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tuberculosis, but it”is not unusual to find advanced
cavity cases with a blood picture not far from the normal.
There is no doubt an oligeemia which can be accounted for
by the general loss of weight, sleep sweats, diarrheea and

‘expectoration, which must tend to lessen the quantity and

drain the elements of the blood.

The hamoglobin content shows no characteristic
changes as a result of tuberculous infection. A mean of
a large number of heemoglobin values of patients in differ-
ent stages of the pulmonary disease gave an average of
75 per cent. heemoglobin in all irrespective of the stage of
the disease.

There i3 no appearance which can be considered as
pathognomonic of tuberculosis as regards the condition
of the leucocytes of the blood. Craig (1905) has obgerved

. . . . . -
a leucocytosis in tuberculosis advancing with the steme
of the disease from 10,000 in stage I to 14,000 in stage 1T

. with a decrease of the eosinophiles. Ullom and Craig

(1905) shewed that increase of lymphocytes in the bloogd
corresponded to increase of resistance in the patient to
tuberculosis and Webb and Williams (1909) conﬁrmed.
these results by their observations in a number of cases.
These latter workers found that lymphocytes increased in
number by residence in high altitudes and the correlation

1

between such increase which has been confirmed by later o

observers and the improvement in the pulmonary condi-
tion by a change to the mountains is of interest from 2
pathological standpoint.

Watkins, Wright and King (1911) consider that the
percentage of leucocytes closely corresponds to the condi-

/" i sb,;. > of the patient and the activity of the disease.
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Bender and De Witt by experiments on animals
shewed that in acute tuberculous infectidn, there is either
a terminal leucocytosis or a leucopenia, a progressive de-
crease of lymphocytes and an absence of eosinophiles,
whilst in the chronic form no marked changes oceur in the
leucocytes.

Scholz (1912) showed that in cattle and other animals
polymorphoneuclears decreased and lymphocytes, mono-
neuclears and eosinophiles increased in recent tuberculous
infection.

Murphy and Taylor (1914-1919) proved by experi-
ments on animale that by increasing the lymphocytes by:
innoculation with cancer cells, resistance to tuberculosis
was also increased in the animals.

s Calmette (1920) by an exhaustive study of the patho-
‘og;f of the blood intuberculosis gives 3 different formule
for leucocytes—(1) moderate leucocytosis, pronounced
lymphoeytosis and slight eosinophilia in benign fibroid
cases, (2) hyper-leucocytosis, abundant polynucleosis and
diminution of lymphocytes and eosinophiles in massive
infection and severe toxwmia, and (3) marked hyper-
leucocytosis with 90 per cent. polymorphoneuclears and
diminished mononeuclears and lymphocytes and almost
#bsent eosinophiles in sinking cases.

© Bergel thinks that high mononucleosis is a defensive
element in tuberculosis and is of favourable significance.
Webb, Gilbert and Newman give the following lymphoeyte
counts from a survey of 400 cases of tuberculosis :—

i. Normal individuals .. .. 43 per cent,
ii. Arrested tuberculous cages .. 45
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1. Improving cases . 37 por cent.
iv. Failing cases .. .. 24

b3

v. Dying cases.. .. .. 16

2

They found that in children lymphocytes are normally
higher than in adults and in children with arrested tuber-
culosis lymphocytes are the highest, They stressed thig
point so much that they considered that children with
less than the average number of lymphocytes

_ in their
blood required a thorough overhauling,

Rosenthal (1923) considered that a high lymphoeyte
count s a favourable sign in tuberculous infection, whilst
a low count means a bad prognosis, though exceptions are
occasionally seen to this rule. 30 per cent. lymphocytes

and 4 per cent. eosinophiles was in their opinion a favour-

able count. °
o

Eicke considers that marked leucoeytosis and ab‘:i"

sence of eosinophiles is of bad augury and that a high

lymphocyte count and eosinophilia are of good prognosis,

McDoughall says that when secondary infection of
cavitation sets in, there is polymorphoneuclear leucocyto-
sis and Stein and Urbmann go to the extent of affir
that absence of leucocytosis means absence of cavit
pulmonary cases. Leucopenia however sets in i
tuberculosis.

ming
miliary

3,
Grawitz considers the degree of leucocytosis gives

an indication of the stages of the pulmonary diseage,

It is reasonable to conclude from the above observa.-
tions that the tubercle toxin inhibits leucocyte production
in the bone marrow and that the toxing of Secondary

ies in
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organisms like the pneumococcus, streptococcus, etc.,
stimulate the bone marrow to produce leucocytes.

An increase of blood platelets indicative of increase
of opsonins has been described by Webb, Gilbert and
Newman. The presence of the leucoeytic inclusion bodies
described by Dohle in tuberculosis and other infectious

“diseases has been confirmed by Tominaga and others.

Their increase in a case is supposed to indicate the serious-
ness of the disease and to have a bearing on the prognosis.
When Dohle’s bodies are present in over 50 per cent. of
the leucocytes the prognosis is said to be grave.

Arneth’s Index.

Ever since Arneth (1904) described the leucocyte
picture which he considered to be characteristic of tuber-
6111(rsis and other infectious diseases, a good deal of work
has been done to prove the correctness or otherwise of his
views. Arneth considers that when an infectious disease

gets worse, younger forms of leucocytes with less number

of nuclear lobes are set free from the bone marrow in
large numbers, so that an index *shifting to the left* he
considers to be of definitely bad prognosis. Arneth is of
opinion that the myelocyte which is the youngest leucocyte
gets its nucleus gradually indented and ultimately lobu-
Iamd, go that in infectious diseases the immature forms
are liberated in large numbers increasing the percentage
of the uni- and bilobed leucocytes. Gulland and Goodall
note that an unusually large number of neutrophiles with
rounded and kidney-shaped nuclei indicates severe in-
fection. Thestandard in normal health of Arneth’s count
has differed with different observers (vide Table I).
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Table I--—-Arneth’s count tn Normal health.
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Leucocyte of Class I+ 5 12 5 8 { 25 9 6
. . I 35| 2|2 | 28 t 16°2 | 31| 1
. . II, 41) 46 |36 | 42 1356 | 43| 60
. . IV{ 17| 13|28 | 22186 | 15| 18
¥ " V. 2 2| 5 22 ' 5 2 5

The following figures represent the results obtained
by different workers in the respective diseases indicated
in the table. The index is obtained by adding up the
percentages of Class I, Class II and 3 of Class ITT, which is
the method recognised by most people as the best one of

representing the index :—
Table I11—Arneth’s count in Pulmonary Tuberculosis.

Class of leucocyte - o "
Aut,hority. Condition, J i'r‘é 2
I \m\lvl v 24
Ameth . .[Normal hedlth .. B 35 M1 [1T] 27605
. . .|Acute Miliary ..}136 56 | 8 01 0196
Tuberculosis.
” . .|Acute T.P. 14 156-5/24-5/4'5 10-5 837
. |Advanced Active T. P.129°5/60 | 9 1'5 10 90
(,OOke JAT.P. 120 130 |42 810 711
Hamiiton Bla.ck .{Chronic T. P 31 134 28 710 {79
Taylor ..|L.P. .. .31 7 |10 210 o3
Bushnell and T.P. .. SN O IV SV R B 110 ¢
Treuholtz.
Webb & Williams | |, .. R N R U I (1%
Minor & Ringer .| ,, .. S L N R 7. 1Y
McDoughan N . R R .. e . .. 157
Miller & Reid ..{ ., .. NS S I I R I 7T
Normal health .06 [11 |60 (185 47
Early tuberculosis . |7 116 55 |17|5 505
Advanced T. P. ..18 [14 (58 |16 14 {51
Ours )| (anatomically)
Advanced T. P. .. 8 |10-565 |13 | 3551
(toxaemic)
Fibrosing T.P. .16 19 69 (2115 1445
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As will be seen from Tables I and II the range is
so wide of the figures given by different observers for
normal and for infective conditions, that each observer
must construct his own figures in his own work.

Pappenheim gets his leucocyte index by totalling
the number of segments in 100 neutrophile leucocytes so
that his figures vary between the two theoretical extremes
of 100 and 500.

Taylor and Wilson consider that an Arneth’s index
between 40 and 60 indicates normal health or very early
T. P. and marked laevo-deviation and indices of 75 to 95
or more indicate severe infection. Prognosis can be
given often without seeing the case by simply noting
whether there is laevo or dextro deviation. Extensive
laevo deviation even with an apparently early condition
is of bad prognosis and absence of laevo deviation in
anat dmically advanced disease is of favourable prognosis.

Our figures obtained from an analysis of 122 cages
though quitedifferent from Arneth’s and others’ have been
fairly consistent as regards the deviations though the very
great laevo deviation observed by Arneth is not so evident.
The counts of the unilobed and bilobed nuclei have been
very low in our series and the Arneth’s index has in conge-
quence been much lower. Tt is interesting to note that an
index of 47 in normal health, rises to 50'5 in the early
cases, 51 in cases advanced either from the anatomical
or systemic sense, falling to 44'5 again in fibrosing and
recovering cases. That the index in ﬁbrosmg cases
is even lower than in normal subjects, is probably
due to the fact that a good number of our normal subjects
were from amongst patients who attended the Tuber-
culosis Institute for chest complaints and were diagnosed
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as non-tuberculous respiratory affections. The possibility
of a few of these cases being incipient or hilus infections
and the fact that they were not strictly normal subjects
even if non-tuberculous, coupled with the fact that most
of the fibrosing cases were under the best dietetic and
hygienic conditions of the Tuberculosis Hospital, presum-
ably accounts for the apparently higher index in the normaly
than in the * fibrosing cases.’

We agree with McDoughall that there is a paucity
of class IV of the polymorphoneuclear- in advanced tuber-
culous conditions the figure for our toxaemic group being
the smallest, viz., 18% and that for the fibrosing cases
being the largest, viz., 21%. It means that the leucocytes
with the most defensive power are scarce and the mono
and bi-lobed leucocytes with poor phagocytic power are

more abundant. 4
Differential Count. B

This has given quite consistent results in our ham;ls.
An increase of polymorphoneuclears is synchronous with
advanced disease coexisting with a diminution of the
lymphocytes. There is an increase of lymphocytes in the
early stages of tubercvlosis (21'5%) and the same high
lymphocyte count (22%) is observed in the fibrosing cages
as well. There i3 marked diminution in their number in
the more advanced and toxic types of the disease (17%.to
15%). Kosinophiles which work out at 2%in the norimal
subject, form 3:5% in the early stages of tubereulosis going
down to 2'5% in the more advanced stages and 29 in the
sinking cases. The persistence at the comparatively low
figure of 2'5 in the fibrosing cases is probably due to
experimental error, the number of such eases in our series

having been small,

] »

»
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Table 111—the differential Leucocyte Count in
different stages of Pulmonary tuberculosts.

i ‘ Differential count.

Polymor-{ Large |Lympho- Eosino-

Class of cases. l
phos. | monos. | cytes. | philes.

