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DIAGNOSIS AND TREATMENT OF AMEBIC
DYSENTERY.*

By E. M. Mason, M.D.,
Birmingham, Ala.
‘When Osler, in 1890, reported the first case of
amebic dysentery for Amerlca but little interest
and no enthusiasm was aroused. The infection

*Read at the Sixth Annual Meeting of the
Southern Medical Assoclation, Jacksonville, Fla.,
November, 1912.
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had occurred in Panama and no one supposed
that ameblasis would ever prove of importance
in the temperate zones. Time has changed this
view, case reports having come from as far north
as Canada, and from nearly every State in the
Union. Indeed, so widespread is the infection
that sonie recent writers express the opinion that
amebiasls Is second in importance only to hook-
worm disease. This extreme view I am not pre-
pared to accept, but it is undoubtedly true that
the disease Is widely disseminated throughout the
country¥; to a much greater extent, in fact, than
is generally supposed to be the case. Of great
interest, also, is the fact that in many localities
the non-pathogenic entameba coli abounds and
must be recognizéd in order to avold the grave
error in dingnosis and wrognosis that would fol
low were It mistaken for a pathogenic species.
Diagnosis.—When in a patient suffering from

chronic diarrhoea or diarrhoea alternating with,

periods of constipation, we are led to suspect
amebic infection; two questions present them-
selves for consideration. First, are amebae pres-
ent? Second, if so. to what species do they be-
long? The answer to these questions lles in that
bete noir of many cliniclans, thorough examination
of the feces.

Here the distant laboratory canm be of no as-
sistance to us. Rarely. and in warm weather,
one finds motile amebae in a stool two or three
hours old, but all motility ceases at a temperature
but little below that of the body, hence our exam-
inations must be made on a freshly passed stool
which has not heen allowed to become cold.

However sure experts may be of their ability .

to diagnose amebae in the encysted stage, it is not
safe for the average clinician or laboratory worker
to call any body ameba, however typical he may
think it to be, unless he actually sees it in char-
acteristic amebold activity. It is an excellent
plan to give a saline cathartic before collecting
the specimen for examination, in order that the
intestines may be well flushed out and the amebae
washed away from the floors of the ulcers. One
then collects the semi-fluid stools preceding the
more liquid actions. Much depends on the portion
of the stool selected for examination under the
microscope. If mucus, which s frequently blood-
tinged, be present, a bit of it is taken; otherwise,
the more liquid part rather than the solld material
should be chosen. If the weather be cool the slide
should be quickly prepared and should be kept
warm during the examination.

More often than not flagellates—cercomonads
and trichomonads—are found in symblosis with
amebae, hence the presence of these actively
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motile little bodies will often arrest our attention
when first focussing on the preparation. Further
examination may reveal the presence of motile
amebae which we can then proceed to study for
classification. Negative findings are by no means
conclusive, however. Many times I have failed
to find amebae on feces examination, only to dis-
cover them in great abundance when the rectal
tube was brought into service. Only recently
a patient was seen whose stools lhad been re-
beatediy examined by several men with negative
results. On introducing the rectal tube, a bit of
mucus was obtained which was teeming _with
amebae. In fact, feces examinations are so often
negative and rectal tube examinations so uni-
formly satisfactory that in our work the latter
method has almost entirely replaced the former.
The tube may be passed in the office, if necessary,
and one seldom fails to find a mass of amebae-
Inden mucus either In the tube contents, or
scraped off by and adherent to one of the windows
in the side of the tube. If the tube and contents
must be transported {rom the home to the labora-
tory ‘for examination, the necessary temperature
may be malntained by placing the tube and con-
tents in a warm vacuum bottle, or in a jar which
Is kept warm by being fmmersed In a larger jar
filled with warm water.

Something like a dozen species of amebae have

heen described as parasitic in the Intestines of
man. No doubt several of these are the same
species under different names. According to
present knowledge, only three of them are of jm-
portance to us in this country. These are:
Entameba coli, entameba histolytica and entameba
tetragena. The last named species Is rare out-
side of the tropics, but one should be on the look-
out for it. Entameba histolytica is the common
pathogenic ameba, while entameba coll is a harm-
less commensal which Is of importance only be-
cause it may be mistaken for the pathogenic
species. Throughout the tropics the entameba
coli seems to be a normal inhabitant of the intes-
tinal tract in a large proportion of the inhabitants.
Cralg found it In the feces of 71 per cent of 107
healthy soldlers in the Philippines, his results
being confirmed by Vedder, who found it in 35
per cent of fifty healthy Fillpino scouts whose
feces he examined. Stiles, Craig and some other
authorities hold that entameba coli is almost
equally prevalent in this country, a belief which
I cannot accept {or Maryland and Alabama, the
States in which my work has been done. Dock
in Michigan and Simon in Loulsiana were also
unable to find entameba coli in more than a small
per cent of the stools examined from normal per-
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sons. However, there are numerous localities
where infection with entameba coli does oceur,
either alone or associated with the pathogenic
species, hence we must be on the alert to dif-
ferentiate it from the other types,

For detailed descriptions of these parasites,
reference may be had to the original communica-
tion of Schaudinn as regards entameba histolytica
and entameba coli, or to the excellent monograph
of Craig, where all the types are described. I
shall only enumerate the chief differential points
here.

