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SOI\-’IE ABUSES IN SURGICAL PRACTICE.*

BY HOMER GAGE, M.D., WORCESTER, MASS.

THE custom of having a formal oration at the
annual meeting of the Massachusetts Medical
Society was instituted in 1804, and on only six
occasions sinee then, has its orator failed to de-
liver his message of hope and reminiscence.

The list of subjects embraces almost all the
questions which have perplexed and agitated
the medical world during these 100 years and in
the list of orators are to be found, the names of
those who upheld and advanced the professional
standards of this Society during the 19th cen-
tury,—the Warrens, Bigelows, Jacksons, Shat-
tucks, Holmes, Homans, and many other equally
eminent exponents of medical education and
practice. For the privilege of being enrolled in
such distinguished company, I am deeply grate-
ful, and desire to express my appreciation of the
honor you have conferred upon me.

In the earlier orations, it was customary
to refer at the beginning to those Fellows
who had fallen from the ranks during
the year, whose memories were thus af-
fectionately recalled, and whose services in
the cause of humanity appropriately recorded.
So long as the membership of the Society was
small, and intimate mutual acquaintance and
friendships existed, such a custom possessed a
sincerity and a value that the growth in num-
bers made obviously impossible.

I think, however, that we should do well even

now, to pause occasionally in the midst of the,

increasingly absorbing aectivities of our daily
life, to testify to our grateful appreciation of
the memories of those of our Fellows who have
ceased to labor, but whose good works and faith-
ful service are a constant inspiration and stim-
ulus for us who have the burden still to carry.

I think you will pardon me, if I refer but for
a moment, to two particularly distinguished and
beloved Fellows of this Society who were with us
a year ago, but whose faces we miss today. Sel-
dom are we called upon to mourn two such men
as Maurice Howe Richardson and Arthur Tracy
Cabot, in a single year. Two years ago, Dr.
Richardson delivered the annual oration before
this Society, and for more than thirty years he
had been a frequent and valued contributor to
our Society proceedings.

His inspiring presence, and the simple, sin-
cere, and absolutely frank manner in which he
gave the results of his observations and his ex-
traordinary experience, gave to all that he said,
an authority and a charm, that made him a
most welcome guest at medical gatherings all
over the country. It would be hard to say

* The Annual Discourse delivered at the meeting of The Massa-
chusetts Medical Society, June 11, 1913.

whether we loved him most as teacher, hospital

hief, operator, consultant or friend ; association
with him in any capacity was a pleasure and an
inspiration which those who were favored with it
can never forget.

Dr. Cabot, too, was long a faithful and ef-
fective worker in behalf of this Society, and of
the ideals for which it stands, serving as its
President during 1904 and 1905. A dis-
tinguished surgeon, a man of broad culture, in-
terested in art, letters and education, to all of
which he rendered substantial service, he touched
life on many sides, to the advantage and honor
of them all.

In the midst of an active professional life, de-
voted chiefly to surgery, he found time to give
us an example of devotion to great questions of
public health and the prevention of disease,
which is worthy of the best traditions of the
scholar in medicine.

One feature of these two lives, as they touched
each other, should not be overlooked Starting
in praetice at the same time, and in the same
community, attached to the same hospital, and
devoted to the same line of practice, they con-
tinued through life, an intimate friendship and
mutual confidence and esteem, which was never
marred by any of the jealousies and quarrels

1that have so often impressed the history of medi-

cine, They have given us an example of that
kind of professional comradeship which we all
admire, but so often fail to live up to, and have
taught us that in medicine, at least among the
really great, envy and jealousy have no place.

Among the earlier orations delivered before
this Society, there was one that has always been
of especial interest to me, which I have read and
re-read many times, and which is L think, worthy
a place among the classies of our medical litera-
ture. The orator was Dr. Jacob Bigelow,! and
the subject was ‘‘Self Limited Diseases.”” Tt
was delivered at the annual meeting in 1835, and
was a calm, logical, and very powerful arraign-
ment of the prevailing praetice of over-medica-
tion, and of the unreasonable faith which the
profession of that day seemed to have, in the
efficacy of drugs as a means of altering the nat-
ural course of many of the diseases that then
were, and still are, common in New England.