Non-tuberculous cases 1 T2% | 4°5% 1 219 29,
Early tuberculous cases ¢ .. | 69°5%, | 5°5%, | 21'5%, | 3-59,
Advanced tuberculous cases

(anatomical) .. 1 T55% | BY, 17% 259
Advanced tuberculous cases

(toxaemic) .. .. | 18%, A 15%, 29,
Fibrosing cases .. ] T1% 45 229, 259,

REFERENCES

1. Arneth—The neutrophile leucocytes in infectious diseases
Deut. Med. Woch. XXX-54-1904 and later papers.

2. Bender L. and DeWitt, Lydia M.—Haematological studies in
Experimental tuberculosis of the guinea pig—Amer. Rev.
of Tuber., Vol. 8, 1923-24, p. 138.

3. Bergel—quoted by Webb, Gillbert and Newman—Amrican
Rev. of Tuber., Vol. 6, 1922-23, p. 1073,

4. Calmette, 1920, quoted by Webb, Gillbert and Newman.

5. Craig—Amer. Jour. of Med. Science, 1905, 130-386.

6. Dehaye A.—Rev. Belge, de 1 Tuber., Jan. 1924, No. 1-L.—
reviewed in American Rev. of Tuber., Vol. X1, No. 2, p. 30.

. Eicke 0.—Prognostic value of Blood counts in Pulmonary
Tuberculosis—Reviewed in American Review of Tubercu-
losis, April 1925, Abstracts, p. 47.

8. Tishberg—Pulmonary Tuberculosis, 1922.

9. Gulland and Goodall—The Blood, p. 77.

10. McDoughall, J.B.—A study of the leucocyte count in Pul-
monary Tuberculosis—Brit. Jour. of Tuber., Oct. 1916,

page 159.



A

io THE MADRAS MEDICAL JOURNAL

il.  McDoughall, J.B.—Study and criticism of the morphological
variations in the nuclei of the polymorphonuclear neutro-
phile leucocytes in Pulmonary Tuberculosis—Brit. Jour.
of Tuber., Vel. 1I, 1917, p. 66.

12, Murphy and Taylor, 1914-1919—Quoted by Webb, Gillbert
and Newman.

13. Rosenthal, K.O.—The prognostic value of the leucoeyte
count in Puhmnonary Tuberculosis—Deut. Med. Wovch.
Reviewed in Tubercle, April 1923, 315.

L. Schols, 1912 —Quoted by Webh, Gilbert and Newnan,

15. Taylor F. E. and Wilson H.--The value of Arneth's leucocyte
count in Pulmonary Tubceculosis ~Brit. Jour. of Tuber.,
Nol. X1, 1917, page 112.

16. Tominaga T.—The clinical value of Arneth's leucocyte count
and Dohle’s [nclusion hodies in Pulmonary Tuberculosis—
Brit. Jour. of Tuber., Vol. XV, 1921, page 159,

17. Watkins, Wright and King, 1911--Quoted by Webb, Gilbert

and Newman,

18. Webb, Gilbert and Newman —Arch Inter. Med, l9li14,
page 743.

18. Webb, Gilbert and Newman—Arch Inter. Med., 191414,
page 743

19. Webb, Gilbert and Newman—The lymphocyte index in
Tuberculosis —Amer. Rev. of Tuber., Vol. 6, 1922--2,
page 1073.

20, Webb and Willliams—Some Haematological studies in Tuber-
culosis Trans --Nat. Assoc. for Study and Prev, of Tuber.,
1909.

NEW IDEAS ABOUT THE DIAGNOSIS AND -
TREATMENT OF DIABETES MELLITUS—[]. ©

By Dz. B.V. VARADACHARIAR, B.A., M.B. & o.u.
THE MODERN TREATMENT OF DIABETES BY pIET.

Till recently, the dietetic treatment of the disease
consisted In limiting the carbohydrate or the starchy
toods and giving plenty of fats and proteins instead.
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This was based on the assumption that the carbohydrate
metabolism was the only one at fault. Now it is establish-
ed that all the three kinds of foodstuffs, namely, carho-
hydrates, fats and proteins are involved in the disordered
metabolism. (This was already pointed out in the hegin-
ning of . this lecture.) Consequently the principle of
reétricting the carbohvdrate and giving excess of the other
kinds of foods, has now heen abandoned and a well-
halanced diet consisting of all the three kinds of foodstuffs
mixed in proper proportion based on the metabolic needs
of the body, is now advised.

Tt isDr. Allen, the great American worker in diabetes
who conducted experiments on animals and placed the
dietetic treatment of diabetes on a scientific basis. A hrief
ieferpnce to his experiments is not out of place. He re-
mov‘;éd a large portion, 7.c. 9/10ths of the pancreas of a dog
leaving behind a small portion, .e. 1/10th only. This pro-
duced diabetes in the animal. When the dog was given a
large carbohydrate or a fat diet, the animal got thin
gradually and died soon. But when it was fed on a low
diet containing all the three kinds of foodstufls, it kept
up its health and no glycosuria followed. When the
cacrbohydrate was restricted, but the fats and proteins
were in excess diabetes followed. This showed that res-
t;;ction of carbohydrate alone did not help in the experi-
mental diabetes, but all the foodstuffs had to be propor-
tionately limited. From these observations, Allen in.
ferred that human diabetes also should be treated on the
same lines, 7.c., the minimum of food necessary for the
requirements of the body containing all the foodstuffs
should be given, if improvement were to follow, It is op
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this principle that the modern.dietetic treatment of dia-

betes is founded.

Allen’s dietetic treatment—=Starvation treatment—Treatment
by alimentary rest. |

The principle of this treatment consists of two main
stages :—{i) to starve the patient till his urine is free from
sugar and then (2) to give him gradually increasing
amounts of different foodstuffs, in ordec to find out how
much diet he can tolerate, without passing sugar in the
urine. That diet with which he just begins to pass sugar,
is his tolerance limit and that will be his final diet, which
he should go on taking for ever afterwards.

The patient should stay in a hospital for the first few
days or be must stay quietly at home without dojne any
work. For the first 2 or 3 days no treatment is ;iven.
The patient is given his ordinary food, his symptomg and
physical signs carefully studied. A specimen of 24 Rours
urine is examined and the amount of sugar per oun(?e
estimated. Presence of albumen, diatetic acid, ete., noted
The condition of teeth should be attended to a,nd a:’dentist.‘,
may be' called if necessary. The patient’s blood-pressuvre
and weight ave taken. We should record the dajl output
of sugar. Tf possible a blood-sugar estimation i: d
All this Wi_ll take 2 or 3 days. After all this ig don:an at}i;
treatment 1s commenced. The patient is coﬁﬁned to, bed
for 2 or 3 days and the bowels are kept open dail Wi:h
salts. This is a very important point and shouwld Zrlot be
neglected. He is made to starve till his wrine s free from
sugar for 24 hours. The period, during which wrine be-
comes free from sugar varies with cages It generall
takes 1 to 3 days. Starvation does not m . o s,
vation, He can take tea or coffee wi e

; ottee without sugar as much
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as he likes. He can have 2 or 3 cups of Bovril or clear
soup or le nco. He can take plenty of water or soda water.
He can have about 6 to 8 ounces of twice boiled green vege-
tables or what are called 5 p.c. vegetables such as cabbage.
spinach, French beans, etc., or any of our ordinary 2ens.
Very little carbohydrate is left in a green vegetable of this
kind when it is boiled twice, but the patient has the mental
gatisfaction of taking some bulky food. If there 1s acidosis
or the patient is feeble, he may be given 4 oz. of whisky
or brandy well diluted with water and distributed over.
94 hours. Under this treatment, sugar disappears from
urine within 1 to 2 or 3 days. At the end of this period,
the patient may feel a bit weak, but has the supreme
satisfaction of finding that the sugar in the urine has
dropped from 2 to 3 thousand grains to zero. When the
uripe is sugar free, we give small guantities of only car-
bolydrates of the 5 p.c. *class for 2 or 3 days and add
proteins gradually for the next 2 or 3 days and then com.-
mence adding fat very gradually. The idea of giving fat
after so many days is not to increase the tendency to
acidosis. After the urine remains sugar free for 24 hours
for 2 days, we give about 250-300 grammes, 1.e., 8 to 10'
ounces of twice boiled 5 p.c. vegetable, with plenty of
weak tea or coffee without swgar. This amount of car-
bohydrate should be divided over the three or four meals
of the day. (n the third day, a little protein and fat are
added, e.g. one egg is given twice in the course of the day

* Vegetables are divided into 4 main classes: 4 p.c. vegetables, 10 p.c., 1p
p.c., 20 p.c. vegetables.

» b p.c. vegetables, spinach, cabbage, tomato, radishes, pumpkin, vegetable
marrow, French beans, brinjals, cawliflower, Brussels sprouts, sorrel,
10 p.c. : onion, carrots, beetroobt, turnips.
15 p.c. : Green peas, artichokes.
20 p.c.: Potatoes, boiled rice,
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this principle that the modern -dietetic treatment of dia-
betes is founded.
Allen’s dietetic treatment—Starvation treatment—Treatment
by alimentary rest.
The principle of this treatment consists of two main

stages :—(i) to starve the patient till his urine is free from

sugar and then (2) to give him gradually increasing
amounts of different foodstuffs, in ordec to find out how
much diet he can tolerate, without passing sugar in the
urine. That diet with which he just begins to pass sugar,
is his tolerancelimit and that will be his final diet, which
he should go on taking for ever afterwards.

The patient should stay in a hospital for the first few
days or he must stay quietly at home without doing any
work. For the first 2 or 8 days no treatment is given.
The patient is given his ordinary food, his symptomg and
physical signs carefully studied. A specimen of 24 Rours
urine is examined and the amount of sugar per ounc\e
estimated. Presence of albumen, diatetic acid, ete., noted
The condition of teeth should be attended to and a’dentist.-,
may be called if necessary. The patient’s blOOd-pressu.re
and weight are taken. 'We should record the daj] output
of sugar. If possible a blood-sugar estimation iZ mapde
All this will take 2 or 3 days.  After all this is done, the
treatment 1s commenced. The patient is confined tb’ bed
for 2 or 3 days and the bowels are kept open daily w!:h

salts. This is a very important point and should not be
neglected. He 1s made to starve 4l his urine 4

sugar for 24 hours. The period, durin & Whic E J; :fe f 7‘g7rf
comes free from sugar varies with cases. [t ine 1{3
tak? 81 to3 days. Starvation does not mean ghs %;?eer?ay
vation, He oan take tea or coffee without Sugaro as njucrl;
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as he likes. He can have 2 or 3 cups of Bovril or clear
soup or le nco. He can take plenty of water or soda water.
He can have about 6 to 8 ounces of twice boiled green vege-
tables or what are called 5 p.c. vegetables such as cahbage,
spinach, French beans, etc., or any of our ordinary &enr.
Very little carbohydrate is left in a green vegetable of this
kind when it is boiled twice, but the patient has the mental
satisfaction of taking some bulky food. If there is acidosis
or the patient is feeble, he may be given 4 oz. of whisky
or brandy well diluted with water and distributed over
94 hours. Under this treatment, sugar disappears from
urine within 1 to 2 or 3 days. At the end of this period,
the patient may feel a bit weak, but has the supreme
satisfaction of finding that the sugar in the urine has
dropped from 2 to 3 thousand grains to zero. When the
uripe is sugar free, we give small quantities of only car-
bohydrates of the 5 p.c. *class for 2 or 3 days and add

‘proteins gradually for the next 2 or 3 days and then com-

mence adding fat very gradually. The idea of giving fat
after so many days is not to increase the tendency to
acidosis. After the urine remains sugar free for 24 hours‘,
for 2 days, we give about 250-300 grammes, 1.e., 8 to 10
ounces of twice boiled 5 p.c. vegetable, with plenty of
weak tea or coffee without sugar. This amount of car-
bohydrate should be divided over the three or four meals
of the day. (n the third day, a little protein and fat are -
added, e.g. one egg is given twice in the course of the day,

* Vegetables are divided into 4 main classes: 4 p.c. vegetables, 10 p.c., 15
p.c., 20 p.c. vegetables. i .

