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Radiography\ ”

Dr. S. A. JABBAR, M. B. B. 8.
Y chief aim in presenting this article is to show
~ the necessity of cooperation of the collea- -
gues in a Hospital and the importance of
their understanding the difficulties appertaining to
this branch of Medical Science.
There are a few fundamental factors that govern

the production of Radiograph at least a hazy notion
of which is necessary for understanding this article.

They are—1. The current and this is expressed as
Milli-ampere.
2. The Electrical pressure and this 1is
known as the Kilo-Volts.
-3. The distance Tactor, i. e., the distance
from the Target of the tube to the film.
4. The time factor, i. e., the time of expo-
sure.

Let us now see how these factors govern the pro-

- duction of a radiograph and how they influence the

Radiography and how they are themselves influenced.

, The currént that we pass through the tube and
the voltage that we apply are both taken from the
Electric Supply Mains brought mto the Hospital
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from the Street Main and the current that we pass
through the tube varies according to the variation
of the Supply Main. This will be clear from a little
analogy. The wires bringing the current should be
compared to a water pipe and the current to the
water flowing in the pipe. For theé Tlow of water in
a pipe certain pressure is necessary and this pressure
should be compared to the Voltage.

Now this pressure of water will govern the flow
af water, i. e., the quantity of flow in unit time. If
the pressure is great the quantity of water available
will be proportionately increased and vice versa.
Now imagine for a minute that from one main pipe
there are obout ten tappings and if all these taps
were opened simultaneously there will be a momen-
tary as well as a general, fall of water pressure which
would react on the quantity of water received from
sach one of those taps. :

The same applies to Electricity more or less.
The cables coming into the X-Ray Department do
so from the Common Main of the building and when-
ever the lifts, motor pump, ete., begin to work simul-
taneousy with our starting to work the machine
here, the current begins to vary both in Milli Amper-
age and Kilo-Voltage or the secondary aid.

When it is remembered that these are the most
important factors that govern a Radiograph, it will
be easy to undersfand that such variations will be
ealamitous in the production of Radiograph. '

The other factors are fairly under our control,
. e. the distance factor and the exposure factor.

[
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There is another factor that creeps in, i. e., the
size of the patient or the part. For stout patients
either all the primary four factors, namely the Milli
Amperage, the Kilo-Voltage and the time of exposure
end the distance have to be varied or at least the first
two if the machine is capable of a bigger output.

Now for the production of X-Rays; the chief
factors necessary are the Kilo-Voltage which governs
the Penetration and the Milli Amperage which
governs the intensity. According to the thickness of
the patient or the part the penetration has to be con-
trolled and for Radiographic contrast and density
the Milli Amperage has also to be controlled. When
X-Rays pads through the body they are also scattered
and this scattering if it is very much, practically
ruins a Radiography and this also has to be
controlled by lessening the exposure time, lower-
ing the Xilo-Voltage increasing Milli amperage
provided the machine is able to deliver greater cur-
rent or by using various devices such as Tubulur
diaphragms, Potter Buckey Diaphragms ete. From
the time we have received the Potter Buckey Dia-
phragm we have bheen able to produce first class
Radiographs of the Hip joint and pelvis and gene-
rally of all bone work, which was almost impossible
about a month ago.

‘We shall now take some conerete examples and
try to illustrate our meaning. I.et us take four parts
of the body which let us imagine we are trying to
Radiograph. Let them be the following :—

1. The wrist or the Ankle,
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2. The chest, -
3. The Stomach,
4. Kidneys.

Now taking a Radiograph of the wrist or the
ankle is about the easiest and let us assume that we
are using 10 Milli Amperes at 60,000 Volts-(i. e.,)
60 K. V. and the distance between the Target and the
film be 257’ and the exposure time to be 10 seconds.
This as a rule will give us a fairly good picture.

On the contrary if we try to give the same ex-
posure with other factors remaining constant, for
a chest, the Radiograph produced will not be satisfac-
tory because the chest being thicker will absorb and
scatter proportionately greater amount of X-Rays
and the resulting Radiograph will be wanting in de-
tail. So we will have to increase the time or use some
other contrivance like the intensifying screen and
thus lower the exposure, but if you want a Radio-
graph of diagnostic value we will have to remember
that the Lungs are moving organs and if during ex-
posure they move as they are sure to in 10 or 20
seconds, then the Radiograph would of necessity be
of doubtful value unless the lesion in the chest is
very gross or advanced. It-will be impossible to
detect T. B. at its earliest stage under the above cir-
cumstances. So naturally the question arises as to
what should be done. - The obvious answer is the ex-
posure must be lessened to almost a fraction of a
second. That would mean increasing the intensity
of X-Ray and to increase the intensity more eurrent
will have to be taken and to produce more current a
machine sufficiently strong should be procured.
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Now let me see how we could produce a Radio-
graph of Diagnostic value of the stomach. This is
much more difficult than the production of the
Radiograph of the Chest because the Stomach is
situated in the abdomen along with other viscera like
the liver, Intestines, kidneys, spleen and pancreas,
ete. '

First to make it opaque to X-Rays we feed the
patient with Barium Meal. But here we have to con-
tend

1. Against peristalsis of the stomach.

2. The movement of the stomach duc to Respi-
ration. ‘ ‘

3. The more the tissue the greater the scattered
radiation and since rays have to penetrate the largest
amount of tissue in this part of the hody, the pene-
tration has to be proportionately increased. And
this increase in penetration brings about greater
scattering which means a foggy Radiograph. To
obviate these difficulties we have to lessen the ex-
posure, which would be possible only if the Milli
Amperage could be enormously increased. Otherwise
we will have to make the best of a bad bargain and
take our chances of getting a good Radiograph of
Diagnostic value, once in a way which is very doubt-
ful.