He defined a self-limited disease as ‘‘one
which receives limits from its own nature, and
not from foreign influences; one which, after it
has obtained a foothold in the system, cannot, in
the present state of our knowledge, be eradicated
or abridged by art; but to which there is due a
certain succession of processes to be completed
in a certain time—which time and processes
may vary with the constitution and condition of
the patient, and may tend to death or recovery,
and are not known to be shortened or greatly
changed by medical treatment.”’

Then he proceeded to show that these self-
limited diseases fell under three heads:—‘‘the
simple, in which the disease observes a contin-
uous time, and mostly a definite seat, such as the
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eruptive fevers for example; the paroxysmal, in
which the disease, having apparently disap-
peared, returns at its own periods, like epilepsy,
angina pectoris and asthma; and the metastatie,
in which the disease undergoes metastasis or
spontaneous change of place, like mumps,
gonorrhea and acute articular rheumatism.

The prevailing practice then was to treat all
of these with the so-called shot gun prescriptions,
which were popular in those days; to claim the
cures to be the result of the treatment, and the
deaths, to be the hand of God. ‘‘A charm,’’ he
says, ‘‘is popularly attached to what is called an
active, bold, or heroic practice, and a corre-
sponding reproach awaits the opposite course,
which is eautious, palliative and expectant.”’

And he concludes his masterly argument
against over-zealous interference by saying,
‘“‘that the longer and the more philosophically
we contemplate this subject, the more obvious it
will appear, that the physician is but the min-
ister and servant of nature; that in cases like
those which have been engaging our considera-
tion, we can do little more than follow in the
train of disease, and endeavor to aid nature in
her salutary intentions, and to remove obstacles
from her path.”’

All this sounds very natural, almost common-
place today, but it was revolutionary then. The
days of our confidence in the efficacy of drugs
and of over-medication, are happily long since
passed. But I have often felt in considerable
doubt as to whether there were not other direc-
tions in which we, at the present time, have not
failed to put enough confidence in the healing
powers of nature, and were not still putting too
much faith in the power of our own hands; that
it was pertinent for us to inquire, even if there
is no over-medication in medicine, is there no
over-interference in the practice of surgery?

In no department of our profession have we
witnessed such wonderful and such beneficent
progress, since the days of Jacob Bigelow, as in
the department of surgery. The discovery of an-
esthesia, with the more recent introduction of
new anesthetic agents, and new methods of ad-
ministration, which have rendered anesthesia
safer and more effective, banished pain, and
made careful, deliberate and accurate dissection
of the living body possible,—the discovery of
asepsis, which robbed the period of eonvalescence
of its greatest terrors, laid bare the secrets of
viseceral pathology in the living, and made the
cavities of the body as accessible to surgery as
the surface,—and animal experimentation, which
by making it possible for us to test the effect of
many surgical procedures before applying them
to man, has been of incaleulable benefit in help-
ing us to develop a safe and efficient surgical
technie, and has been the means of discovering
the value of serum therapy, one of the most im-
portant discoveries ever made for the prevention
of disease, as well as for its relief,—all of these,
anesthesia, asepsis, and animal experimentation,
have been the important determining factors in

the extraordinary development and growth of
modern surgery, the history of which has been a
source of the greatest pride and satisfaction to
every friend of our profession, as its progress
has been of incaleculable benefit to humanity. It
is much pleasanter to record the triumphs of
modern surgery than to eriticize its abuses; and
the temptation to dwell upon its achievements,
and especially the achievements of American
surgery, is particularly strong.

But although we may very properly treat with
contempt, such criticisms as are contained in
Bernard Shaw’s ‘‘Doctor’s Dilemma,’’ which re-
flects the depths of pessimism, and is simply ill-
natured, unfounded abuse, is it not worth while
occasionally to pause in so uninterrupted a tri-
umphal march to see that the camp followers and
retainers, who always follow in the train of a
victorious army, are kept in their proper places,
and that the fruits of the victory are not lost
through the excesses of the victors?