, b p.c. vegetablea, spinach, cabbage, tomato, radishes, pumpkin, vegetable
marrow, French beans, brinjals, cawlifiower, Brussels sprouts, sorrel,
10 p.c. : onion, carrots, beetroot, turnips,
15 p.c. : Green peas, artichokes.
20 p.c. : Potatoes, boiled rice,
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On the 4th day 3 eggs are added. On the 5th day a little
cream and a small quantity of meat is added. On the 7th
day the patient starves again, i.c., he takes coffee, tea, clear
broth, or Bovril or Lemeco, etec. On the 8th day he takes
a little more diet than on the 6th day. In this way, the
diet may be increased gradually in carbohydrate, fat and
protein, if he does not happen to pass sugar in the urine.
Every day the urine shovld be examined and if on any
day there is a trace of sugar, he should starve one day and
on the next day when the urine is sugar-free, he should
go back to the diet with which he did not pass sugar.

This gradual process of increasing the different food-
stuffs goes on till the calory value of his food reaches the
maximum which he can have. He cannot go on increas-
ing his food to the level which he was having prior to the
treatment. There is a certain limit fixed for him and Ahis

maximum food should be this limit. This limit s fized in

the beginning of the treatment alone, as follows:—It is
calculated that a man who is doing no work, but is staying
at home quietly, requires at the rate of 15 calories per Ib.
of his body weight. That is, if the man’s weight is 120
lbs., he requires 120 X 15=1,800 calories* for maintaining
his health. In ordinary life, a man who stays quiet at
home takes much more food than this, but for a diabetic

of this weight—120 lbs.—this is the maximum food that is-

necessary. During the treatment, a record of the total
quantity of the food he takes daily in terms of grammes of
carbohydrate, fat and protein and also the total calory

* One caloric.—The amount of heat required to raise the temperature of
Kilogramme of water throvgh one degree centigrade,
1 gramme of fat—39 calories.
lgramme of protein-—4 calories,
1gramme of carbohydrate—4 calories,
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value of the food, should be kept. If we want to determine
the values of different foods in grames of carbohydrate,
fat and protein, we have to refer to the tables published
in books on physiology. Suitable diets can also be built
up by reference to tables giving the composition of differ-
rent foodstuffs. The physician should get familiar with
the necessary calculations.

Let us see how far this fasting treatment is practicable.
It is suitable only in the case of intelligent persons who
co-operate with the doctor and who carry out this instruc-
tions to the very letter. It is quite unsuitable in the
ordinary type of hospital patient whois ever ready to beg,
borrow, or steal his food from his neighbour to satisfy the
cravings of his stomach. Another great objection to this
treatment is that it is rather complicated, requiring the
knowledge of the composition of the different foodstuffs
and their calory values. As regards the success that has
attended this treatment, a large percentage of cases have
been permanently cured, but a certain number fail to
respond to the treatment. In these unsuccessful cases,
recourse should be had to ¢nsulin. The starvation treat-
ment is found to be specially suitable to the mild form
of diabetes which is prevalent in India. Isay that it is
specially suitable to Indian cases, because it can be easily
reconciled to their traditional fasting habits. Fasting is
enjoined by the Hindu religion on special days such as
Ekadasi, and therefore, there will not much objection
for fasting for the sake of treatment. Our ancestors
attached a lot of importance to fasting, and periodical
starving was one of their religious duties. Fasting cer-
tainly gives alimentary rest and is extremely useful es-
pecially in the oaseof the vegetarians of South India who
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are habituated to take a large carbohydrate diet twice or
three times a day. It may not be a panacea for all politi-
cal and social evils of the present day as Mahatma Gandhi
thinks. But it appears to be certainly a very useful
adjunct to treatment, in a number of diseases connected
with faulty dieting.

Regarding the starvation treatment of diabetes, Lt.-
Col. Waters says “ The more experience I have in using
the method, the more convinced I am that it is the method
of election for use in India.”  Lt.-Col. Waters has publish-
ed in his book on ** Diahetes,” a numbher of cases which ave
striking examples of cure of the disease by this method.
I quote here one case only, for want of time. A Brahmin
N. D., aged 40, a head constable, was admitted for symp-
toms of diabetes. His weight was 1094 lbs. sugar in the
urine varied from 1,700 grains to 2,400 grains daily. After
one day’s starvation, sugar disappeared, and remained
absent afterwards.

TREATMENT oF DiaBETES BY INSULIN.

It has been well established that diabetes is associated
with a deficiency of the internal secretion of the pancreas
in a large number of cases. In a certain number of cases
the deficiency may result later on in the disease. It has
been proved that this internal secretion is produced by the

islets of Langerhans. It iz also known, that want of this

secretion prevents the sugar being stored and utilised or
burnt up fully in the tissues, so that sugar acoumulates in
the blood and then passes in theurine. Scientists have
been trying to isolate this internal secretion of the pancreas
from the other substancs contained in this organ and
recently Banting in America has been successful in doing
it. He has isolated this internal secretion from the pan-
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creas of animals. This substance which is an exiract of
the 1slets of Langerhans is known as insulin. The exact
chemical nature of this substance is not understood but
it is probably a mixture of several substances and not
a single substance. As regardsthe method of preparation
of insulin, we need not trouble ourselves, but leave the
matter in the hands of the chemists. Banting found by
experiment that the administration of insulin reduced the
blood sugar in animals and when a large dose was adminis-
tered, the animal succumbed to its effects, that is, it died
of hypo-glycemwa. Now at this stage I want to explain
this tern.. It means that the blood sugar of the animal
is reduced below us mormal level. When the blood sugar
is above the normal level, as it always occiirs in diabetes
or soon after the ingestion of food in normal individuals,
the condition is known as hyper-glycemia. We know that
the normal blood sugar is about 0°1 p.c. Therefore a
blood sugar of say 0°14 is hyper-glycmmia, whereas say
0-05 o1 0°06 is hypo-glycemia. So then, if a large dose
of insulin is given to a man or animal, death will oceur
from the sudden reduction of blood sugar, i.c., hypo-gly-
cemia. The following are the symptoms of this condi-
tion ; hot flushes in the face, weakness of limbs, giddiness,
excessive sweating, tremors, coolness of extremeties, a

fear of some impending disaster.

ErrecT oF INSULIN ON DIABETES.

Insulin reduces the sugar in the urine and gradually
makes the sugar disappear. It also reduces the high
blood sugar or hyper-glyceemia which is always present
in a diabetic. It removes the ketone bodies from urine :
Therefore the patient’s condition improves rapidly. He

puts on weight, feels stronger and brighter. The increase
3
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in strength and energy produced by insulin treatment is
very marked. Many diabetics who were given up for lost,
have recovered to such an extent as to resume their work
and earn their livelihood. It should be noted that insulin
will not effect a permanent cure of diabetes.

CHOICE OF A CASE FOR INSULIN TREATMENT.

First of all we should make sure that the case is one
of real diabetes and not glycosuria such as renal glyco-
suria. If insulin is given in the latter case, the conse-
quences will be disastrous. The blood sugar which is
not high in this condition will suddenly fall and the result
is hypo-glyceemia. To find out whether a case is real
diabetes we can either do a blood sugar estimation or do
a ‘ sugar tolerance test.” With this test, in most of the
cases of renal glycosuria, no sugar passes at the end of 3
hours after giving 50 grms. of sugar.

The following are the conditions in which insulin is indi-
cated :—1. If the patient is young and the disease is run-
ning a very rapid course.

2. If the urine contains ketone bodies in large amount
and if coma is threatening.

3. If coma has actually supervened.

4. If the person has developed complications such
as carbuncles, boils, cellulitis, gangrene, ete.

5. If dietetic treatment has been tried and found
unsuccessful.

How TO TREAT A CASE WITH INSULIN ?

Before the treatment is begun, the patient should be
asked to stay at home for a few days—4 to 5 days. A
record of 24 hours urine should be kept and the quantity
of sugar passed daily should be estimated. Test for
ketone bodies is made and the blood sugar is recorded.
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We next decide what diet to give him. It is very
important toregulate the diet during the insulin treatment.
Otherwise the treatment will not benefit the patient. We
should give him the minimum amount of diet required for
his health or body metabolism. I have already stated that
the minimum, diet is calculated at the rate of 10 to 15
calories per lb. of body weight. That is, if the person
weighs 120 lbs., he should get sufficient food, equivalent
to 120 % 10 to 120 % 15 calories, 7.¢., 1,200 to 1,800 calories.
From the diet tables we should work up a suitable diet
which would be equivalent to 1,200 to 1,800 calories.
Throughout the course of insulin treatment, he should
have only so much and nothing more. But if he is losing
weight, we may increase the diet, though with this in-
creased diet, he may pass some sugar in the urine.

. Insulin should be administered only by hypodermic
injection in ordinary cases and not by mouth. It does
not act if given by mouth. The injection should be given
3 hour before the two principal meals of the day,i.e., once in
the morning and once in the evening. It is better to begin
with 5 units and go on increasing the dose by 2 or 3 units
every 2 or 3 days. We may go up to a maximum dose of
30 units, twice a day. If this does not remove the sugar
from the urine, the diet should be altered in such a way
as to reduce the carbohydrate in the food. For ordinary
cases 15 to 20 minims will suffice as ¢ maximum dose. When
we arrive at a dose which keeps the urine sugar free and
also the blood sugar normal, this dose may be continued.
But how long we are to go on with the treatment ? Well,
in severe cases the injections will have to be kept up daily
for an indefinite period. If at any time in the course of
the treatment, the patient begins to get hypo-glycemia,
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he should take 1 to 2 ounces of gy
this is done, the symptoms disapp
the course of treatment with insyl;
always have 1 or 2 ounces of sugar
may take it as soon as untoward sy

gar immediately. If
ear at once. During
n, the patient should
by his side, so that he
mptoms appear.