Entameba coli averages from two to three times
the size of a red blood corpuscle. The distine-
tion between ectoplasin and endoplasm is never
marked and often is made out with great difficaity.
The nucleus is prominent, centrally located and
has a definite nuclear membrane. Vacuoles are
rare and poorly defined.

Pseudopodia are short and blunt, and the move-
ments of the parasite are usually quite sluggish.
Contained bodies, including red blood cells, are
infrequent.

Entameba histolytica averages somewhat larger
than entameba coli, being from three to six times
the diameter of the red blood cell. The ectoplasm
is strikingly differentiated. from the endoplasm,
the sharply outlined, clear, glassy ectoplasm being
one of the chief earmarks of this organism. Craig
speaks of a peculiar greenish color, due to pig-
ment from the contained blood cells, as character
istic of this parasite. Entameba histolytica sel-
dom shows a nucleus; when one is present it 1s
poorly defined and excentrically placed, One or
more well-marked vacuoles are to be seen in the
ameba of average size. Significant also is the fact
that in this species red blood cells are frequently
contained in the body of the parasite, often a
dozen or more being seen in one ameba. Pseudo-
podia are more fingerlike than in entameba coli
and are always formed by the clear ectoplasm,
the endoplasm flowing in after the pseudopod is
well formed. In fresh specimens motility is very
active,

Entameba tetragena is not thought to be a com-
mon parasite in this country, but a number of
cases have been reported. In size it shows no
distinction from the forms already described.
Ectoplasm and endoplasm are clear and distinct,
while .a large, well-defined nucleus is constantly
present. Vacuoles may or may not be present.
Motility is active, the pseudopodia being formed
primarily by the clear ectoplasm.

Ordinarily anyone who has had a fair amount
of experience in amebic work can readily classify
the orgdnisms found. In doubtful cases recourse
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nust be had to the staining reactions and methods
of reproduction of the parasites. This entails a.
considerable amount of time and work, but for-
tunately one seldom has to proceed so far for
diagnosis alone.

The staining reactions are not specific, but
when properly stained with Hasting’s or Wright's
stain, entameba coli shows the deeper stain in
the endoplasm, entameba histolytica in the ecto-
plasm, while entameba tetragena is said to take
the stain practically uniformly throughout.

For study of the reproductive process one must
have a warm stage. or, better still, a warm box
for the miecroscope, and follow the development
o the parasite through many hours.

Aside from the process of simple division, which

is common to all, each species has a definite and
characteristic method of reproduction by schizog-
ony by means of which the parasite reproduces
under unfavorable conditions.
' Entameba coli undergoes encystment and forms
eight daughter amebae within the cyst, entameba
histolytica by the formation of spores which are
extinded by budding from the periphery of the
parent orzanism, while entameba tetragena repro-
duces like entameba coli by the formation of
daughter amebae within a cyst, but with the dif-
ference that only four daughter amebae are
formed.

Treatment.—Amebic infection occurs some-
times through infected water; fruits and green
vegetables are often at fault and contact infec-
tion, either direct or indirect, very likely plays
an important part in the dissemination of the
disease. Proper control of these avenues of in-

" fection would mean the eradication of the dis-
ease.

For the individual patient, rest in bed for at
least two weeks Is essential to the first step in
tyeatment. The diet should be confined to liquids
at first, with the gradual addition of light solids
as the patient improves. Should the patient apply
for treatment during the stage of acute diarrhoea,
it is preferable not to institute specific treatment
until the urgent é}'lilptoms have been controlled
by means of rest in bed, proper diet, simple
colonic lavage and, perhaps, the use of opium
and bismuth. Should there be constipation, saline
cathartics should be used freely until the bowel
is thoroughly cleansed.

Until quite recently colonic irrigation with
germicidal solutions was the mainstay in specific
treatment, nearly all of the well-known antiseptics
having been used at one time or another, quinine,
silver nitrate and mercuric chloride being the
favorites. Of these, quinine was most commonly
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employed. Starting with a solution of 1 to 1,500,
the strensth was gradually increased until a 2
to 3 litre irrigation of 1 to 500 strenzth was used
twice dally. the patient changing from knee-chest
to right lateral position and retaining the solution
for fifteen to twenty minutes. Under this plan
of treatment some undoubted cures resulted, but
a number of objections arose. Not all patients
can retain a two-quart enema for fifteen minutes.
The physician must himself, in the majority of
Instances, give the enema, since proper introduc-
tion of the rectal tube cannot be left to the
ordinary hospital orderly. Cinchonism
supervenes in many patlents and in others the
inflamed condition of the bowel makes a continua-
tion of the treatment Impossible. Finally, the
treatment is tedious and not alwava successful.
for when deep-seated, undermined ulcers are pres-
ent the fluld does not reach the amebae at the
bottom of the ulcers. Some writers have even
asserted that the beneficial effects of this plan of
treatmtent were due to the systematic colonic
lavage rather than to the quinine. Be that as
ft may, it is certainly true that irrigation with
cold water or plain salt solution has resulted in
marked improvement in many instances.

