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must be employed.! Of the two, I rather prefer the ureteral cath-
eter for most cases. This is especially true if there is any tuber-
cular lesion of the bladder, for in such cases contact of the segre-
gator with the ulecerated bladder wall is likely to provoke a hemor-
rhage sufficiently profuse to nullify the result of the examination.
Tt is scarcely necessary to say that the insertion of a ureteral cath-
eter into a ureter whose mouth is tuberculous is quite uncalled for.
The duct undoubtedly leads to a tubercular kidney. It is the oppo-
site and apparently healthy kidney that requires catheterization.

The examination of the urine obtained by the ureteral catheter
should be both bacteriological and chemical. The pathologist
should seek for tubercle baeilli, for the evidences of surgical inflam-
mation, and for evidence of the renal function. The surgeon is not
justified in assuming that this kidney is in a satisfactory condition
unless the urine obtained from it shows (1) no tubercle bacilli, (2)
no pus, (3) no more than a trace of albumin and a few casts, and no
marked decrease in the excreted solids. It is worthy of note
that a very considerable proportion of those persons who die at a
greater or less length of time after a successful nephrectomy for
tuberculosis lose their lives on account of amyloid degeneration or
chronic nephritis of the opposite kidney. Another point that must
be determined is the presence of tuberculosis elsewhere in the body.
I need only enumerate the lungs, the testicles, the vesicles, and the
prostate as probable seats of tubercular deposit.

The nature of the lesion in the kidney can be determined only by
a just appreciation of all these data. The surgeon is not justified
in assuming that he has to deal with chronic caseous tuberculosis
(the only form of the disease for which a radical surgieal cure can
be expected) unless he knows that the tubercular lesion is confined
to one kidney; and he eannot justly expect to achieve such a radical
cure unless he knows that the disease exists only in a mild or latent
condition elsewhere in the body. Thus tuberculosis of the ureter
and of the adjoining portion of the bladder is no contra-indication
to nephrectomy, nor is a slight lesion of the lung. But the presence
of active pulmonary or genital tuberculosis will usually nullify the
effect of the most successful nephrectomy.

Proanosts
The prognosis of tuberculosis of the kidney depends upon the
nature of the lesion, the age of the patient, and the presence of le-

1 £ the case is known to be tubercular, the cystoscope or the segregator should
never be employed academically for the mere purpose of distinguishing the extent
of the bladder disease, but only as a preliminary to nephrectomy.
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tainly he can never feel sure, so long as the patient lives, that the
tubercular kidney is not complicated by some other lesion. The
gravity of this doubt is impressed upon us by the unexpected failure
of some of the most promising cases. For tuberculosis of the uri-
nary tract is a no less treacherous disease than that of the respiratory

tract. In some cases it is chronic and advances but slowly, in others
it is frightfully malignant; and we have as yet no absolute criterion
by which to distinguish the two classes.

Such being the case, the operative treatment of tuberculosis of
the kidney must be recognised as palliative only—that is to say, the
surgeon may chance to control the disease by extirpating the kid-
ney, but the probabilities are against him; and, inasmuch as he
cannot feel sure that the procedure is radical, I think it only just
to class the operation as a palliative measure to be employed when
hygienic treatment fails, and when employed to be followed by a
further course of hygienic treatment in order to complete the cure.
Nephrectomy for tuberculosis should hold the same place in refer-
ence to hygienic treatment as urethrotomy for stricture does to the
employment of sounds. I have nowhere seen a set of cases more
beautifully illustrating this relative uncertainty of operative treat-
ment than that recently published by Dr. Tilden Brown,! of this city.

Operative Treatment.—In spite of the fact discussed in the
preceding paragraphs that, strictly speaking, all operative treatmenf
for renal tuberculosis is palliative, it is convenient to distinguish
between those operations employed for the avowed purpose of eradi-
cating the disease and those employed to relieve symptoms or fo
prolong the patient’s life. - The so-called radical operations are
nephrectomy, nephro-ureterectomy, and partial nephrectomy. The
operative technic of these various procedures is deseribed in a subse-
quent chapter. The indication for nephrectomy is the existence of
advanced localized chronic tuberculosis of one kidney. When the
kidney is known to be seriously damaged by the disease and the
opposite kidney known to be sound, and no active tuberculosis can
be discovered in the genital tract or in the lungs, it is proper to
extirpate the tubercular portion of the kidney or the whole kiduey
and the ureter as well, if necessary, in the hope of relieving the
patient of his main foci of disease. The presence of tubercular eys-
titis about the mouth of the ureter, or of a chronic circumseribed
tuberculosis in the lung, is no contra-indication to nephrectomy. The
statistics published by various surgeons show that patients do about
as well after operation whether the bladder is involved or not. In-