CaN INSULIN BE GIven WITHOUT BLOOD SUGAR

EXAMINATIONS ?

It is not always possible to condue
examinations. Facilities for this may
most practitioners. Moreover they
special fraining required for the purp
with. Under these circumstances, is insulin, which 18 such

a valuable remedy, to be withheld, especially when it ig g

question of life and death for the patient ? 7T, answer is

‘no’. MacLean says that it is quite possible to administer
the drug without blood sugar estimations, if we follow} the
following instrections :—
(2) In ordinary uncomplicated hyt severe
begin with a small dose say 5
the dose by 2 or 3 units onge jn 2 or 3d
being given twice daily 3 hour before food.
(%) A 24 hour sample of urine should be examined
daily for sugar and ketone bodies. Ag long ag there is
just a trace of sugar present, we are gafe and we kpow
that the patient is not having hypo-glycemis, *
(119) If the urine is Sigar-free, do not Increage t.he
dose of insulin but give the same dose.
(w) Under such carefy] treatment, hypo-glyeaemia
8 very rare. If the symptomg g,

; appear, it is (luite an
easy matter to deal with them by giving an ounce or two
of sugar.

t blood sugar
not be available for
may not have the
0se, at least to begin
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DiaBeTic CoMma. '

T feel that I should make a speciafl reference to Itlahll(;;
dreaded complication, regarding the views that a}fe e )
bout its causation and its modern tre_atment. T fa mos
. nly held view about the causation of coma, is that
?Of.nmo yid intoxication, that is, the acid bodies or the
A : X which T have already referred, namely diacetic
ke?((i)ne;}d (;cetone, accumulate in the blood as a res'ult ?f
:Jv(;iicl? poisonous symptoms are produced. (’f}.lis \'1;:})11:
held by the English and American doctors, ar} is 1I)l'o \
true as regards diabetic coma that occurs in t. e severe
in western countries. As regards the Indian cases,
casgs and others who investigated 400 to 500 eases in
%{:n:sﬂ in 1919 in connection with the Indjan‘resea;cl;
Fund Association, have come t? t%le conclu519n t a
diahetic coma as it occurs in India, s @t an a?zdosw or
acid intoxication, but s due to accumulation of 'mtronf].erz,iou;
waste products in the blood. In other words it is a kind o

-uremic coma. They say that the blood picture of diabetic

coma resembles exactly that of uramic coma which is tII:e
result of kidney disease. They .have observed that t (fa
kidneys get affected very early in most of the caizes o
Indian diabetes as is shown by the preser.lce of a ur{nn
and in cases which develop coma, the .k1dney function
fails, leading to a high concentration of nitrogenous waste
products such as urea in the blood. .
This view 18 being recently exprfas.sed even by English
authorities. Payne and Poulton writing about the treat-
ment of diabetic coma in the issue of Lancet (.lated Septem-
ber 26, 1925, state as follows :~f‘ Thfa failure of renal
function seems to be common in dlal?etlc‘ coma, as shown
by oliguria, albuminuria, urea retention in the blood and
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failure to excrete ketone bodies and occasionally even
sugar. In some cases renal failure is so decided as to cause
a marked resemblance to wremic coma. Out of 9 cases
examined by us, in 6 oliguria was present, in 8 albumin-
uria. Out of 7 cases examined for blood vrea, 6 showed
abnormally high blood wrea concentration.”’

Regarding the diacetic acid and acetone, the Bengal
investigators found these only in a very small number of
Indian cases. Lt.-Col. Waters does not agree with this
observation regarding the presence of these ketone bodies
in Indian cases.

TREATMENT OoF DiaBetic CoMa.

The treatment of diabetic coma hitherto adopted con-
sisted chiefly of elimination of the poison by introducing
as much fluid as possible into the circulation, either by
mouth or through the suBcutaneous route or through the
veins, and neutralising the excess of acid in the tissues by
administering sodii bicarb, and also by starving the patient.
No drug that could influence the disordered metaholism
was available. So cases of diabetic coma never recovered.
In fact the onset of coma meant impending death.

But now the conditions have entirely changed. In
insulin we have a powerful drug which has a marked in-
fluence over the defective metabolic processes that prevail
in coma. Insulin has proved much more valuable in
treating cases of coma than in treating cases of ordinary
uncomplicated diabets. It is in diabetic coma that © the
most brilliant results ” and “ certainly the most specta-
cular effects of treatment with insulin ” are noticeable,
Patients who are completely unconscious and on the point
of death have recovered quickly after being treated with
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As regards the details of the treatment, in actual
cases of coma, we should give 20 units of insulin intra-
venously at once. Smaller doses are useless. Wait for an
hour and if there is no improvement give a second dose of
20 units intravenously. Further injections are given at
intervals of 1 to 3 hours subcutaneously, according to the
improvement that follows. When the case is not so
urgent or when the patient is not actually comatose, sub-
cutaneous injections only are enough from the commence-
ment. Give plenty of fluid by mouth or if this is not
possible on account of the unconscious state of the patient,
give saline rectally or subcutaneously or even intra-
venously. Weak coffee and tea can be given in plenty.
Stimulants such ascamphor and strychnine can be given
alternately every hour or so, if heart shows signs of failing.
Bowels should be opened by enemas or purgatives such as
croton oil. Do not give any food by mouth till improve-
ment sets in. When the patient is better, keep him on a
low diet and continute to give as much insulin as you think
necessary. 10 to 20 units twice daily will be probably
enough.

Cammidge and several other authorities believe in
the administration of glucose 5 p.c. solution intraven-
ously, side by side with insulin, in cases of coma to avoid
the danger of hypo-glycemia. A pint or more of this
glucose solution can be given at a time every 6 hours.
This appears to be a safe procedure. But MacLean
objects to this method of treatment. He does not see the
rationale of giving glucose in a case in which there is
already hyper-glycemia.

As regards the question of giving alkalies in coma,
all are practically agreed that sodis bicarb should not be
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gwen intravenously in coma. MacLean says, “ This drug
appears only to accelerate the fatal issue. Intravenous
injection of alkali seems not only useless but dangerous,
and sometimes sudden death takes place.”

Joslin, one of the greatest authorities, says as follows:-~
“The dangers attendant upon the use of alkalis in the
treatment of acid intoxication far outweigh their advan-
tages............ I believe that often, a patient threat-
ened with diabetic coma is sent into actual coma by the
careless administration of alkalies........ The results
obtained since the routine administration of alkali has
been abandoned, have been so satisfactory that I shall
not willingly return to their employment.”

So this seems to be the prevailing opinion regarding
the administration of sodii hicarb intravenously in cases
of coma. As regards giving it by mouth in severe cases
for diabetes uncomplicated with coma, there appears to
be difference of opinion. MacLean thinks that it is very
useful in some cases when given by mouth. But Joslin
will not have even this. I shall quote him again :—* One
must bear in mind that it is possible that the administra-
tion of small quantities of alkalies over long periods may
set, free acid bodies existing combined quiescent and harm-
less in the body and thus do harm. Furthermore, the
administration of alkalies over long periods may deplete
the body salts such as chlorides which are distinetly useful.
............ Finally the constant use of an alkali appears
to promote the constant excretion of acid bodies. I have
known a moderate acidosis of a month’s duration to vanish
with the omission of soda”.

Conclusions. (1) Diabetes is not a disorder of carbo-
hydrate metabolism alone as was hitherto thought ; but it
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is a disturbance of the general metabolism of the body in
which all the three kinds of foodstuffs are involved.

(2) As regards the wmtiology, the pancreas plays
an important part, there being always either a primary or
a secondary affection of this gland. The actual causation
of the disease is still obscure, though much new light has
been thrown recently as regards its pathology.

(3) The presence of ketones in the blood and urine
is considered to be a more important factor as regards the
prognosis of the disease than the presence of sugar itself.

(4) There are different kinds of glycosurias.
Great harm is done to a patient by diagnosing a harmless
glycosuria as diabetes. By means of sugar tolerance
tests and blood sugar estimation, simple glycosurias can
be diagnosed from diabetes proper.

(5) Ordinary cases can be successfully treated by’
Allen’s starvation treatment.  ,For the mild form of dia-
betes which prevails in India, this method is very suited
and successful.

(6) If the dietic treatment fails or when compli-
cations such as carbuncles, abscesses, coma ete. set in,
insulin should be employed and gives very good results
especially in coma.

. (7) Insulin can be used hest with blood sugar
examinations conducted from time to time to watch the
effects of treatment.

(8) Regarding the causation of coma, ideas are
changing. McCay and others hold that in Indian cases
there is no acidosis at all, but there is a ursemic condition
of the blood present. Importance of the early involw&

4
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has not been hitherto properly observed. But recently
Kuropean observers are realising this.

(9) Regarding the treatment of coma, insulin has
brought on a great revolution. Marvellous results have
been obtained in this condition. The treatment of coma
with alkalies is not considered to be rational and is being
abandoned.

CERTAIN (OMPLICATIONS OF PREGNANCY*
(By Dr. P. R. VENKATARAMA AIVAR AVL., M.B. & (.M.)
ANTEPARTUM HZEMORRAGF.

There are two varieties, the accidental and the
unavoidable. The nomenclature sufficiently indicates
what they are. In the former bleeding takes place from
the separation of a placenta normally situated and inthe
latter from the low implantation of the placenta in an area
which forms the chief dilating passage in labour, and which
takes place as a matter of consequence with each con-
traction of the uterus, dilating the cervix. The placenta
is attached wholly or in part to the lower uterine
segment which is clinically that part of the uterine
cavity which dilates to permit the passage of the child.
Anatomically this area spreads for a distance upwards of
about three inches along the wall of the internal os and
almost corresponds to the area of the uterus where #he
peritoneum is loosely attached and where muscle bundles
are arranged longitudinally. Antepartum hemorrhage is
more frequent in Multiparae and multiple pregnancies.

Frequency.—Guy’s hospital gives 1 in 534 ; Rotunda
1in 227; Glasgow 1 in 391; Tanjore 1 in 40. The

* A paper read befors the Tanjore District Medical Association,
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abnormally high figure in Tanjore is probably because
that almost all the cases which come, do so for some
abnormality.