Of all the remedies proposed, ipecac has, in my
experience, given the most prompt and satistac-
tory results. Its action seems to be truly specific,
and it is not uncommon to note the entire disap-
pearance of amebae from the stools after only one
Uose of the drug. The nausea and vomiting that
follow the improper administration of ipecac have
caused it to be looked upon with disfavor by
many physicians, yet these untoward effects .may
be easily averted by proper preparation of the
patlent and of the drug.

Before beginning ipecac treatment the patient
should be placed cn a liquid diet and the bowels
should be thoroughly flushed by means of a saline
cathartic. For three hours before giving the drug
the patient shoutd receive no nourishment. The
Ipecac should be of proved potency and should
be administered in the form of freshly prepared
salol-coated pills or capsules. Much of the trou-
ble that has arisen from the use of {pecac has
been due to the use of Improperly coated pills.
or pills that were so old and hard that they
passed through the intestines without being dis-
solved. For some time it has been nmy custom to
uge the pnwderéd drug in the form of salol-coated
five.grain capsules instead of pills. each lot of
capsules being freshly prepared by a competent
Pharmacist at the time when needed. The ob-
Jact of the saiol coating being merely to protect
the capsule during its passage through the

rapidly’
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stomach, the salol covering should only be of
sufficlent thickness to serve this purpose. The
amount of salol used is perfectly harmless. The
proper dose may be given at intervals during the
day, or, preferably, in one large dose at bedtime.
The usual custom is to give on an empty stomach
at bedtime from sixty to eighty grains of ipecac
with as small a quantity of water as possible,,the
patient belng directed to lie on the right side for
an hour after swallowing the capsules. In nerv-
ous or apprehensive patients it may be desirable
to give a small dose of opium. Given in this way,
inecac but rarely causes nausea or discomfort,
the patient passing a comfortable night. The
same dose is repeated nightly for three or four
nights, then, if the stools be free of amebae, the
nightly dose is decreased gradually until ten
grains only are given. This dose Is continued
tor from one to two weeks. At the end of this
time silver nitrate irrigations may be used if
rectal uleeration is pronounced.

Under this plan of treatment patients are fre-
quently enabled to return to work at the end of
two or three weeks, but they should be cautioned
to be on the lookout for a return of symptoms,
since the well-known tendency to recurrence may
wmake a second course of treatment necessary.

Another virtue claimed for ipecac is that it
lessens the likelihood of liver infection, with the
formatfon of abscess, which oceurs in something
like 20 per cent of untreated or imperfectly
treated patlents.  Since using the ipecac treat-
ment I have never seen a case of amebic abscess
of the liver. :

Ir conclusion, a2 word may be sald with refer-
ence to the surgical treatment of amebiasis by
means of appendicostomy and irrigation through
the caecum. I do not feel that operative treat-
ment is justifiable in the ordinary case, though
there may le a field for it in the occasional
chronic and intractable case that fails to respond
to the usual form of treatment. In the two cases
in which I have seen surgical intervention resorted
to the results were far from satisfactory. Should
an operation Le done, the caecum rather than the
appendix should be opened.

S y and Conclusions.—Amebic dysentery
Is not confined to the tropics, but may be encoun-
tered in any part of the United States and even
in Canada. ’

Outside of the tropics infection with entameba
coli is probably not so common as has been sup-
posed. The rectal tube is an indispensable ad-
junct to technique in diagnosis, and the finding
of definitely motile amebae is the first step in
dlagnosis. Careful study of the fresh - specimen
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will enable one to differentiate the amelae in
practically every case. Proper clnsslﬁcation_of
the parasites found must always be made, other-
wise the diagnosis of amebic dysentery may be
erroneously based on the presence ol harmless
entamebu coli.

The inecac treatment of amebic dysentery is
practically specitic.

DISCUSSION.

Dr. Sidney K. Simon, New Orleans—I think we

are to be congratulated on having been able to
listen to such instructive and comprehensive pa-
pers on this subject. Dr. Craig’s work in this
field has been that of a master mind, so to speak,
and to those of you who have mot yet read his
work on the parasitic amebae of man, T would
advise you to do so, provided you are sufficiently
Interested in the subject, and I think all South-
ern physicians should be sufficiently interested in
this subject to read that work, which, to me, reads
almost like a novel.
* The point Dr. Craig brought up in regard to
the mode of transmission by the roach or the
mouse is certainly a new point and a very inter-
esting one. 1 had always believed in a sort of
theoretical way, without practical demonstration,
that the banana was largely accountable for the
distribution of amebic infection in this country.
As you know, the bananas are imported from the
Central Amerlcan countrles in large numbers,
shioped through the Southern ports of the United
States, and shipped to all sections of this country
in cars without, fn many instances, having touched
the hands of any of the American dock laborers,
and so forth. Sluce we know that the amebae
erow rapilly or readily on the over-ripe banana,
it struck me as a possible means of transmission
from the South American countries that the
banana might be a source of infection. 1 was par-
ticularly struck by that the summer before last,
when in Rochester. Minn., when 1 learned that
they had discovered forty cases of amebic dysen-
tery originating in that city. Minunesota has one
of the most frigid climates in the United States
in winter. 1t is certainly not a sub-tropical cli-
mate, and still the doctor who gave me the In
formation was able to prove conclusively that
these forty cases had never been out of the North-
west, and in many instances not out of Rochester,
Minn., showing the widespread distribution of this
infection not only in this country, but in all north-
ern climates, and how little justice there is in
claiming that ameblc dysentery is distinctly a trop-
fcal dlsease.