The glamor of surgery, its directness of attack,
and its tangible results make it particularly at-
tractive to all medical students, and inspire the
majority of them with an ambition to practice it.
Surgery, too, occupies by far the larger part of
our hospital equipment, and has led to the estab-
lishment of numerous small community hospitals,
which are chiefly surgical, one of the most ob-
vious results of which has been that the loeal
practitioner feels obliged to undertake surgery,
just as he feels obliged to undertake obstetries in
order to protect and develop his general practice.

Sir Patrick Cullen’s observation, ‘‘that chlo-
roform has done a lot of harm, it has enabled
every fool to become a surgeon,’’ has become still
less an exaggeration of the truth since the dis-
covery of asepsis.

Now, while the evolution of medical practice
has been in the direction of greater simplicity,
less dependence upon drugs, and less meddlesome
interference with nature, the resort to surgery
has appealed more strongly than ever, to the
progressive, reforming spirit of our generation,
and active interference has been invoked for the
relief of all sorts of disorders, both functional
and organie, in many cases with but little justifi-
cation, and it has been freely practised by men
whose training and opportunities for the ob-
servation and interpretation of living pathology
have been far from adequate.

Until within a few years surgical interference
was employed chiefly for the relief of the aecci-
dents and emergencies of life, and operations
were but a small part of the surgeon’s duty,
strietly limited to cases of absolute necessity.

It is perhaps entirely natural, therefore, that
with the removal of the restraints imposed by
pain and septic inflammation, and the demon-
stration of the safety and practicability of op-
eration, we should find ourselves carried to the
opposite extreme, operating often when our in-
terference is ill-timed and unnecessary.

Having demonstrated our ability to open and

'explore all the cavities of the body, to remove
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much that they contain, and to rearrange more,
without imperilling life, it seems to me that our
efforts should be directed now, with still greater
energy, to determining the limits within which
our interference is necessary and desirable.

In connection with such great gatherings as
the Surgical Congress, held in New York last
autumn, I think we should be particularly care-
ful not to permit ourselves to be so earried away
by the number and variety of operations, and
the wonderful exhibition of surgical prowess,
as to lose sight of what is after all, the onmly
Justification for surgical interference at all, viz.,
the relief of suffering, with as little danger, dis-
tress and mutilation as possible.

Then, too, we must never overlook the effect
of such clinics on the ambitions of untrained
men,—men who are dazzled by the brilliancy of
the achievements and are tempted to imitate
them, but who have not had the training or ex-
perience to qualify them to diseriminate between
the time when such operations are useful and
proper, from the time when they are unnecessary
and improper.

The most significant and important results of
that Congress, as it seems to me, were the recog-
nition of the fact that major surgical operations
are being advised and undertaken by men with
little or no surgical experience, and the call for
some action on the part of the profession to safe-
guard the science of surgery and the public from
the practice of untrained and incompetent men.

The ability to do major surgical operations,
and to get by with them, to use a slang expres-
sion, because the wounds heal perfectly, is, I
think, a serious menace, not only to the publie,
but to surgery itself; and we look forward with
great interest and hope, to the efforts of the new
College of Surgery, eonceived in New York last
October, and born in Washington last month, so
to standardize the requirements for the practice
of surgery as to discredit, and as far as possible
eliminate, the incompetent.

But it is not altogether to the abuses that are
incident to incompetency, important and glaring
as these are, that I wish particularly to direct
your attention. In an article on ‘‘Conservatism
1n Surgery,’”’ by Dr. James E. Moore,? one of the
most distinguished surgeons of the Northwest,
‘‘surgeons are divided into three classes, the con-
servative, the radical, and the progressive.’”’

‘‘The conservative is the man who treats em-
pyema medically or with the aspirator, who tem-
porizes with tumors of the breast until their
malignaney is established beyond a doubt, and
the chances for a thorough excision are lost;
who waits for the development of a tumor in
acute inflammation of the appendix; who waits
in cases of intestinal obstruction until opera-
tion is almost hopeless, and by a general policy
of delay and attempted palliation fails to grasp
the opportunity for safe and suceessful inter-
ference.”’