Aetiology.—That accidental hemorrhage is due to
some accidental cause as shock, fricht, and trauma has
been handed over to us from posterity. A view of recent
origin is that Toxemia especially albuminuria of pregnancy
plays an important role in its production. This view in
my opinion ¢cannot be accepted without discussion for if it
wag due to Toxamia all cases which disclosed albumin in
the urine together with all the signs and symptoms of the
defective function of the Kidneys and all cases of eclamp-
sia, should develop hamorrhage and my experience seems
to negative such a view as no such case developed acci-
dental heemorrhage. Further, albumin was not detectable
in the very few accidental heemorrhage cases we have had.
One won’t be far from right when one says that the
diseased condition of the uterine wall is responsible for the
accidental heemorrhage and placenta preevia and a condi-
tion of Syphilis in the mother as a likely cause cannot be
denied without hesitation. The view I hold is that the
unhealthy condition of the uterine endometrium is
a responsible factor in the production of accidental
and unavoidable heemorrhage. It can be well illustrated
i# an analogy i3 made between the fertilised ovum
and the uterine endometrium, on the one hand, to
g traveller and a rest house on the other. Just as admis-
sion ig refused by the manager of the rest house to a tra-
veller who frequently seeks admission, lest he should be a
waste on the finances of the rest house, similarly the uterus
refuses admission to a fertilised ovum when it is in an
unhealthy condition in order that this pregnancy will not
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be a waste on the life of the woman, especially when the
soil i3 unsuitable. Tts noticeability in multiparee shows
the refusal of the uterus to be the undesirability on the
part of nature to avoid pregnancy when the mother is
enfeebled on account of frequency of child-birth, and that
she should not now be subjected to pregnan’cy‘ as her
health does not admit of such a condition when the uterine
endometrinm is also diseased.

The ovur, the fertilised ovum, like 3 vicious traveller
forge.tting the previous charity of the endometritm to the
previous ova, acquires acquaintance along its passage out
from the fundus, somewhere near the cervix and kshowq
its vengeance to the uterus by sabjecting it to chances oAf
pregnancy and bringing about the disastrous condition of
Placenta.praevia. This is an instance where nature’s aid
in repulsing pregnancy out of its usual site in the intepests
of the mother i3 overcome by the destiny of the m.o.ther
who becomes subject to placenta previa, mild or serious
as the case may be, thereby proving the biblical sayink
“ In sorrow, if T can add, and in misery, shall thou bring
forth.” The unhealthy condition of the uterus the debilitg
consequent on child birth and theunique losg o,f the uterin};
tone incidental to repeated pregnancies all combine to
form adverse conditions and are analogous to a finangiall
rich feeding house, which has become poorer day by day
by feeding travellers. If pregnancy is considered ad Z
harmonious, homogenous symbiosis in which the mother
and the unborn infant reciprocate their help, the former
supplying from her natural resources much that the latter
i8 in need of, the latter stimulating the materna] tissues
and functioning them to greater activity so that their

§£90_k_°f resources iy made good, if wide acceptance can be
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given to thig view, then to me it seemg that the previous

born infant, the paying guest, had failed to do its duty as

o result of which the host, the mother, is loath to give a

lodging to the present ovum and this is expressed by the

flat refusal of admission in the fundus of the uterus, its

usual site, and the ovum in its turn converts its well inten-

tioned hospitality into acts of vengeance and implanting

Jow near the cervix subjects the mother to the misery and

trouble of the placenta preevia. With the same analogy,

accidental hemorrhage can be explained in that the un-

welcome guest having somehow excited the sympathy of
the host gains admission to the fundus but i3 sebsequently

detected to be an undesirable guest and therefore attempts

at expulsion are made by premature separation of the
placenta. That placenta pravia is not a recurring affec-

tion»seems to support the view that only at the particular
period, the uterine endometrium was not in a fit state to
receive the ovum. The hezmorrhage in both the conditions
takes place from the torn utero-placental vessels. Some
consider that bleeding in placenta pravia i3 an accidental
hemorrhage to placenta preevia by shocks, and jars and
that the detachment of the placenta results from the
uterus growing away from the placenta or the placenta
growing away from the uterus. These are no doubt views.
gnd explanations of an ingenious nature.

V ARIETIES.

(a) Accude ntal—(1) Open, (2) concealed, (3) mixed.

(h) Placenta Preevial. Lateral, 2. marginal, and
3. central. Clinically the variety in placenta f)raevia
depends upon the nearest edge of the placenta to the
internal os whatever may be the dilatation of the cervix.
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SyMpTOMS.

The one common symptom in placenta praevia and
the accidental, save in the concealed, is external bleeding,
The loss of blood may be slight or profuse and alarming,
ansemia and collapse may be greater in accidental than in
placenta preevia, owing to a sudden and extensive separa-
tion of the placenta. Sudden and severe heemorrhage in
the later weeks of pregnancy (last six weeks) without an
adequate cause taking place while lying in bed or asleep
or on slight exertion such as dressing or walking should
warrant an undoubted diagnosis of accidental or un-
avoidable heemorrhage. The recurrence of the bleeding
is in favour of placenta preevia and the severity of bleeding
in placenta preevia depends upon the extent of overlapping
of the placenta over the os. Although the initial
hemorrhage may be slight in placenta previa, the subse-
quent heemorrhage may be a menace to life. The severity
of the haemorrhage is also governed by the duration of
pregnancy ; the greater, the loss, the nearer is the preg-
nancy to full term. 1In view of this characteristic recir-
rence of bleeding in placenta preevia, failure to take steps
to prevent a second bleeding may be a sin of omission of
a fatal nature.

In two-thirds of the cases, premature labour sets in
and only a third reach full term. The statement that
abnormal presentations as pelvic and transverse are notice-
able in placenta previa could not be justified by my ex-
perience in this hospital. Almost all the cases were of
head presentation. Inertia of the uterus in the gecond
and third stages due to feebleness of the mother and a
rigid cervix may be formidable foes in the management
and tax our resources. In concealed accidental heemorrhage
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signs of internal bleeding such as faintness, rapid, feeble
pulse, vomitting, severe abdominal pain from over-disten-
tion of the uterus the pain being of a tearing nature, rapid
development of extreme pallor and collapse (some women
dying undelivered), tense tender and wooden feel of the
uterus, absence of uterine contractions, absence of foetal
parts, inaudibility of the feetal heart sounds all these will
disclose the sad tale of concealed accidental ; and in the
mixed variety of accidental, shock and collapse out of all
proportion to external bleeding will give a clue.

DiaeNosis.

Placenta pravia must be diagnosed from accidental
hemorrhage. A sure diagnosis can be made when the
placenta can be felt ; and when the placenta is felt, the
statement that it can be mistaken for a blood clot is to
undvrestimate the diagnostic dexterity and feelings of the
observer. However, the firmness of the placenta and its
continuity with the membranes will give a correct inkling.
In cases where the placenta could not be felt on account
of the closure of cervix a very probable diagnosis of the
placenta previa can be made, if the presenting part is head
and this is not engaged and is freely moveable in a case
where the woman is bleeding in the last weeks of preg-
nancy. Help might be available in the detection of

.
o

albumin in the urine, pointing to the condition being one

. of "accidental. In all cases in the later months of preg-

nanoy a correct and early diagnosis should be made with
the least possible delay, and the absence of dilatation of the
cervix cannot be considered to be a reasonable argument
for failure to diagnose the condition; and facilities for
diagnosing the condition are available in metallic dilators
with which the cervix may be dilated, and the condition
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can be diagnosed. After having correctly identified the
condition whether haemorrhage is dueto placenta preevia
or accidental, there are yet other conditions resulting
from symptoms of shock or from symptoms of hemorrhage
which might mimic preevia or accidental.

And these are :—{a) simulating conditions presenting
symptoms of shock. :

(i) Fulminating appendicitis.

(ii) Perforation of a gastro-duodenal uleer.
(iii) Acute intestinal obstruction.
(iv) Rupture of ovaries.

(v) Tortion of Myoma or ovarian cyst.

(h) Simulating conditions presenting symptoms of
hamorrhage.

(i) Rupture of abdominal aneurism.
(i) Rupture of the uterus.
(iii) Intra-peritoneal hamorrhage.
(iv) Rupture of tubal gestation.
(v) Thrombosis, of mesenteric vessels.

In concealed accidental which might simulate some of
the above conditions the decisive factor in diagnosis is that
the signs centre round the uterus and, elsewhere in the
abdomen, nothing is discovered.

Progrosis.

No language can suitably embody the seriousness of
Ante-partum heemorrhage and in the light of existing condi-
tions and want of dissemination of knowledge among
the lay public about the gravity of the cases where bleeding
takes place before the birth of the haby, who are apt to
regard the condition as one of the woman being possessed
and that incantations and charms alone will remedy, the
prognosis cannot be anything favourable or commendable.
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Despite the best help and skill in attendance the woman
might succumb simply because she was allowed to loose
more blood than what her system could allow or tolerate,
to admit of interference by way of management. I can
dogmatically dictate that the chance: of a woman falling a
vietim, to this dire condition will be few and far between
if the management of the case is undertaken at the first
loss without losing any more time. The experience in
my private cases justifies this view. Cages are brought to
the hospital in extremis and at times moribund, when
interference will only prove to be the proverbial last straw.
The maternal mortality according to well equipped
hospitals is about 4 per cent. Here it lamentably works
about to a percentage of twenty. This twenty per cent is
too high a record and it can still further be reduced if the
public are made to understand the importance of early
transporting the patients to the hospital at the very first
loss of blood or summoning medical aid promptly when
there is every reason to be sanguine of attaining a lowered
mortality rate. Very often, cases are brought in a condi-
tion of collapse and after several days of bleeding and it
is high time that we should see that the treatment of cases
is not postponed to a dangerous delay. The feetal morta-
lity is also equally horrible. In many cases the death of
the child is an inevitable inference ; partly because the
pregnancy is not sufficiently advanced in some cases and
partly because the separation of the placenta causing
profuse bleeding would have caused the death of the child.
The profession should also realise the necessity of earlier
recognition of cases of ante-partum hamorrhages and if
facilities are not available for efficient management at

home cases must be with all rapidity transported to a well-
5
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equipped hospital. This is not always done and the
treatment is carried on in the house until the situation
becomes well nigh uncontrollable. The prognosis to some
extent depends upon the variety of ante-partum hsemor-
rhage and in concealed accidental and central placenta
pravia, the two worst varieties of ante-partum hwemorrhage,
the prognosis is invariably most grave.
TREATMENT.

Accidental.—In slight cases treatment is more or
less akin to a case of abortion ; rest in bed, sedative treat-
ment and treatment of toxemia, if any ; in moderate cases,
vaginal plug, Puncture of the membrances, tight ahdo-
minal binder and injection of  to 1 c.c. of Pituitrin; a
method of delivery suitable according to the condition of
the os, as Forceps, Version ol perforation. The success
of the treatment depends uponthe co-operation of the
uterus in each manceuvre. In severe cases and especially
in the concealed variety. ceaserian hysterectomy and not
ceaserian section has to be considered.