The fact that amebae can be transmitted by
roaches and mice is very In‘eresting, and I shall
keep it in mind. The differentiation Letween the
different forms of amebae is & very serlous problem
to the general practitioner. We have had some
difficulty among our students at home in teaching
them to find amebae, in teaching them to look for
amebae and find them. Now we have, according
to our present knowledge, not only to instruct the
practitioner of medicine to examine the stools.
which is a somewhat difficult thing to do. because
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somehow or other the examination of the stools
is considered beneath the dignity of the majority
of doctors, and they do not seem to realize the
very great importance of examination of the
stools, especially in the South, but now we have
to teach them not only to examine the stools,
but that not every ameba they find in the stools
is a pathogeni¢ ameba; that some of the amebae
they see do not cause disease. What Dr. Craig
has said is true, that it is not such a very easy
matter, even for the experienced always to dif-
ferentiate entameba col from the ameba histolyt-
fca or tetragena. I believe for the average practl-
tioner, who has not a great deal of time to delve

‘into these matters of differentiation, the various

staining methods, such as Dr. Cralg has worked
out so beautifully, a very good practical point for
him to remember is this: If you find an ameba
in the stool which moves and which contains red
blood vessels or cells, you are perfectly safe in
saying this is a harmful ameba, and not the harm-
less variety, and you will not go astray if you
consider that case of movable ameba containing
red cells as true ameba histolytica, and that, there-
fore, it i3 a case for treatment,

As to the distribution of the entameba coli, I
have been interested in it for several vears, and
1 am prepareid to say, although not ready to formu-
late statistics at the present time, that the en.
tameba coli is not the common varlety of species
in Louisiana, and in the neighboring Southern
States it has not been found common in the stools
of individuals I have examined. Just a point in
connection with that to show it does occur, I re-
cently had occasion to see a case of dysentery
which presented the clinical pleture of amebic
dysentery, but in whose stools I could never find
anything but the entameba coli. Try as hard as I
could with large doses of ‘salines, there would
alwa—s he the entameba coli. This case turned
out to be one of chronic Flexner-Harrls infection,
demonstrated by finding the aglutination reaction
in the blood and isolating the Flexner-Harris bacil-
Jus in the stools. This case would not respond
to the-ipecac treatment.

Dr. Mason's points were practical, and for one
having been an advocate of the ipecac treatment
for many years, I am always glad to hear of a
new convert. His point in regard to repeated
examinations of the stools is important. You can-
not hope to make a diagnosis of amebic dysentery
always with one examination of the stools. My
method is to make, on my first visit to the patient,
an examinatlon, passing a rectal tube with several
windows cut into it, with snares to catch the
mucus. 1 pass the tube about one foot, pull it
out with a sudden jerk, and pull out the window
portion of mucus-containing blood. If I do not
find amebae readily, I will, in addition to that,
pass the proctoscope and try to pick off from the
ulceration in the rectum pleces of mucus-contain-
ing blood. 1If that is not successful, I give the
patient salines to wash down these amebae which
may be present in the cecum or ascending or
transverse colon, as well as In the rectum. But as
1 have the conviction that the clinical picture is
one of amebic dysentery, it may take four or five
days to be absolutely certain, because there is
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only one way of diagnosing ameble dysentery,
and that is by finding amebae in the stools. There
is no other possible way. The clinical history is
not sufficiently characteristic to make the diag:
nosis.

In regard to the ipecac treatment, 1 have a few
words to say. The Ipecac treatment was gone
over so carefully by Dr. Mason that I only want
to bring up one or two points. The mode of ad-
ministration is the main thing. Again. 1 have
found. by personal conversation and in the litera-
ture, that there are those who have failed with
the ipecac treatment because they have not fol-
lowed the detailed methods of administering it.
You cannot hope to succeed in treating amebic
dysentery with fpecac If you allow a natient to
walk arcund. The patient must go to bed for two
weeks. There should be nothing short of that, no
compromise. The diet during the first week is
absolutely liquid, and the bowel is first washed
out with salfne cathartics before administering the
ipecac. The idea in my mind is this: In order
for the ipecac to reach the amebae. the bowel
must be fairly clear of all solid material, so that
it can spread and get into the crevices in every
possible way. The dosage Is an immaterial mat-
ter. T have never seen anybody harmed by ipe-
cac. and I have given 100 grains in one dose and
figured the salol contents of the pill as high as
fifty grains in one dose. 1 have examined the
urine to find traces of salicylic acid poisoning.
Nobody in my experience has ever been harmed in
the slightest by the use of ipecac or by the salol.