The type is now chiefly of historical interest,
so completely has it disappeared in the rise of

the radical surgeon, who is described by Dr.
Moore as one ‘‘who frequently performs un-
necessary, and even unwarrantable operations,’’
does gastro-enterostomy, ‘‘when stenosis did not
exist, or when the operation could not rationally
be expected to do any good,’’ anchors a floating
kidney, ‘‘when, because of a general ptosis of
the abdominal organs, there is no possibility of
relief’’; ‘‘removes the appendix for insufficient
reasons, because it is such a common offender
that people are very ready to accept a diagnosis
of appendicitis on a very small array of symp- -
toms,”’ and so on through the list.

This type is, it seems to me, unfortunately too
common, and judging from my own observation,
is still increasing. Moore very properly adds,
‘““that some operations should be radical, but no
surgeon should be so.”” The safe, sane, well-
balanced surgeon, who holds his course between
these two extremes, he calls the progressive,—a
title that is well enough if you can forget the
ordinary modern use of the term in politics and
religion.

It is the increasing influence of the radieal
that prompted Dr. Richardson® to say, ‘‘that
there is a tendency quite prevalent among sur-
geons to make light of surgical operations. I
cannot but regard this as an evil, for all surgical
operations, no matter how apparently trivial, are
attended by possible difficulties and dangers
which should always be taken justly into ac-
count in discussing their pros and cons.’’

This tendency to make light of operations is
still further iHustrated by the closing sentence
of a most interesting and valuable paper by
Bloodgood,* on ‘‘Medical Aspects of Surgical
Diseases, or Preventative Surgery,’’ in which he
asks the question, ‘“Why should not surgery in-
terfere in the least dangerous period, even if it
interferes now and then unnecessarily?’’

A question which is, T think, sufficiently an-
swered in an earlier sentence of the same ad-
dress, in which he says, ‘‘Appendectomy in
doubtful acute attacks, and in the free interval
after such attacks, has been too often performed
when the real trouble was gastric or duodenal
ulcer, gall stones, renal colie, ptosis of the colon,
pericolitis, or pelvic lesions, or in some cases,
the abdominal symptoms of tuberculosis or per-
nicious anemia,’’ and he might well have added,
in some cases when there was no demonstrable
lesion at all. When he concludes that ‘‘this
over-zealousness in appendectomy has prac-
tically done little harm,’’ T cannot follow him.

Of course it has done, and can do, little harm
in his hands, because he would make such mis-
takes only when the most careful history taking
and physieal examination made them unavoid-
able, but to preach such doctrine to the average
operating surgeon throughout the country, seems
to me hardly fair to those who put their health
and their lives in our hands.

If we look back over the history of modern
surgery, we shall find many procedures which
we once believed to be sound and beneficial,
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which have sinece been entirely abandoned or
greatly limited and modified in later practice,
and more that are still in vogue, whose limita-
tions we are just beginning to appreciate.

‘When the danger of peritonitis was removed,
and the safety of opening the abdominal cavity
demonstrated, one of the first popular proced-
ures was Battey’s operation, or the removal of
the normal ovaries for the relief of pelvic pain,
and although this has long since been given up,
every hospital pathologist can testify to the
number of practically normal wuterine ap-
pendages that are sent to his laboratory as ex-
amples of chronic ovaritis, and every surgeon
has felt the disappointment that has followed
when their removal has failed to give the hoped-
for relief, and the family physician has found
himself after the operation up against the same
old problems.

Then our attention was diverted to the Fal-
lopian tubes, and the presence of a few adhesions
and a little dilatation has led to their removal
with as little satisfaction to patient and physi-
cian. Please remember that I am not speaking
of those cases in which marked anatomiecal
changes are found, and where unspeakable relief
has followed the removal of seriously diseased
appendages, but of those in which no gross le-
sions could be detected upon examination, yet
operation was undertaken because there seemed
to be nothing else to do, and no adequate cause
was disclosed by the pathologist’s report.

Then think how few years it is since the re-
pair of the cervix uteri was regarded as a most
important step in the cure of a great variety of
disorders of supposed reflex origin, with-
out much regard to the extent of the
tear or to the presence of eversion or ero-
sion. It was an almost unlimited field, and for
years it was thoroughly exploited, but we have
learned now that it has very definite and ob-
vious limitations within which it is still a most
useful and necessary procedure. Much the
same can be said about the operation for the
correction of backward displacements of the
uterus.