Placenta preevia.--In the management of a cage of
placenta pracvia the first point to he remembered is that
the lower uterine segment where the placenta is implant-
ed d oes not possess that rare but commendable commodity
of retraction and contraction, as the fundus of the uterus
has. The governing factors that should preliminarily be
surveyed in one’s mind are :——

(1) The variety and the amount of,
(2) The duration of the pregnancy,
(8) The question of the mother's life,
(4) Life of the child,

(5) Surroundings of the patient and
(6) Facilities available,
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The main consideration no doulit in a case of serious
hzemorrhage is to effect an immediate arrest of the bleeding
and the efficiency of any conceivable method of controlling
the bleeding depends upon how far and how well you will
be able to secure good pressure on the bleeding vessels.
And this might be gained by (1) the presenting part, (2)
the bag and (3) the vaginalplug; and this pressure may also
be maintained after rupture of the membranes by uterine
contractions and by presenting part. This is a rare com-
plication in pregnancy that nobody can lay claim to a wide
experience. A point of considerable moment is to save
the life of the mother by a sure method and the result of
the treatment can be said to be satisfactory if this i3 achiev-
ed, as the death of the child is, in many cases, an antioi-
pated event. Therefore it stands to reason and judgment
that in every case the life of the mother is the predominant
featyre to be considered and no treatment can be counte-
nanced or tolerated which reduces the chances of the
mother. Everything else must be subordinated to the
interests of the mother, and any treatment which ensures
and, guarantees the safety of the mother must be given the
foremost consideration without fear of any discordant

view. A noteworthy feature in placenta preaevia is that
the hemorrhage is of a recurring nature which gives a
clue, in trying to direct us along the proper channel of
greatment. Therefore the method of temporising save in
a few exceptional cases can be pronounced to be the worst
crime conceivable. A dictum which always should find a
place in one’s memory in the treatment of these ante-
partum hamorrhages is the law forbidding rapid deﬁvc?ry :
as to expedite delivery in a woman who is exsanguined
js to whip a tired horse. A condition of shock is



36 THE MADRAS MEDICAL JOURNAL

superimposed and the woman dies with dramatic and
horrible suddenness. Rapidity of delivery is unwarranted
unless the method you have adopted for arrestingthe bleed-
ing is found ineffective. Tfrepetition is given any credit, I
might profitably lay emphatic stress on the condemnation
and disapproval of any method which aims at the possible
reduction of feetal mortality at the risk of raising the
maternal mortality. This is the real foundation for the
framework of the management of placenta preevia and
when one calmly surveys the statistics of children born in
placenta preevia he inevitably finds that a large percent-
age of children born according to certain methods though
for statistical purposes may be considered alive, must
really be considered dead, as they invariably succumb
within the first few days of their infant life. The welfare
of the patient is in no way promoted nor is it in concord
with the canons of established obstetric practicé, by
temporising. The watchwords in the treatment of pla-
centa preevia which comprise in a small compass the result
of vast obstetrical experience are—

(1) Do not temporise.
(2) Recognise complications early.

(3) Arrest bleeding by the most efficient method.
(4) Avoid rapid delivery.

(5) Observe absolute Asepsis and Antisepsis.

To send a patient to the hospital or to call in the aid of &
consultant after the woman has bled profusely for several
days is almost akin to the practice of seeing the stable
closed after the horse hag escaped. The woman under
these circumstances is collapsed and in extremis and any
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method which obstetrics can improvise or devise for her
will only invoke and court instantaneous deatl.l although
quch measures are only of a very conservative natl%re.
Placenta praevia must be viewed in some cases. as a surgical
emergency, and instances will not be wanting Wher'e the
initial blood loss might be so violent that thej prese?vatlon of
the life of the mother forms the only consideration. The
patient must be treated on the very.spot and any attempt
at removal might at times terminate trag}cally. The
point that the patient is not only unsafe until the uterus
is emptied, but also after, as the trouble does not end and
mav result in an uncontrollable post-partum heemorrhage,
shozlld be well brought home to those v§rho underta?ct? the
management of a case of placenta preevia. An addltlo.nal
catastrophy awaiting such women in the form‘of embghs}rln
during puerperium should be WE'H‘ borne.a in mind, and t el
patient should be forbidden to sit up in bed for severa
er delivery.

d&}’s‘;}i‘;’ ilhe aboveygeneral remarks let us survey the
various established methods for successfully combating a
case of placenta previa. The -use of‘ an?f method. d(ipelnds
upon the condition of the cervix. .Efﬁment vaginal plug-
ging with a small dose of morphia 'to lessen the shock
incidental to such a procedure is the 1d'ea1 treatment v‘\rhere
the os is completely closed ; althon.lgh. in su.ch cases dilata-
tion of the cervix with metalic dilators might be .done to
admit of the second procedure ; (2) Os admitting t'wo
fingers which will invariably be t.he case Where? the bleed}ng
is fairly profuse. allows us a choice jbetween bipolar .\'rersmr;
and champetierede-ribes bag. Vamety. a-nd contraue.ty o

views and violent disagreement prevail in the sele(;t1on. of
any one of the two methods. The appaling feetal mortality
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associated with bipolar version naturally raises the
question if that can he successfyl as the standard method.
Statistics under the two operations niight be helpful,

Maternal Faetal

mortality, mortality,

Version .. .. 78 737
Hydrostatistic . .o .
Dilator } 85 434

A glance at the statistios shows that the Hydro-statie
dialator has not much in favour of the mother ag compared
with version. But the foetal mortality appreciably
reduced by nearly one half under this method seems to
suggest whether this method cannt be adopted in pre-
ference to version from the point of view of both the mother
and the child. This is an ilusory scene thrown to us. If
we rightly understand that many

y of the children are oy
live still-births and do not survive the first few days of the

infant’s life ; and in view of the disadvantages that inevi-
use of champetier-de-ribesg
bag such as the necessity for a special appliance, the un-
wholesome condition of the bag and that aid by forceps
or version is needed, the moment the bag is expelled : and
the greater chances of development of Sepsis under this
method, and in the light of the fact that there jg a ready
disposal at our hands, of our owp hands for doing bi-polar
version, the question really arises if version 18 not an un-
paralled rival in the management of pla&enta Praevia, [t
has stood the test of time and i must be acknowiedged-
that in version we have a never failing friend, ever loyal
in the worst emergency and in the worst Surroundings of g
case of placenta preevia, My advocacy of theuge of version
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need not be construed in the light of depreciating t‘:he use
of champetier-de-ribess bag as I am not unconscious of
its utility. In certain cases with a certain amount
of practice, skill and dexterity and a l.<nowledge o.f ’fhe
technique, version might be perform..ed with .t}'le conviction
and encouraging assurance that oneis practlsmg.a.method
which has the acceptance of most eminent ob.stnclans and
which has an unsullied reputation. To put in a nu;t-shell
the treatment of placenta praevia when the Os: is t.wo
fingers dilated, is bipolar version With({uf; extmct.;wn'wmil
due emphasis on the latter, under a rigid aseptlc .1'11:11;.
I need not dwell here upon the art of performllng b.l-po ar
version. But the points that merit att?actlon 1nkth:
performance of version are :—I. Ascertan.l th(? back o
the child and push the child’s head in the d}r?ctlon of th}«la
back. 2. Fecognise the tuberosity 01? the tibia. 3. Cate
hoid of any foot. 4. Don't try to mtrqduce more ll;h;xln
two fingers. 5. Use cervix or bullf:t forc(.e.ps to pul the
foot out. 6. Lon't attempt at immediate delivery aitelhver-
sion. 7. After having brought down the half bree(? , t,o
act as an efficient plug on the placenta, rest'ore the patient’s
condition and fortify yourself to me.et a serious post-partum
haemorrhage. A greater freedom is given in the managei
ment of the Os more than two fingers dilated. Interrla
version and application of forceps. addeq. by perforatll(;n
in head presentation, when fixed mlght: with advanta?,ge ef
done. In all these maneuvres the risk of laceration o
gervix is a very genuine one and unless one 'ta.kes .extra,
precautions the occurrence of the catastl‘ophf.'. 18 Inevitable
and a traumatic post-partum hsemorrhage will result.

The treatment of placenta pravia cannot be said
to be complete, unless SEcTiON i8 given the consideration
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that it deserves.

. Of late no ]
diveigence of vie subject has excited greater

w8 and keenn i

ek s B €38 1n contr ;

e greement in its utility than the chojce f bis e
?1 placenta-preevia. T had no occasion t iy method
sesarean section for a cage of placeﬁtan .

I . ‘ . r

on the one hand, were admitted either .P
that the mere thought of (i o
as a crime, and on the oth

cases did not warrant such

think of doing
avia; for cases,
such a conditi
bed . 1t10n
sa;"ean section can be regarded
er i

1and  the condition of some

oases 1¢h a procedure; and th i
a8 a matter of fact, were dealt with un(;y Iiilglht
er er

methods, that T came across, no suitable
e X ’ ¢
:Z‘;Z(;I}:; “;l;l;fa()bi- ect of (?aes.arean section tiit;}?rpif:frean
further oot n .rorfl thls.dlre condition has also behin(}ir 'tto
noticeable toon in reducing the feetal mortality whj i
a marked extent under th ich is

method,§ of the treatment of Placenta praee' hackneyed
;’I?:EECZ?:}I] 1’3}16 mo;to “1} birfi in the hand i‘:av;roriﬁ g:rls
surgical boat may be one's guide before one laynches tho
Nonathod ulI()ion the s'tormy sea of Ceesarean sect; ©
sohions o IO‘froued be considered commendable if it 1:1‘ie:;otfl .
ol ot erth death rate of the feetus at the increase(;
regorded a0 I;LO er. .Caesa-regn section therefore may b
treatment of Illaspe;‘atlon l.lmlted in its application in th:
ing the oper IJ: e preevia and the propriety of perfor
w}in thp ation only in cases of central placent o

e mother’s condition allows such " previa
'and where the child is probably alive can j * Prosedure
impeached. It sounds irrational to think o;ndn? way be
rean section before the 36th week of pregn omg Casa-
chances for the child are minimised. The okg)':l;:(-}y as the
Caea?arean section thqt- the scar is liable to r u] 1‘: 100 to the
easily met by a rigid adherence to the canonsl;fual::eca.n be

, psis.
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STATISTICS.
) Maternal | Foetal
Operation Author mortality. | mortality.

