Die Pathologie und Therapie der Nieren - Krankheiten,”
jerlin, 1870.
Rostay.—(Cancer) Nouw. Journ. de meid., Paris, 1819, tome vi. p. 215.
Casg 1.—Female, ®t. 64. Probably secondary to gastric cancer.
toreH, T. M.—(Growth) “ Pediatries,” 1896, vol. 1. p. 939, g
Bovsing.— (Malignant Growths) Hesp.-Tid., Kjobenhaven, 15894, tome 11
pp. 469, 493, 517. ¥ 1
Rowk.—(Cancer) Am. Journ. Obst.,, N, Y., 1881, vol. xiv, pp. 484-489,
Rézsay.—(Caneer) Magy. orv. és. terin.-vizsy., Pest, 1869, 8. 145-148.
RuceE.—{Growth) Berl. klin. Wehnsehr., 1877, 5. 190.
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RuNERERG.—(Cancer) Finske lik.-sillsk. handl, Helsingfors, 1878, wvol.
XX, pp. 324-327.
+ (Cancer) I[hid., 1881, vol. xxiii. pp. 161-163.
RurprreEcHT.—(Growth) Centralbl. f. Gynik., Leipzig, Bd. xiv. 5. 592,
Casg 1.—Child, @t. 25, Right ;: probably of adrenal origin.

Russenn.—(Growth) Prov. Med. and S. Jowrn., London, 1844, p. 219.
SaBoURIN.-—( Hiemorrhagic Adenoma) flid., 1884, tome iv. pp. 874-856,
i (Multiple Adenomata and Renal Cirrhosis) Ibud., 1884, tome iv.
pp. 441465,
SapouRIN axDp (ErTiNeeErR. —(Adenoma) Rev. de med., Paris, 1885, tome v.
Pp- 859-H08,
SaHLMEN.— Ueber einen Fall von paranephritisen Sarcom bei einen
5 Jahre alten Kinde,” Greifswald, 1877. Diss,
SanLzER.— Perirenal Lipomata) Wien. klin. Welhnschr., 1888, Bd. 1. 3. 199,
234, 238,
Casg 1.—Male, middle-aged. Laparotomy ; death.
.+ 2. —Female, wt. 53. Laparotomy ; death.
. S.—Dlale, ®t. 40, Laparotomy ; death.
SaNCEROTTE. —(Fibroma) Mém. Soc. de med. de Nancy, 1879, tome xxx.
SaxpersoN.—(Fibrocellular Growth) Trans. Path. Soc. London, 1862-63, vol.
xiv. p. 195,
Saxpwith.—(Fungus Hiematodes) Hdin. Med. and Suwrg. Jowrn., 1820, vol.
xvi. p. 351.
ScHEDE.~——* Meine Erfahrungen ueber Nieren Extirpation,” Hamburg, 1889.
Case 1.—Male, =t. 211, Right; nephrectomy ; recurrence ; operation ;
death.
ScHIBBYE.—(Sarcoma in child wt. 13 months) Norsk May. f. Legévidensk.,
Christiania, 1894, vol. ix. p. 201.
ScaMIpT.—(Cancer) Med. Ann., Heidelberg, 1848, Bd. xiii. 5. 285-292.
SeHNBLLER. —(Sarcoma) Deutsche Ztschr. f. Chir., Leipzig, Bd. ix.
Case 1.—Female, @t, 4, Left ; probably of extrarenal origin.

ScaiNeoRN.—(Adenoma) Bull. Acad. roy. de med. de Bely., Bruxelles, 1885,
No. 12 ; and Semaine meil., Paris, 1885, p. 157.

Casg 1.—Child, =t. 2 HNephrectomy ; recovery.

ScHRODER.—“ Ein Fall von paranephritischen Carcinom,” Kiel, 1874, Diss.
ScHUPPEL.—(Sarcoma) Arch. d. Heill., Leipzig, 1868, 5. 386.
ScatTz.—* Untersuchungen ueber den Bau und die Entwickelung der Epi-
thelian Geschwulste der Niere,” Dorpat, 1889,  Diss,
SEILER.—(Growth) Trans. Path. Soc. Phile., 1882, vol. x. . 187 ; also, Phila.
Med. Tinmes, 1879-80, vol. x. p. 123
SEveERL.—(Lipoma) Bull. d. sc. med., di Bologna, 1873, Sér. 5, tome xvi. pp.
225-230,
SHARKEY. —( Development of Cancer from Malpighian Bodies and Tubules)
Trans. Path. Soc. London, 1881, vol. xxxiii. pp. 195-198.
= {Cancer) Ihid., 1883, vol. xxxv. p. 235.
SHATTUCK.—(Growth) Boston Med. and S, Jowrn., 1887, vol. exvi. p. 273.
SHAW AND PErRRY.—(Carcinomata and Sarcomata) Guy's Hosp. Rep., London,
1895, vol. ii. pp. 192, 195, 199, 201.
SHEPHERD —(Encephaloid) Am. Jowrn. Med. Se., Phila, 1858, N. 5, vol.
IXXV. p. 201.
CASE 1.—DMale, @=t. 4. Right ; weight, 10 1b, ; probably sarcoma,
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