Its value in cases where definite symptoms
exist directly traceable to the displacement is,
and probably always will be unquestioned, but
that it should be undertaken whenever in the
course of a thorough physical examination the
uterus is found retroverted or retroflexed, seems
absurd, not because any of the procedures for
correcting the displacement are dangerous, but
because in default of positive indications, con-
firmed if possible, and it generally is possible
by a preliminary mechanical replacement, they
seem to be a needless meddlesome sort of inter-
ference.

Yet because it is safe, simple, and gratifies the
passion for doing something, or having some-
thing done, it is frequently employed when the
symptoms and the displacement can have no
possible relation.

Leaving the pelvis, we come to the question

of appendicitis,—perhaps the most popular op-
eration of modern times, with the laity as well
as with the profession. In the first place, let
me state as emphatically as possible, that I stand
squarely with those who believe that in acute
appendicitis operation should be done as soon
as the diagnosis is elear—preferably within the
first 24 or 48 hours; that with a history of one
or more well defined attacks the removal of the
appendix is desirable on account of the proba-
bility of reecurrence, and that in many cases of
chronic abdominal distress, if there is local pain
or tenderness, with or without muscular spasm,
its removal is justifiable on suspicion.

But although trying to be as careful as pos-
sible in diagnosis, I have many times operated
when the subsequent history, or the condition
of the removed appendix demonstrated the
error of having operated at all; sometimes
when I have yielded to the importunities of the
family physician, or of the patient himself,
and sometimes when my own judgment was at
fault; and I think that if the pathologist of any
of our large hospitals would compile the results
of the examinations of the appendices sent to his
laboratory during a year he would be the only
one not surprised at the large percentage of
practically normal specimens.

In how great a number of the cases of chromc
abdominal distress which present themselves at
our large surgical clinics do we find that the ap-
pendix has already been removed, but without
relief; and how often do we find that adhesions,
herma or infection have made the patient even
worse off than before?

My own feeling is that we need to exercise
far greater care than we do, in making the dif-
ferential diagnosis in cases of appendicitis,—
that no one should operate for a simple appen-
dicitis who is not sufficiently trained by experi-
ence, and by his observation of living pathology,
to be able to detect the rarer and more compli-
cated conditions, for which appendicitis may be
mistaken. Hasty snap-shot diagnoses have cer-
tamly led to much 1ll-adv1sed and unnecessary
opening.

In the surgery of the gall bladder, operations
are still far too common, in which the expected
gall stones cannot be found or an ulcer of the
duodenum is overlooked and in which the drain-
age of the gall bladder is, therefore quite super-
fluous.

The complexity of the anatomical relations in
this region make accurate diagnosis, even after
exposure of the field, much more difficult than
in the region of the appendix, but this is of
small comfort to the victim of an unnecessary
operation, or of an unrecognized but trouble-
some duodenal ulecer.

In considering these surgical abuses and the
limitations they ought to impose on surgical
practice, the history of the operation of gastro-
enterostomy is, I think, particularly significant.
As a means of curing all sorts of intractable dys-
pepsias, as was for a time confidently expected,
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and as it is still far too commonly practiced, it
has proved to be most disappointing, but as a
means of relieving pyloric obstruction, or as an
adjunct to pylorie resection, its results are ex-
ceedingly gratifying. Its limitations are, how-
ever, not even yet as generally recognized and
accepted as they ought to be, and when dis-
regarded they lead to some of the most deplor-
able illustrations of unnecessary and mis-
directed surgical interference.

Movable kidney has been another easy mark
for the over-zealous surgeon. It may give rise
to severe and serious local discomfort, as in the
oceurrence of Dietl’s crises, and its fixation in
correct position may then be acecomplished with
great relief, but it is far more commonly a part
of a general visceral ptosis, the discomfort from
which is not at all removed by a simple nepho-
pexy.

All of these are useful and necessary opera-
tions but they illustrate, it seems to me, certain
abuses which have gradually, and perhaps
naturally, crept into the practice of surgery,
abuses which are not the result of incompetency,
but are due sometimes to a faulty interpreta-
tion of a ease history, more often to over-con-
fidence in the benefits to be derived from me-
chanical interference and an unrestrained en-
thusiasm for doing something tangible and
heroie.