(Caesarian section . Muhro-Kerr 11% 22%,

Do. ..| Doderlin . 8:9% 30

Do. ..| Hospitals in

Gr. Britain . 6°6% 24

Version ..| Doderlin o T8% {737

Do. .| Hospital in Gr.| ~ 8°6% 953

Britain ‘

ledged as an operation of choice in
where the maternal and feetal mortality

(eesarean section though considered and acknow-
central placenta preevia

is thrice as much

as in the other varieties, is distinctly contra-indicated,
when the mother is in an exsanguined condition and the
foths isdying or dead. Inthe milder varieties of placenta
preevia the results achieved by other methods as far as
the mother is considered are not unfavourable and with a
questionable chance of the child even if delivered alive, it

taxes our thoughtful consideration regarding the propriety
nd it rather prompts us to

of performing cesarean section &
announce that the cesarean section has no place under
those circumstances. ‘
Hrart DISEASE

Tt is a never failing source of anxiety to a medical
in charge of a case of pregnancy which is complicated
by valvular disease of the heart. Cases vary in their seri-
ousness, the heart being damaged and diseased to an extent

m breaking down, and when such

and degree not far fro
bject of preguancy it is impossible

heart cases become the su
to conceive that there will be any relief, partial or complete,

6 .

man
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of the anxiety of the medical attendant. In the light of
modern knowledge about the function of the heart in nor-
mal and abnormal conditions, the prognosis of a case of
heart disease hasnot so much relation to the particular
valvular lesions as it has to the existence or otherwise of
compensation. Greater recognition and appreciation is

given to the functional activity and integrity of the cardiac

musculature than to the impairment of the valves. And
this knowledge unfolds that the issue in cases of heart
disease is an individual one and not a general one. How-
ever there are certain elements which exert an adverse
influence in pregnancy on the heart muscle. And they are
obesity, ancemia, exhausting work and lack of colrnpdensai
tion. The varieties of heart disease that might eomplicate
pregnancy are.—
1. Acute endocarditis,
2. (a) Chronic valvular diseases, :
(b) Mitral insufficiency,
(c) Mitral stenosis,
(d) Combination of b and ¢,
(e) Aortic regurgitation ; Aortic stenosis.
(f) Uncertain lesions, l
(9) Myo-carditis.
GeNeraL CLiNrcal Featvrus
In diagnosing a case of heart disease in pregnancy it
must be well remembered that certain murmurs such as
rough blowing murmurs totheleft of and over the sternum
(a systolic murmur of slight intensify at base and apex) are’
incidental to pregnancy. As a matter of fact only a
seventh of heart cases are diagnosed, many passing with-
out attracting the attention of the patient or the physician
The orthodox view is that mitral-stenosis is a very grave.
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complication in pregnancy. Many pregnant women pass
through the pregnancy without actually becoming con-
scious of the existence of the damaged heart. It may
escape detection if no routine examination is made. The
non-existence of inefficiency of the heart muscle before
pregnancy as a rule allows a woman to pass through preg-
nancy and labour unscathed. The optimistic attitude we
can assume regarding her, in pregnancy and after is solely
dependant upon how far she will be able to fortify herself
with all her forces. The scale will oscillate in her
favour if she can exercise proper control about her diet,
rest and sleep. To many pregnant women the environ-
ments social and domestic are antagonistic to the attain-
ment of such an end. Insufficient nourishment, exhausting
work, want of sufficient rest and sleep have to be faced
by many ; and it is no wonder if compensation breaks
down. Sir James Mackenzie who takes a gloomy view
reports six changes in circulatory conditions as invariably
associated with pregnant condition and they are :

1. Restricted field of cardiac response occuIring
from the early period after the first and second month
and much earlier before the growth of ovum inside the
aterus calls for increased blood supply.

2. Changes in rate and thythm ; these are not only
increased on exertion but unusual variation more parti-
cularly influenced by respiratory movements. Occur-
rence of such irregularities as extra-systoles of ventricle
and auricles.

3. Dilatation of the right side of the heart.

4. Tendency to Oedema of the lungs.
5. Tendency to over-filling the veins of the lungs.
6. Marked pulsation in the veins of the neck,

.
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It .is a matter of common knowledge that the onset
of dyspnoea and the appearance of Odeema in a beart
case calls for a thorough revision of the tests of the heart’s
efficiency and a proper course of treatment should be im-
peratively instituted ifthe evidence isunfavourable. The
response successfully or otherwise tothe treatment will be a
criterion for allowing or interrupting pregnancy. It cannot
be again said that pregnancy exerts an adverse influence
on a woman whose heart efficiency is questionable.
In the latter months of pregnancy the heart has to labour
under displaced conditions and under conditions of increas-
ed hlood pressure ; and this naturally st mmons into being
exaggerated heart-rate. There is also the additional
impediment to the circulation of lower limbs and return
of venous blood and under these circumstances it is a
surprise why all the heart cases do not fail. Even if
worst conditions set in it is not impossible to re-establish
efficiency as evidenced hereby.—

1. One cage of mitral-stenosis which showed failure
of compensation at the time of labour hut passed through
the labour successfully.

2. By another case of mitral-stenosis showing signs
of failure of compensation to an intense degree ending
in premature labour at the 7th month uninjured under a
violent orthodox treatment of digitalis orally and hypo-
dermically which I consider a very good weapon in esta-
blishing not only satisfactory compensation but also in
bringing about the desideratum of premature labour in
those cases. I consider that digitalis is a potent drug
and can with advantage be utilised as a method for indue-
ing premature labour. This opinion, I base, on the
experience gained by me in treating some of these heart

©
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cases and cases of Ansmia where acute dilatation of the
heart was an outstanding feature: I can record h.ere
another case of mitral stenosis admitted into the hospital
with failure of compensation at the seven.tth month retu'rn-
ing home with compensation fully estabh.shed and coming
back at nearly full term, with complete fallu.re of compensa-
tion to undergo labour Witb corr}pensatlon. established
and to pass through puerperum without serious troubles
arising in the same. In the name f’f the fear of compensa-
tion, I must parrate to your fsl'xrpnse that.; a cfzse of double
mitral with compensation failing at no time in pregnancy
passed through labour successfull}f and puerperium un-
eventfully, The first case mentioned by me  sou ght
admission while in labour with 'the heart condition a,?; the
worst and she was nob able to lie d’oWn even for delivery
and she miraculously escaped the jaws of dea,th: I may
¢ be taken amiss when I say tha’? 1sh oul«li brfng home
o the fact that duzing labour it is the oscillation, of the
;?o);zu pressure that exerts a baneful inﬂuen'ce on the
damaged heart and it is the most dangerous period When. it
truly be said “ the sword of Democles hangs heavily
mayh woman's head.” Despite the miraculous survival
o? torz.e of these cases after labour they are likely to ter-
;)ni:ate tragically during any day in t%le puerperil'xm from |
syncope- The additional dangers in puerperium are
éndocarditis, embolism, and cedema o.f th.e lungs. Pf)st-
artum heemorrhage is a dire complication that might
grictimise gome of these cases.
ManagEMENT DURING PREGNANCY.
The management of a case where the heart muscle
is efficient and the field of cardiac response is in no way
abnormal dees not differ from a case where there is no



46 THE MADRAS MEDICAL JOURNAL

pregnancy. When signs of failure are noticeable the case
should be considered and managed as one of cardiac
emergency. Rest, Digitalis, Camphor, Valerian, Trini-
trini, intravenous injections of strophanthus, oxygen
inhalations, paral-de-hyde for inducing sleep, morphia
cautiously in certain cases constitute the list of remedies.
The dioctum or the golden rule, take care of the stomach by
at no time subjecting it to heavy food, and the heart will
take care of itself, should be well remembered. The alarm
or the signal of failure should be promptly responded to by
instituting a campaign of suitable treatment in which no
detail should be overlooked Rest, to the hard, working
labouring elasses, exercise short of fatigue in the well-to-do
who having obtained some knowledge of their condition
are culpable by taking superfluous rest), such as walking.
driving, motoring should be enjoined. Some of the minor
symptoms such as heartburn acidity and constipa%ion
should receive prompt attention. Induction of labour as
a treatment i3 a disputed one. That the question does
not arise except in cases of serious heart failure, there can
be no two opinions about, and when the symptoms are
gerious, it is no doubt doubtful, if any benefit will accrue
from this procedure. There can, however, be no disagree-
~ ment to the view that in cases which do not respond to
treatment there is a legitimate demand upon this pro-
cedure, notwithstanding the chances of small success.

The periods of main risk are during the oscillations
of the blood pressure and during the puerperim. Sir James
Mackenzie advises to terminate pregnancy

(1) When there is orthopnoea.

(2) In mitral stenosis with cedema of lungs or with a
heart rate over 100, with violent palpitation on the slightest
exertion,
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(3) In aortic regurgitation with a corrigan pulse
or with a distinet forcible apex beat outside the nipple
line. ,

MANAGEMENT OF LABOUR.

The main risk arises from alterations of blood pressure
and from fatigue. Post-partum hemorrhage is an added
risk. To avert these risks, Rupture of the membranes
can with advantage be made, as this procedure puts an
earlier limit to the rise of blood pressure. Delivery may
be expedited with forceps, when the passages are dilated
as this curbs and limits to a great extent the oscillations of
blood pressure and removes fatigue. The application of a
sand bag weighing about 5 to 7 b over the abdomen in the
second and third stages merits an important consideration,
as by its means pressure is maintained over the large
vessels and also it prevents the fundus from relaxing.
Rectification of abnormal presentations is also another
means of avoiding undue exertion and fatigue to the
mother and thus must be done as early as possible before
the patient goes into labour. The use of anaesthesia and
its beneficial effect on a heart case demands a legitimate
consideration in these cases, for, by its judicious use the
woman might be relieved to a great extent ofthe sufferings
and agony of labour pains which otherwise would act
adversely on the mother. Chloroform, aether and hyo-
scine all have their use in suitable cases.

MANAGEMENT DURING PUERPERIUM.

We cannot enjoy a clear conscience until the puer-
perium is safely passed through. The effects of physical
exertion of labour, changes in the quality of the blood and
alterations in the intra-abdominal pressure incidental
to the cessation of placental circulation, present
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unaccustomed problems to a damaged heart and it won’t be
a matter of surprise if the heart fails in the puerperium. Our
reliance has to be placed on full doses of Digitalis, Campher,
Valerian, the use of sand bag of two to four pounds on
the abdomen, regulated exercise in bed and when allowed
to get up restricting her exertion to short periods, with
a liberal allowance of rest periods ; these are the actual
collapse averting agencies. The treatment cannot be con-
sidered complete until a word is said about lactation.
This is an individual one and in cases of severe heart
failure it must be interdicted but in milder cases the
exertion in nursing must be controlled as far as possible by
the child being supported by an additional agent. The
question is very often asked whether a heart patient can
marry and bear children. The laws of Peter—maid don’t
marry, wife don’t carry, mother don’t baby—are now-a-
days violated. As a working rule it may be declared
that & woman with a heart disease where compensation has
been fully established may enjoy the social and matrimo-
nial amenities and face labour without fear as her neigh-
bour with an undamaged !eart but those who exhibit signs
of frequent failure should be shown the danger flag “ avoid
pregnancy ** Sir James Mckenzie enunciates that preg-
nancy should be forbidden.

1. If the cardiac response is limited and palpitation
is readily induced by exertion and no improve-
ment noticed under treatment.

Dilatation of the heart and oedema of the lungs

Nodal rhythm

Mitral stenosis with diastolic murmur

Aortic lesions unless the muscle is in good condi-
tion and intact

v
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Pregnancy may be allowed

1. When the field of cardiac response is fair and there
i8 no enlargement of the heart

2. If there is good recovery from cardiac failure

8. Mitral stenosis with good efficient muscle.

SuMMARY oF TREATMENT.