Dr. John T. Halsey, New Orleans—The question
of the diagnosis and treatment of ameblasis is so
important that it justifies me in taking a moment
or two of your time. I also am a convert to
Ipecac, although one of the older ones. I was
taught in my early practice that quinine irriga-
tlons and various other irrigations were useful in
the treatment of this disease, but they failed over
and over again, and T had the conviction that
amebic dvsentery was often an incurable disease.
I saw patients get well, but 1 saw a number of
them who had apparently gotten well in whom the
disease recurred. so that I heard of them later as
suffering from the old trouble and dying from it.
T think there is a possibility, when we are die-
cussing a disease like this, that the impression is
conveyed that the ipecac treatment of dysentery
is certain to cure every case of ameblasls that is
treated with it and treated correctly. I must con-
fess that although I have epdeavored to follow
out this treatment absolutely and in every detail
as it has been worked out by Simon and others,
I find it is not always successful. There Is one
great difficulty one meets with, and that is, we
cannot always get properly prepared salol-coated
pllis. and we probably very seldom can get the
salol-coated capsules. with a coating just thin
enough and not too thick. I have also repeatedly
seen the pills pass through the intestine undis.
solved. These have probably often been badly
coated pills, but especially in the cases of long
standing those poor individuals who come to one
after years and months of dysentery, and who are
bractically living skeletons, there are, it seems to
me, physiological or pathological reasons why
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salol-coated pills pass through the bowel intact.
The secretlons, particularly the alkaline secretions
of the intestine, the pancreas and liver, are very
markedly diminished in cases of extreme emacia-
tion, and I am convinced that has a bearing on
the passage in the undissolved state through the
bowel of the salol-coated pills. Understand, I am
not knocking these pills, as they are the most
practical way of giving ipecac, and are all right
if they are Lroken up in the intestines, but we
will meet with some cases in which they will not
be diszolved, and we ought to have an alterna-
tive’ method of administration, and this we have
in the old method that goes back, how many cen-
turies 1 do not know, of giving a patient who
kas been on a liquid diet ten or fifteen minims of
the tincture of opium. and half an hour or an
licur later, giving him twenty or thirty or forty
or more graing of finely powdered ipecac in sus-
pension. This method has its own great advan-
tages, and I believe is the only way in which you
can give ipecac efficiently in the particular cases
which will not dissolve the salol. That s a point
that ought to be brought out. It will stand you
in good service. .

Arother point is with reference to the possi:
bility ot surgical help in these cases. I am sure
we will all meet cases which we are not able to
cure by the ipecac or any other method of medi-
cal treatment, Such cases should be treated sur-
gleally either by appendloostomy or even better by
ileostomy or colostomy with artifictal anus, which
will keep from the inflamed, ulcerated bowel all
irritating material, which will give it physlological
rest, and at the same time and through the same
opening permit of our applying medicinal solutions
and astringents or ipecac decoctions directly into
the lower bowel. )

Dr. J. B. Wallace Tampa. Fla—As bearing on
the tmportance of this subject. I would like to
say something about the experience we had in
Tamna a few months ago. T do not know how
many cases of ameblc dysentery we had down
there; the diagnosis was made in the laboratory
in thirty-five cases, tut in addition to these, there
were about fifty cases of abscess of the liver
operated on at the local hospitals during the first
four or five months of the year. The consensus
of opinion was that the epidemic was due to in-
fection from uncooked vegetables, lettuce particu-
larly. 1t is possible that sporadic cases of amebic
dysentery occurring in localities remote from the
tropics may be due to the use of uncooked, in-
fected vegetables coming from regions where it is
prevalent. We have been thoroughly converted
to the use of ipecac in these cases. 'In referring
to the use of ipecac, Dr. Mason spoke of the time
when it should be given; we first used it in a
case where the patient was desperately ill, and
after we had unsuccessftully tried practically every-
thing else: after a few doses the patient began to
recover. The majority of our cases were rather
mild types of dysentery; in practically all the
cases of abscess of the liver no diagnosis of
amebic dysentery had been made. The history
usually given was of a mild type of dysentery .
that had not been treated. .