It is not a sufficient answer to say that these
operations are devoid of danger, and of post-
operative complications—they are reasonably so,
it is true, in the hands of trained experts, but
they are not absolutely so, by any means, in
the hands of the average operator throughout
the country, and even when performed by ex-
perts there are ‘‘Certain Unavoidable Calami-
ties Following Surgical Operations,”” as was
pointed out by Dr. Richardson® in a paper be-
fore the American Surgical Association in
1904, such as hemorrhage, thrombosis, embolism,
and -suppression of urine. I have never had a
death from suppression of urine except when its
possibility was anticipated, but I have had un-
expectedly fatal results from hemorrhage and
embolism,

If T should permit my son to be operated on
for a mere suspicion of some chronic inflamma-
tory trouble about the appendix, and one of
these accidents should occur, I hope I should
have the grace to forgive, but I never should be
able to forget, the tragedy of his death, and if
the event of the operation should prove my
mere suspicions unfounded, I am sure that I
should never forgive myself for the sacrifice of
his life.

I do not coneceive that a surgeon’s duty to his
own son is any different from his duty to some-
body else’s son. I realize fully the responsibility
which he is obliged to accept whenever he recom-
mends operation, and I would not by any means
have him shirk it; but I do insist that he should
not undertake such operations as I have been
discussing, lightly or without having ecarefully

balanced the patient’s present disability and
suffering, its probable course if not operated on,
and the accuracy of his diagnosis, against the
dangers which are inherent in every surgical
procedure.

But it is not at all necessary to have a fatal
result to be brought in contact with the limita-
tions and abuse of surgery. Consider for a mo-
ment the eases, and they are numerous enough
in the experience of every one of us, I know
they are in mine, and I do not believe my ex-
perience in this respect differs much from that
of others similarly situated,—the cases in which,
after operatdn, the relief is not permanent, is
not even transient,—where the only result is
the substitution of one form of complaint or
disability for another, that large class of cases
in which we find no very definite physical signs,
no clearly defined pathology, but many and dis-
tressing subjective symptoms. And after the
failure to relieve by operation we explain it by
saying that the patient is a neurotic or a neu-
rasthenic and that she belongs in the category
of those who were so well deseribed by Cheever,
‘“‘as satisfied only when their pocketbook and
their pelvis were both empty.”” But the point
which I want to make is, shouldn’t we have
known that the patient belonged to that class,
and if belonging to that class explains and ex-
cuses the failure of the operation, are there not
some very obvious limitations to be applied to
the practice of surgery in that class of patients,
and ought they not to be recognized and applied
before, not after, the operation?

Now let us look for a moment at the surgery
of malignant disease, which presents a different
problem. It must always be an open question
how far operations are worth while which in-
volve a serious deformity, like extirpation of the
tongue and larynx, or resection of the esophagus,
or permanent colostomy.

If we could reasonably expeet as a result of
these procedures a considerable prolongation of
enjoyable life, or less suffering from the recur-
rence than from the original disease, there could
be no question of their desirability or of our
duty to urge their performance.

But in my own experience and observation
such unfortunates usually eke out a short and .
very uncomfortable career, and the progress of
the recurrent disease is quite as distressing as
that of the original. Much the same can be said
of the late operations for malignant disease
wherever situated. It is perfectly true that thor-
ough extirpation offers the only means of relief
in malignant disease, but it is equally true, that
to be effective at all, it must be applied early.

Bloodgood® has pointed out with especial
force, the possibility of recognizing the pre-
cancerous stage of malignant disease in the stom-
ach and elsewhere, and the false conservatism -
that permits a recognized uleer or tumor to pass
from the benign into the malignant stage, can-
not be too strongly condemned. At the same
time, I believe that we should be brave enough
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to refrain from the mutilation and suffering
caused by too late and hopeless operations.

Graves’ disease is another illustration of the
excesses into which our surgical enthusiasms are
apt to lead us. We should all agree that in the
early stages many of these cases recover a rea-
sonable degree of health under appropriate med-
ical and hygienic treatment, and that in the late
stages of the disease, operative treatment is often
unsatisfactory and even dangerous.