(Pregnancy)

1. Have a close observation on the patient

2. Allow pregnancy if there is no failure of ocom-
pensation

3. Avoid cardiac strain

4. Treat signs of slight failure (edema, irregular
pulse), albuminuria, cardiac dilatation, by rest,
cardiac tonics and careful diet

5. Terminate pregnancy if serious signs of 'failure
are present by throwing as little strain as pos-
sible on the cardiac muscle

6. Don’t interfere with the patient, if seen at or near
term as it heralds more danger

7. TImprove patient's condition.

Lasour.
First stage :—Rest in reclining position
Puncture membranes to relieve strain
Use Hyoscine if necessary.
Second stage :—Conduct labourin thereclining position
Shorten labour,
Avoid bearing down efforts,
Anaesthetise and use forceps,
Avoid post partum hemorrhage and collapse by
sand bags and saline,
Casarean section under spinal anaethesia, may be

considered.
1
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ANAEMIA,
The literature about Anaemias of

pregnancy is
meagre and not in my

view satisfactorily traceable any-
where. It has not in my opinion received enough atten-
tion as it should at our hands. T dare say that it will be
within the experience of all of us o observe some cages
which markedly draw our attention on account of their
pallor and impoverished condition of the blood. Whatever
may be the underlying cause, the astounding feature and
noteworthy character of the patient is intenge ahaemia,
In order to have a comprehensive idea of Anaemis of
; pregnancy it is desirable and profitable to have a know-
ledge of the condition during pregnancy. Investigations
into this subject have no doubt resulted in keen and
voilent controversies but it is admitted by all and agreed
to by many that Hydroemia is a natural alteration in the
blood incident to pregnancy. Our knowledge of the
nvestigation still further unfolds that there I3 an increage
in the total quantity of blood with decreased intensity,
The number of red cells shows full range of high and low
values and it depends upon the nutrition, and this rule
holds good for hemoglobin as well. A diminution of red
cells and hemoglobin is discernible after confinement,
This is only transitory as rapid restoration to normal
condition takes place. The white cells especially of the
poly nuclear variety are noticeably increased jn pregnancy
and much more in labour returning to norma] condition
during the puerperium. Neither variation in the coagula-
tive power nor uniformity of change in sodium chloride
content is evidenced. An increase in (. Salts and
Phosphates and a decrease in iron content are features
physiological to pregnancy. Additiona] features notige-
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i ; ss of fat and Cholosterin and
?ble - pTeg:i’zli:Zy;z?c e;)(z:ver of the serum returninig to
-y lndition only on the tenth day of the puerperium.
normﬂ o ansemia i$ the only variety made mention ?f
Permcwusf the text books. Many cades are not of this
i m&n}:i zo me it looks like that the classification of the

typ:ﬁ as one of physiological and pathological might not
ane

. ) Q ' “ ﬁ ] :

[s)

he arena of labour they do so
altohlfughnsviv;eiiglee};iselzm;i}find, and these cases ps.a,ssirig
:;11:011;1(1) puerperium also uncompllicaimte;i m::fm?ae n-]%ilzr};
1 hysiological an: .
e an t::il;)ll)llfiinfl?er gf Z ases iil whom the symptoms
e a‘norlonounced and intense such as marked pallor
31"; mogngss of the face to a great degree, extreme cedema
e r and lower extremities, cedema of t}%e a,b(‘io-
Of'the uplll)e d in some cases ascites with acute dilatation
mmil Wlf’ea:on and heemic murmurs. Tt i this class th.at
;)rfu:;t ebe styled as pathological anaemlia: Tl;etifrl::m:z
iologi athological 19 at 8
'between dpfg:’;otll(:glzzy;ﬁfoglial migghlt become pathologi-
v oment. These women are invariably admit-
- a't a:l}lfen;irst st.age of labour and very s?,ldom a few
:;.ed s‘1 I:)r weeks before labour. Under these cucumst‘ax'llzei
ibai}.; o matter for surprise that the result of labour strikes
in only a few.

. noi:tl (;nZlysis of 23 casesshows that the follo'w-
ing ?;:Zsefs(‘)rmidable causes of the pathological anemias

d they are arranged in the order of their occurrence E ey,
an ce; ,

1. Ankylostomiasis. yr

!‘r/

|

i

e

-
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2. Defective and damaged function of the kidneys.
3. Latent Syphilis,

4. Malaria.
5. Dysentery.
6. Tuberculosis rarely.

SyvrroMs,

Symptems are marked pallor, general anasarea,
glossy and shiny skin, puffiness of the face (more marked
in the kidney variety and ankylostomiasis and its ghsence
in some syphilitic cases), ascites, dilated heart, vapid
pulse, scanty urine, presence of albumin and casts, defi-
eiency in R.B.C. and hemoglobin, absence of fits, althowgh
albumin might be present (which I believe is due to natural
Vene section by the hook worms, in ankylostomiasis. eases
thereby decreasing the B.P.), irregular pyrexia before
labour and becoming worse after and lowered bleod
pressure. The chief dangers these patients are Lable to
ame : '

I. Heart failure during pregnancy, labour and
puerperium.
Post-partum haemorrhage.
Embolism.
Sepsig.
Intercurrent affections especially pneuronia
and diarrhcesa.
6. Premature labour ending in death of feetus
in some and in some, feetus surviving a
few days after delivery.

<o 0 10

The particulars of about 23 cases are given below :—
Of these 23,19 were multipar® and four primipare.
Albumin was present in the urine in nine cases. Albumin
and casts in five cases; Hemoglobin ranged from 25 4o
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50 per cent; and the total number of red corpuacles. varied
from 1 to 4 millions. Nueleated red-cells were not. found ;
Poikilecytosis in one case. In 13, labour terminated pre-
turely. In2,labour was difficult, there were still birthe
l:;achjl&ren. Maternal mortality 1 death, and three dis-
charged: otherwise about dying. In two, wassermam
ion wag positive.
reaction ! TREATMENT.
One remarkable feature that has struek me in the
is the quickness and rapidity with whick such

t
treatn::;on& to treatment. The woman becomes almost
cas'(:lsentiﬁa,ble within a week or so after the treatment kas
uni

: ecially after confinement. In cases of
beginwzr;i;?zz::ient xzreed not be necessarily aimed at
oo™ lsio;n of the worms. Treatment. directed towards
f;he expt the blood was found gasisfactory. Subseeurent
1mp1‘0'Vlng speatment of the worms by thymel or any wait-
to delvers av be carried out. A case in which thymol was
aPle dmgmi;mte& in premature labour. In syphilitie

ven te;iyphiljtic treatment should be started with as
0a5es, @ ‘ble. The following routine treatment
listle delay 88 PSS o found successtul. Tn ol these

me an .
was adpﬁ';itsywﬂe subjected: to an erthodox regimen of
caaes pPav

. where kidney difficalty was dis-
Blauc® Pms;vd:rncifs?:tmg of 1 grain of Calomel and 38
elosed i‘é’iﬁem Cibras and 30 grains of disetin iua six
gars® neApow.den four-hourly, was given with decided
povders, 7 in c.ﬁses of general anasarce. In: cases where
dv&n]:zg:’wn of the heart 18 prominent, digitalis, ar‘xe}. stry-
the ,dl .a.e obions, the former invariably producing the
anine uzﬁect of bringing about premature labour, were
:S:EILM During lebour the use of a sand kag of
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5 1b. - i

oL a:fd ::llionznafmmary or occasionally intravenous injec-
flons of saline ormed important methods of counter-

g heart-failure. Post-partum hzemorrhage will b
rﬁal uncontrollable catastrophe if precau’ciins againot
:he :flc.:udrrence are not taken. Judicious managerzfzns‘fs
1e ir stage f)f labour is essential lest, a fra, .
‘P;, }?icc??l left m&ufie the uterus may foste’r violeirrzré;s(i)sf
which n alz Ii';nz 1'1013: Not the least important of al] pre-
cautio O,f ' S'sp'ecmlly r¥eedful to adhere closely to the
rituals of as psis; and without proper attention to this
from the knz)f vf}()l(;)mencement of contact with the case .in
dontonie o edge of the art.of obstetrics nor skill and
Coxterity | g man.ageme.nt will avail to avert the most
e ;rd e r]:ost distressing, the most anxious and t};e
- cp inf:cxla.m le ofIalI .complications in midwifery practice
e Infes 1:;1. t is t%lejrefore important that every,
ol o ;) 18 must be rigidly and punctiliously carried -
out. The Espzarance on the scientific horizon of blood
pranstus rerfledy in many of the cases of loss of
ows some light as to whether this can become an

established procedure of .
efficient] i .
cases also by the same method v treating these anamic

In i

ture avaﬁ;;el’)l?j;e; al}di, gentlemen, I have with the litera-
ontlined & math o(\i?vrz f I:Ze:;umble and small experience,
practically available under allmzrifcutitflllacenta privvia
capable of yielding results but little inferio:e:’ e
fnethod a8 far as the maternal mortality is cor? anyedother
it can be prf)nou.nced to be decidedly superi (frertn hand
methods which aim at the reduction of fostal ot c.>se
at the expense of the mother. In the course of 1:}11'11.0]“;&11)Gy
T have submitted my views here and there lforec; zie

r
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professional congideration and judgment. And I should
like my experience placed before you to be regarded
as incentive for further investigation rather than as any
a definitely shaped obstetrical practice.

Mouar PREGNANCY.
An observation of six cases of molar pregnancy makes

me emphasise the following points :—

1. Of the six cases three were multipare and
three primiparz.

9. The causation of these cases is as obgcure as it
was when midwifery was born. 1 am in-
clined to believe that Endometritis more or
less of a gpecific origin 18 a fruitful factor in
the production of the mole.

3. The condition can be readily missed in one’s
diagnosis and one might be deluded to believe
it to be an ordinary abortion. A proper
organised method of examination bearing
in one’s mind the probability of hydatid
mole as one of the probable causes of hemor-
rhage in the earlier months of pregnancy,
together with the classical and character-

istic abdominal signs will seldom land one
into error.

4. The text-book description of the appearance of
cysts in the discharge as a diagnostic factor
is hardly helpful, as cysts were not found in
them, commonly.

5. Immediate evacuation is essential and impera-
tive and unless this is done therisk to the
woman is grave beyond measure. In this
connection I must not fail to mention an

presentation of
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instance of a case where the husband, though
very literate did not welcome the suggestion
of immediate evacuation and evacuation was
postponed to the fatal issue of the woman.
Evacuation must be done boldly but cau-
tiously after dilating the cervix with metallic
dilators. Fortify yourself with .all measures
to combat or to prevent a serious post-
partum hzmorrhage.

6. Strict adherence to the canons of Asepsis will

be the trumpet of your triumph.

Recurrence was noticeable in one case but the

malignant transformation alarmingly de-
scribed in books was not noticeable. The
three cases traceable so far have not deve-
loped malignaney although a year or more
has elapsed, and two of them became preg-
nant one delivering -a still-born child and
the other continues in her pregnancy.

8. TEvacuation must be complete and done cauti-
ously without perforating the uterus, a
likely liability.
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