Dr. John L. Jelks, Memphis, Tenn.—It I loved a
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fair little lady so well as some of my friends love
fpecac, 1 would lean over and kiss her hand.
That weuld be homnge enough. 1 have seen two
cases of amebic dyvsentery thae originated in Den.
ver, Col. Amebic dysentery had appeared spo-
radically, 1 am informed by the post surgeons in
Yellowstone Park, while | was there. Lettuce and
other raw vezetables, together with the indiscrimi-
nate use of them when the soil on which they
are grown is fertilized with human excreta, is one
of the prolific sources of amebic dysentery. Why
shoulld rallroads be allowed to scatter amebae
along their lines with utter dlsregard of State
rights and with utter disregard of the protection
of our people? We know that there is the indis-
criminate Interstate distribution of hookworms
and amehae from one end of a railroad to another.
This effete material should be controlled the same
as any other dangerous products, and not scat-
tered over the ratlroads for flies to carry amebae
from there to the lettuce plants where they are
likely to roost during a hot dav. Human excreta
distributed over vegetakles and upon seeds is an-
other danterrous thing that this Government
should stop. Do not bring the excreta to your
office; take your microscope to the patient. You
mav go into the rectym and scrane the mucosa,
and if you find ulcers, there is where you are apt
to find amebae I have examined the excreta of
human bheings for ameba hystolitica. and not being
able to find it after repeated examinations, later
I have found it. When you find amebae with the
presence of neeudopodia. do not stop. but trent
the case for amebic dysentery. It is unnecessary
to have the symptom dysentery for amebiasis. 1
have operated on an enormous liver abscess In
which there was absolutely no history of dysen-
tery. Salol will.do good. and I believe it will do
more good then ipecac. and yet I know that these
rentlemen are just as honest as T am, and 1 know
that T am honest. and | am going to prove it to
them. 1 have tried the use of ipecac by the
mwouth: 1 have tried inerac throuzh salal--oated
pills. and have nut it throurh the avnendicostomy
openings in large auant'ties. I have hod doztors
testifv as to this and ratlents testifv to it.
For instance, when 1 as%ed a doctor, “Have vou
taken ipecac trratments?” he renlied, “Oh. I have
taken a neck of that.” Wiy d'd he not zet well?
He had lost 100 pounds in weight. T did not per-
form a dangerous ouveration. You have got no
richt to lose a natient by caco-annendicostomv.
Out of three ratients overated uncn. one sat un
the first dav after the overatiou: another the sec-
ond day. and the third sat un in about the third
day. Is it a dangerous aperation? No. The per-
formance of annendico-ce~ostomy is preferable to
anv other procedure. and not appendi~estomv.
which is not suitable for thesc cases. By the use of
formo-boric solution you can control the dysentery
without any great danzer and without any trouble.
You can control the diarrhea. You may give ine-
cac it you want to; but. gentlemen, treat the dis-
ease locally. 1t is a local infection of the colon.
the upper rectum and the slgmoid. But you can
treat the disease locally by nitrate of silver aonli-
catfons to the diseased area helow and by formo-
boric irrigations. That Is my treatment.
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Cr. Stevens T. Harrls, Highlands, N. C.—I have
Leen very much interested in what has been said
in reference to this subject. I have had consid-
erable experience with this disease: It was my
good fortune to be connected with the First Re-
serve Hospital in Mani'a for a while, where we
had any amount of amebic dysentery. We used
all manner of treatments there, and, of course,
as the routine treatment we resorted to inecac.
I cannct say that we feund it anything like a spe-
cific for the disease. | would like to say in re-
gard to what Dr. Wallace said in reference to giv-
ing oplum as a nreliminary procedure. giving the
ipecac In a bolus or in suspension is good treat.
ment.

There Is one treatment that has not been wen-
tioned here today which. to my mind, is the sum-
mum bonum of treatment of amebic dysentery,
and that is Irrigations by peroxide of hydrozen.
I have never vet seen a case that did not respond
to this treatment

There is one other treatment that is to be re-
memtered, and which has a salutary effect. and
that is-the use of urotropin In addition to this
treatment, It is very esséntial that the patient
sheuld recelve rest in bed. In fact. It is as im-
portant as any other part of the treatment.

Dr. J. B. E'liott, New Orleans—I{ we understand
trorouehly the patholegy of amebie dysenterv, T°
cannot see how we can use enemas or rectal in-
Jections to cure a case of amebic dysentery.
When we real'ze that the amebae are buried in
.the mucosa and sub-mucosa, and even down into
the muscle layer of the bowel, how can we ever
helieve that we can drive quinine or anything else
up into that bowel, to have it hunt out, search for
and kill the nmebae? We must act through the
blood. We must brine the opsonins. the anti-
todies to Fear. We must increase the serum and
therewith the antitodies thirough the whole course
of the large bowel. The opsonins are the cause
of the death of the amebae. They prepare the
amebae for incestion Ly the phagocytes. How ir-
rigations can hunt out amebae and strangle them,
I cannct understand.

I am a thorough convert to the use of ipecac.
A patient who came to the Charity Hospital Iast
week for hemorrhoids had a typical case of ame-
bic dysentery. The next patient came in with a
diagnosis of tuherculosis of the bowel, a very rare
disease in our op'nion. Tubercular enteritis is a
rare thing unless the lung is very much involved.
“The second case gave a history of loose bowels ex-
tending over a period of elghteen months. with
intervals of freedom from looseness of the bowe's.
These were cases of amebie dysentery. In the
last four weeks I have seen seven cases of amebic
dysentery, all of which came in either with a
diagnosis of tuberculosls of the Lowels or hemor-
rhotds. We found the amebae in the stools. We
followed this plan: We had the patients walk
over to the lahoratories, where the students can
examine the stools under the microscope, and we
rhow them the amebae. When the diagnosis of
amebic dysentery is made we follow with sixty
grains of ipecac the first night, fifty the second
night, and forty the third night. decreasing by ten
grains each night; then ten grains of ipecac every
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night for five days, and ipecac off and on again if
they should have a recurrence. In some cases I
have used coal ofl and water by enema, half and
half. and the results were fairly good when it was
first used, but I have given that up and am stick-
ing now to ipecac alone, plus rest and a careful
diet.