1 Boston Med. and Surg. J., 1901, exliv, 513.

TUBERCULOSIS OF THE KIDNEY 609

deed, Israel’s detailed descriptions in most cases show a spontaneous
cure of the vesical lesion within a year after nephrectomy.

For the same reason there is no absolute need for total ureterec-
tomy unless the duct is very seriously diseased. A moderatelv in-
ﬂﬂmw.l nretef will atrophy spontaneously after nephrectomy in 9 ::ases
out of 10.  For the same reason again, it is proper to perform partial
nephrectomy upon cases showing macroscopical lesions of only one end
of the kidney. It is true, as some authorities contend, that the oppo-
site pole of the kidney probably contains some tuberecles: but just as
the ureter and bladder will heal spontaneously after the ufain focus of
disease has been removed, so, I believe, 111&5' the lesser renal lesions
he L:}::per:tcd to disappear after extirpation of the disorganized tissue.

To pursue t_hc argument still further—further, indeed, than most
surgeons are willing to pursue it—1I cannot indorse nephrectomy for
tuberculosis in its earliest stages. I believe that the beginning of
the disease in the kidney may be checked and cured as pronlbpt]\'
and effectively by hygienic treatment as ean its beginnings in the
long, and I therefore restrict nephrectomy fo those cases fwh-icmfr;
do nol respond to hygienic measures. The knife is called for if
the patient progressively loses weight or if in spite of palliative
measures the kidney fills with pus.

Nephrotomy is the recognised palliative surgieal treatment for
rectomy has a fair chance of controlling the disease, but neph-
rotomy seems only to hasten the patient’s downward course. Yet
m some cases when both kidneys are so involved that nephrectomy
cannot be undertaken, and one of them is suppurating freely, nepi‘t}f
rotomy must be performed to open the abscess and afford a ’temp0~
rary relief, however unpromising may be the ultimate outlook. Curi-
01'153__\‘ enough, it would seem that in some of these cases nephrectomy
gives better results than nephrotomy, even though the opposite kid-
ney 1s somewhat diseased. Secondary nephrectomy, after an unsuc-
Peslsfnl nephrotomy, does not show so great a proportion of cures as
primary nephrectomy. Yet, in the presence of pyonephrosis or
perinephritis it is sometimes wiser first to incise. and then to re-
Il_love_ﬂ':e kidney when the patient is somewhat relieved of his sep-
ticemia. Yet even in these cases nephrectomy (if done at all) should
be done within a few weeks of the nephrotomy, for after neph-
rotomy the tubercular kidney is peculiarly pr(;ne to form dense
adhesions with the surrounding tissue. :

Statistics—T append the operative statistics of those surceons
Who have had the widest experience in this field. T allow the ﬂZ‘ures
to speak for themselves. :

tubercular kidney it is a very unsatisfactory meas 7
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Thus 1569 patients were operated upon; 61.68% of them were
deemed fit subjects for primary nephrectomy: of these, 124 died
as a result of the operation; 8% were unrelieved and died soon after
(total immediate mortality, 20%) ; 7% died later of the disease, and
64% were apparently cured.

Nephrotomy was performed upon 88.81%. The total immediate
mortality was 16%; 24% died later of the disease, 349 underwent
secondary nephrectomy, and only 124 were apparently cured.

Only 5.66% were deemed fit subjects for partial nephrectomy, and
444 of these relapsed and underwent secondary nephrectomy, while
55% were cured.

Secondary nephrectomy was necessary in 15.09% and netted an
operative mortality of 8%, a total immediate mortality of 124 (con-
siderably less than that of primary nephrectomy), a secondary mor-
tality of 20% (considerably greater), while 624 were ecured (about
the same).