But that early operation would result in greater
assurance of permanent benefit to a greater
number than if it were confined to those who
failed to respond to a reasonable trial of pallia-
tive treatment is by no means proven. Of eourse
it would be safer, and the period of convales-
cence much shorter, than when the operation is
delayed too long, but is it necessary—is it indi-
cated ?

Knowing that so many cases when taken early
yield to less severe measures, it seems to me that
such measures should have a reasonable trial,
ever keeping in mind that failure to respond
promptly should lead to their abandonment in
favor of operation without any unnecessary de-
lay. ’

I will simply mention the exploratory inei-
sion for diagnostic purposes, because the possi-
bility of its abuse is too obvious, and illustra-
tions too common to require further comment.

Now although all of the operations which I
have referred to have their proper place, and are
often imperatively demanded, the diseases for
the relief of which they are undertaken are by
no means always fatal or even permanently dis-
abling under less heroic treatment. Just how
large a proportion would recover under medical
care has never been accurately determined, and
until we have some definite statisties bearing on
this point, our discussion must be based very
largely upon the unsatisfactory and unscientific
data supplied by personal experience and im-
pressions.

It is equally difficult to get at the proportion
of operative failures, failures not because of
mortality but because the symptoms for which
the operation was undertaken were not relieved.

Some quite significant figures were quoted in
a paper which was read by Dr. Dwight,” before
this Society two years ago, on ‘‘The Prevalence
of Circulatory Diseases in New England,’’ and
they are of special value because eompiled with-
out any reference to the subject which we are
discussing. :

They were taken from the census reports, and
show the changes that had taken place between
1900 and 1908, in the relative frequency of the
more common diseases, tabulated as causes of
death per 109,000 of the population.

They showed that in the preventable and in-

. fectious discases, except scarlet fever, there was
a very marked diminution, as illustrated by this
death-rate; that in the circulatory diseases, ex-
cept pericarditis, there was an almost equally
marked increase.

In the group of ‘‘All Other Diseases’’ there
was, of course, no such uniformity, but the sig-
nificance lies in the fact that appendicitis, bil-
iary caleuli, ulcer of the stomach, intestinal ob-
struction and hernia, diseases in which surgiecal
interference has been particularly active, all
present a slightly increased mortality per
100,000 of the population. The increase in the
number of operations during this period, must
have been very large, and yet the statistical re-
sults fail to indicate the degree of improvement
which the more radical operators would have us
believe should follow more radical and more
frequent interference.

Although all of the illustrations thus far re-
ferred to have been taken from the domain of
general surgery, the different specialties are by
no means exempt from the same tendency to
operative excesses. Witness the muscle cutting
operations of the oculists, the removal of tonsils
and adenoids by the laryngologist, of nasal spurs
by the rhinologist, and the extraordinary in-
crease in the number of mastoid operations by
the otologist,—all of these, like the others, are
eminently useful and necessary procedures, but
the indications for their performance are easily
exaggerated by the enthusiasm and zeal of an
impatient attendant,

I shall not weary you with any further illus-
trations, but shall be quite content if I have been
able to convey to you the lesson which Jacob
Bigelow’s talk on ‘‘Self Limited Diseases’’ sug-
gests to me, viz., that we should be careful not
to put too much confidence in the work of our
own hands. In thus recalling the faith of the
fathers in Nature, I must disclaim again any
desire to pose as a reactionist, or even as an
ultra conservative. It is the glory of surgery
that it is able to

Rally the scattered
Causes and that line
‘Which nature twists
Be able to untwine.

And no one can measure the benefit to human-
ity of the growth and expansion of surgieal
practice. Nor would anyone for a moment wish
to do anything but encourage and applaud the,
pioneer work in surgery which is being earried
on in our great laboratories and hospitals.

But as applied to the every day practice of
the average operator, it must be acknowledged
that surgical interference should be undertaken
only after a most careful and thorough study of
the conditions for which relief is sought, of the
methods which may be employed to secure it,
and by men whose training and experience
qualify them to meet intelligently the dan-
gers and complications that may be encoun-
tered.