Dr. J. Ii. Paullin, Atlanta, Ga.—I did not have
the :leasure of hearing these papers on amebic
dysentery. but T had quite an experience with
the disease this summer, having seen an unusual
number of ciases. 1 treated the first series with
the usual routine of ipecac administered very
much a’ter the manner Dr. Elliott has been giving
it. T used also in quite a number of these cases.
and.particularly in one man who had from twenty
to thirty stools a day, and in- each stool there
were any number of the entameba hystolitica. an
Injection of argyrol, one per cent of a two per
cent solution, which is non-irritating, and the man
retained it in his bowel over night. This was the
most soothing thing as an irrigation which 1 eould
get for him. There was no other treatment re-
sorted to for two or three days until his stools
canie down to three-or four a day. I used in
other cases equa) parts of liquid albolene and coal
oll. I found after these irrigations that the number
of stools diminished and the amebae diminished
temporarily. By accident, however, I happened to
find out another drug which was used for another
purpose, and which gave me a very surprising re-
sult. I realize fully the statement I am making Is
not a conclusion, but a simple statement, and that
it is drawn from entirely too few cases. But in
one gentleman who had amebic dysentery, and
who was having from elghteen to twenty stools a
day, and who had that dysentery for two years.
off and on. examination of the stools showed any
number of entameba. He jhappened to have
£yphilis at the same time; he was given an injec-
tion by another individual of salvarsan, and within
two or three days he had a firm stool, the first
solid stool he had had in several months Ex-
amination of the stools alter that did not show
any entamebae. 1 do not know whether he is
well yet or not. It may be simply a coincidence. T
happened to have had one other case of amebic
dysentery, the patient receiving an intravenous in-
jection of neosalvarsan with the same results.
This was only two weeks ago. The second vatient
did not have syphilis, tut amebic dysentery. He
received intravenous injections of neosalvarsan,
and my attention was directed to the possibility
in this case of the value of this drug, and 1 wou'd
not say that these cases are well. However, |
have not found entameba in the stools since the
Injectlon. My attention was directed to that
agent by Dr. Ballinger, who happened to have
given salvarsan {o a man who had had dysentery
for a considerable length of time. and at the
same time he had syphilis. As to whether it is
worth anything or not, I do not know. As I said,
there have been no symptoms of dysentery nor
entametae in the stools since. I have found some
patients who could not take ipecac, and in those
recently T have given them the deodorized tinc-
ture of opium beforehand or a hypodermic injec-
tion of morphine The ipecac seems to upset them.

I8

I have also used salol-conted pills In these cases
who could not take ipecac. I have treated them
in that way. then I have put the salol-coated pill
in a capsule, and then put the capsule in a one
per cent solution of formaldehyde and water.
This hardens the gelatin of the capsule, and by
drying U for a certain length of time it will not
dissolve in the stomach. | have found some
patients wko would become nauseated and de-
pressed from the use of ipecac. In these cases |
have given the patients flower of sulphur. Of
course, the flower of sulphur will produce in these
patients a slight diarrhea. It has caused, at times,
a temporary disappearance of amebae from the
stools. As to whether that is worth very much
or not, I do not know. The cases are very few,

Dr. William Litterer, Nashville, Tenn.—With
reference to the distribution of the entameba coli,
I cannot subscrite to the statement that has been
made, that it is not widespread. [ am only |
speaking from my investigations In the city of
Nashville and State of Tennessee I find that it is
quite prevalent there. We found the entameba
coli in a number of cases, and we have found it in
conditions other than regular amebic dysentery.
By giving the patients a saline purge it will bring
out occasionally the amebae.

As to the differentiation in fresh specimens, I
think it is quite difficult to tell the difference be-
tween entameba coli and hystolitica and the tetra-
gens, and this is especlally true if you have not
the phagocytosis or the red blood cell, a point
made by Dr. Simon, and which T heartily endorse.
1 believe that is a safe rule to follow, that unless
you have them it is difficult to tell the difference
in the Mving culture without staining, and espe-
cially in the encysted stage. We get specimens
sent in by means of which it is easy to diagnose
entameba coll. By letting the specimen stand for
forty-eight hours you can ree the nuclef. and that
will tell you at once as to whether it is non-
pathogen’c or not. As Dr. Simon has pointed out,
where you find these red blood cells going on.
and you are treating some of the cases, vou will
have ameba hystalitica in which there will be no
red blood cells engulfed.

As to the treatment, I have been an advocate of
the use of Ipecac in these cases, It Is certainly
convineing, alter you once give this medicine. to
see the disappearance of the hystolitica. Often
you cannot revive them if you have scraped the
ulcers. They appear to be dead or paralyzed in
some way

With Dr. Jelks, T believe the best means fn mak-
Ing a diagnosls is by examining the serapings
from the ulcers. The rectal tube is the second
best means of making a diagnosis, but the scrap-
ings of the ulcers is the best, and even then some-
times you may not be able to find the amebae.