Cures from nephrectomy are known to persist twenty-one years,
twelve years, eleven years (3 cases), ten years; in 13 cases from five
to ten years; in 13 cases (2 partial nephrectomies) from three to five
years, and in 15 cases (1 partial nephrectomy) one or two years.

Nephrotomy cures are known to persist two, four, and five years.

In short, of 159 cases 31 (194) died shortly after the operation ;.
24 (15%) were temporarily relieved, but died later of the disease,
and 90 (56.6%) are believed to be cured ; though in only 34 of these
(20¢) is the cure known to have persisted for three years or more.

After-treatment.—The after-treatment of operative cases is the
same as the preliminary treatment. [t consists in antitubercular
hygienic measures. The special complications of the various opera-
tions do not concern us in this place.

Medical Treatment.—A critical survey of the original sur-
gical reports quoted above leaves the impression of uncertainty fixed
in the reader’s mind. While many of the operative successes are
brilliant to the last degree, and while the knife saves some cases that
have sunk to a depth where recovery seems impossible, yet the ele-
ment of uncertainty prevails and the most promising case may go
entirely wrong. Therefore it is that while the disease is purely
tubercular and uncomplicated by any mixed infection, pyonephrosis
or perinephritis, hygiene and mediecal treatment are more likely to
succeed than the knife with its associated shock and a more or less
prolonged after-treatment in unhygienic surroundings.

T find no satisfactory statisties showing the results of medical
treatment upon renal tuberculosis; indeed, from the very facts of
the case, the surgeon who makes the diagnosis must send the patient
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to some health resort in order to do him justice, and thus, in the
majority of instances he loses sight of the case. . =

Yet in every discussion of surgical reports upon this subject
some few men will be found who record their belie‘lf in the satisf;.u':—
tory results of hyeieme. The abso]ute_ diagnosis of tnbm‘(-.lﬂ_zu' 1\'_1('1—
ney, except in its advanced and obviously snarglcal (':01"1dlt1011s, is
such a recent refinement of science that few of us can feel sure of
spontaneous cures, and only in a few instances has the ::Ieml—h:.-usg
disclosed healed lesions of renal tuberculosis. Yet I have seen several
cases, most of them obviously inoperable on account of the extent f)f
tubercular involvement, go on for many years, better or worse, in
accordance with the amount of care they took of their physical condi-
tion. I believe appropriate hygiene will almost always c‘:_hecl; the
disease and in many cases will prolong life indefinitely, while T look
forward to the time when we can say with certainty that 111(_‘rli(tal
measures promptly undertaken and thoroughly ‘zu‘rield out will be
probably curative. There are no specific drugs for this form of 1.1;.e
disease: creosote has a record of cures and so has ichthyol, but cli-
mate and hygiene are our chief dependence.

THAPTER “XTIT
CYSTS AND TUMOURS OF THE KIDNEY

CYSTS

Frve varieties of cysts occur in and about the kidney. These

are:
Multiple small cysts.
Large simple cysts.
Cystic degeneration.
Echinococeus cysts.
5. Paranephritic cysts.

1. Multiple Small Cysts.—Multiple small cysts are those
dilatations of the renal tubules that are often seen in kidneys affected
with chronic nephritis. They usually occur in the cortex and often
project beneath the capsule. T hey may be single or multiple; they
do not seem to attain a large size and are of purely pathological in-
terest.

Paranephritic cysts also may be dismissed with a word. They
are cxtremely rare; they may arise from the suprarenal capsule;
they may be hydatid or the result of an encysted perinephritic hema-
toma. They are not distinguishable from other cysts of the kidney
except by exploratory ineision. Morris has collected their published
records.

2. Simple Cysts of the Kidney.—It is not necessary to
delay over the debated pathogenesis of this condition. Suffice it to
say that single, large serous cysts are occasionally found projecting
from the surface of the kidney. Such cysts may be single or multi-
ple. They may be associated with chronic interstitial nephritis;
they are rarely bilateral. The contents of the cyst are serous or hem-
orrhagic, never urinous. Such cysts give rise to no symptoms unless
they attain such a size as to produce a tumonr or to eause pressure
pain. Under these circumstances the tumour 1s habitually mistaken
for hydronephrosis, renal echinococeus, ovarian eyst, or some other
tumour.  Exploratory incision reveals the nature of the disease.
The proper treatment of such cysts is to excise them with the adja-
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