‘We should not fail to recognize the fact that
all of these surgical operations are definitely
limited in usefulness and applicability, and that
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disregard of these natural limitations consti-
tutes a serious abuse of what is a perfectly le-
gitimate raeans of relief when properly indi-
cated.

It seems to me that the purely mechanical side
of surgery has been receiving far too large a
share of our attention, -for we are not merely
mechanies or carpenters. We must not forget
that ‘‘any operation which does not better the
condition of the patient must be regarded as a
therapeutic error,’’® and that to possess a sound
judgment as to the indiecations and counter-
indications for operations, based upon a careful
and thorough knowledge of the natural history
of disease and of surgical pathology, is far more
important and valuable than the acquirement of
mere mechanical skill.

In no department of human life are new
methods more eagerly grasped at and tried out
than in medicine and surgery, and the discovery
that the cavities of the human body ecan be
safely explored and their contents removed or
re-arranged has very much overshadowed our
interest in surgery as a science, and very much
over-stimulated our enthusiasm for its praectice
as an art.

But all this will be changed. The only ques-
tion is how, and by whom, the change shall be
brought about. Shall it be slowly and gradu-
ally, by the natural processes of evolution;
shall it be forced upon us by a popular demand
for the safeguarding of surgical practice; or
shall it be accomplished by the efforts of the
profession itself to secure a more thorough pre-
liminary training and adequate hospital ap-
prentleeshlp for all students who are intending
to engage in the practice of surgery?

I believe that it can be done best, and that it
will be done, by the profession cooperatmg with
the professmnal school, and I am equally con-
vineed that when the change is made, and the
science and art of surgery are brought into
proper perspective, much of our over-interfer-
ence will seem as absurd to our suceessors, as
the over-medication of our fathers in the earher
part of the 19th century seems to us.
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THE STUDY OF THE CAUSES OF JUVE-
NILE DELINQUENCY * '

BY EDITH R. SPAULDING, M.D., SOUTH FRAMINGHAM, MASS,

Since the establishment of juvenile courts, a
little over ten years -ago, there has come an
awakened interest in the causes of juvenile de-
linquency. In connection with the juvenile
court of Chicago, four years ago, a Psychopathic
Institute was established under the direction of
Dr. William Healy, in which over a thousand of
the repeated offenders have been studied. The
purpose of this paper is to state briefly the meth-
ods used at the Psychopathic Institute, and to
show some of the results of the study.

As statistics show that a large percentage of
criminals ecommit their first offence long before
their majority, it was thought advisable to begin
the study of causative factors before the end of
adolescence, both for the advantage of studying
them in their beginnings, and that the prognosis
might be the more favorable. For this reason
study was begun in the juvenile instead of in
the municipal court.

The routine study of each patient includes a
physical and mental examination, and the ascer-
tainment of many facts about developmental,
family and- social history from relatives, officers
and others. In the physical examination such
factors as eyesight, hearing, and nose and throat
conditions are given prominence. If there is a
question of hysteria, the physical stigmata are
carefully looked for. Every physical factor is
considered which eould possibly effect the pres-
ent situation of the individual. In the mental
examination, Dr. Healy uses his own set of tests,
supplemented by Binet in those cases where the
mental age appears to be below twelve, or in any
other case where it is indicated. Besides these,
there are additional tests which are used as re-
quired.

In the study of the mentality, the factors
which have been sought are: (1) results of for-
mal education, always taking into consideration
their advantages; (2), the estimate of native
ability aside from formal education; and (3),
the natural tendencies and interests of the indi-
vidual, which may help in the solution as well
as the understanding of the problem. The fol-
lowing is 'a tentative classification® of different
mental conditions found, which has been adopted
for the sake of convenience:—

““(a) Considerably above ordinary in ability
and information—the latter estimated with ref-
erence to age and social advantages.

‘“(b) Ordinary in ability and information—
the latter estimated with reference to age and
social advantages.

* lllgslld before the New England Hospital Medical Society, March
19,

The Boston Medical and Surgical Journal as published by
The New England Journal of Medicine. Downloaded from nejm.org by JOSH ROSENFELD on April 27, 2016.
For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