Dr. C. C. Bass, New Orleans.~—I should like to
point out a possible error in depending upon
scrapings from the rectum and lower bowel for
the diagnosis of amebic infection. We must fully
realize that the pathologic leslons of this disease
are located chiefly considerably above that point,
and especially about the flexures and frequently
at the cecum,

With reference to examining the sigmoid with
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the proctoscope, If we only go that far with our
examination and treatment of the ulcers present,
I am afraid it would not have a great deal to do
with curing a case of amebic colitis. It may and
probatly Is the best method of curing chroule
ulcers or amebic ulcers, or any other kind of
ulcers in the rectum and lower bowel, but when
we consider the disease amebiasis, it is highly
fmprobable that the treatment of a few ulcers in
the rectum would have much to do with curing
the disease, which nsually extends to the cecum.

Dr. John L. Jelks. Memphis.—I find the amebne
in the appendix oftentimes.

Dr. Bass—Yes, but you cannot reach the appen-
dix or anywhere near that with the proctoscope.
There is # great distance between the appendix
and rectum that cannot be reached either by op-
craticn on the appendix or by the proctoscope.

Lr. Charles F. Cralg, Washington, D. C. (closing
the discussion)—In Dr. Mason’s paper mention s
made of the percentage of ceoli infections, and 1
stated that the percentage varies greatly in dif-
ferent localitles, and 1 have no doubt in some
localities you will find practically no infection
with coli. while in others you will find a large per-
centage. While I was in San Francisco I exam-
Ined about 1e young men, soldiers, men from al
parts of the country. and found sixty per cent of
them infected.

Dr. Mason—Had these soldiers been examined
Liefore going to the Philippines?

Dr. Cratgz—Yes; they were recruited from all
parts of the United States and were examined be-
fore they went to the Philippines, and sixty per
cent of them showed coli Infection. It looks,
therefore, as though the coli infectlon was pretty
widespread A point of great importance is the
number of specimens examined. One ought to ex-

amine eight or ten to be sure the organism is not’

there. If that number of specimens be examined
in every case you will find, | believe, that from
twenty to fifty per cent will show coli infections,
If a large number of people be examined. You
will find local epidemics where people are rein-
fecting one another continually, and in such
places you would have a high percentage.

I want to endorse the statements regarding the
treatment of dysentery with {pecac. I had the
good fortune to be stationed at San Francisco in
the Army General Hospital when we had hundreds
of cases of amebic dysentery returned from the
Philippines. \We gave quinine injections, and
argyrol injections, and I agree with Dr. Elliott in
asking, how one can expect to cure ameble dysen-
tery by washing the amebae from the wall of the
intestine, when they are also embedded deep in
the sub-mucesa and the caplllaries of muscular
tissue?

Dr. Harris.—DId you try peroxide ot hydrogen
irrigations? .

Dr. Craig—Yes, and with only temporary benefit.
If we remember. these organisms are too deep in
the tissues, the ones that are doing a great deal
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of damage, (or the Irrigatious to reach. While the
irrigation treatment will do some good, and will
get rid of a large number of amebae and prevent
some ulceration, it will not gfect the amebae sit-
uated deeply in the tissues. The ipecac does that,
but how it acts we do not know

Dr. Elliott’s idea of the use of serum is a good
one, but according to the recent work done by
Rogers, Ipecac is considered the specific against
amebae. In other words, he is treating all dycen-
tery cuses by the intravenous injection of emetin,
one of the active principles of ipecac, and is get-
ting marvelous results. He is treating these caseg
from within instead of from without.

The relation of amebae to pellagra is one of
coincidence. A large number of patlents affected
with pellngra will show amebae in the stools, and
the amebae may aggravate the disease, but there
Is no direct etiological relationshin, in my estl-
mation,

As regards the method of transmisslon of ame-

bic infection, the idea put forward Ly Dr. Stmon
regarding bananas is one that deserves attention.
The class of people who pack bananas and
handle them are apt to infect bananas with
fecal materinl. There are a lot of people in
tropical countries who are not very careful
about hygiene. The idea we uséd -to Have of
water being a great source of amebic jnfec-
tion is gradually belng given up. 1 know when
I was in Manila the water supply was badly in-
fected, and we could cultivate amebae from the
water, and a great denl of discussion arose as
to whether, when we put in a new water supply
there, we could get rid of the amebne by filtra-
tlon. They have a new water supply, but the
amebae still come through. But these amebae are
not pathogenic amebae, and Walker has pointed
out that if you add feces to distilled water or
common water and allow it to stand, the parasite
amebae cannot live for any great length of time
in water. The general opinfon of Walker, in the
Philippines, and of Darling, in Panama. is that
amebic dysentery is transmitted only occasionally
by water. It is generally transmitted by direct in-
fectlon of food with feces, simply contact cases.

With regard to the distribution of amebic dysen-
tery, I agree with what has been said, that it Is
not confined to the South. I have seen cases origi-
nating in Ilinois, Minnesota and Michigan, and
they are being continually reported. Of course,
we have more amebic dysentery in the South than
in the North, but we have it all over the country.

Dr. E. M. Mason, Birmingham (closing the dis-
cussion)—I have been much edified by the liberal
discussion on the subject of amebiasis. The time
is passing rapidly, and I shall not continue the
discussion except to say to my friends who oppose
the ipecac treatment, that I sympathize with them
thoroughly, because I felt exactly that way my-
self a year ago, and I believe that in time they,.
too, will be saved. (Laughter.)