Then coming to the Kidney it should be admitted
that it is about the most delicate work in Radiogra-
phy because it should be remembered that. here we
are attempting the rather difficult work of differ-
entiating between soft tissues.
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The kidney outline has to be brought out distinet-
ly from the Spinal musecles on which it is lying and
which is of the same density as those muscles. Hence
unless almost all the details of the surrounding
structures are brought out it will not be possible to
get a good Radiograph of the renal region. Trying
to Radiograph a kidney with a machine and tube
of small current capacity is like searching for an
object in a big dark room with the help of the light
of a match. Certainly this light cannot illuminate

the room sufficiently well to enable one to distin--

guish one dark object from another in the same room.
For Kidney work we need as much as 100 Milh
Amperes and we have got equipment now which
could give us about 10 Milli Ampheres only.

There is another factor which has to be taken in-
to consideration in connection with Kidney work
i. e., the help of the Surgeon. Unless and until the
surgeons are able to catheterize the urcter and fill the
pelvis of the Kidney with Radioopaque Solution it is
hardly fair to expect such fine diagnosis as that of
finding a small calculus in the kidney or ureter.
Hence it is absolutely necessary that the surgeons
should understand that they should first catheterize
* the ureter of the patient and then bring him to the
X-Ray Department, when even with the materials
at our disposal, we can have a fairly respectable
Radiograph of the renal regions. oo

Very much, certainly, can be done with the aid
of Radiology but little can be achieved without the
active cooperation of the departments such as the
Surgeon’s, the Physician’s and the Pathologist’s of
the Hospital. | |
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The Radiological Department can be brought up
to do the best work only with the willing cooperation
of all those that get their work done in this depart-
ment. The Radiologist must be given information
about the findings after operation on a case in which
he has expressed an opinion. So also should the
pathologist after examining a tumour or a specimen

~under the Microscope send a copy of his report

to this department. Similarly should the Physi-
cian enlighten the Radiologist of the progress of
a case for diagnosing which the Physician had
taken the help of the Radiologist. For only in this
manner can a Radiologist and his department build
up their most precious experience, the fruits of which
all our colleagues and the patients would reap. Final-
iy it should not be forgotten that Radiology is not in-
fallible. There are limits even to Radiology which
every one should understand and recognize. Only
in this way would we be in a position to give the best
of our knowledge to the patient and all those that are
concerned in his well being.

It will not be out of place here to express my
gratitude and sense of appreciation for the under-
standing that Col. J. Norman Walker, our Director,
had evidenced in the interest of this department and
with his valuable help and sympathy we shall very

. soon bring up the department quite up to date, when

the above enumerated difficulties would vanish and
we shall certainly be second to none at least in India.

Col. Walker is already moving in the mattér to
give us an installation powerful enough to do all
round radiography.
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The Importance & the
chief objects of a
‘Malaria Survey
and how to do it

BY

Dr. A. C. ABRAHAM, L. M. 8. D. T. M.,
Certificate in Malariology, Malavia Officer I|c

Malaria Dept. H. B. H. The Nizam’s Medical Dept.

N recent years there has been written a large
amount of literature on' the subject of
malaria its survey and control. Since

the Medical Department, H. E. H. the Nizam’s Go-
vernment, has been fortunate to obtain the sanction
of the organization of a Malaria Department it is
felt that a summary of the importance and chief
objects of a Malaria Survey will be useful to those
who may not have access to the literature. In pre-
senting this article no claim to originality is made.
Almost all the information included in it has becn
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drawn from the works of other observers. By Mala-
ria Survey is meant a certain type of malaria investi-
gation viz: one that sets out to elucidate the - facts
about malaria in some particular locality or area.
‘Malaria is a protean disease transmitted and main-
tained under most diverse conditions, many of which
-are still imperfectly understood; indeed so wvaried
are the circumstances affecting malaria with its
triple-linked chain of Man, the Pavasite and the Mos-
-quito, as well as all the factors influencing the chain
that in the present state of our knowledge malaria
‘survey is almost always a true piece of research work,

© - {For the proper elucidation of the facts, without
'. -auitable technique the required facts cannot be

'ascertdined and an inadequate elucidation of the
facts may lead to advice being given that is not only

- useless but may be actually harmful as money may

be wasted and anti-malaria work thereby brought
into disrepute.

The importance of a Malaria Survey is felt
when it is desired to know (1) what is the degree of
the prevalence, the effects or the circumstances asso-
ciated with malaria in some particular place area or
country and always (2) where it is desired to take
in regard to prevention or amelioration of malaria:
(3) the extent to which malaria prevails in different
parts of a country, its effects on the population, the
circumstances under which it is unduly present and
so on are the points on which any Government should
have proper information. It is not however to Go-
vernment only that knowledge regarding malaria is
useful, but also where planting, mining, municipal
extensions and improvements, Engineering works,
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reclamation and Harbour works, Railway construc-
tions, Canal schemes, sanitation of tea and rubber
estates etec. are concerned. Malaria is of great im-
portance in relation to irrigation, to those responsi-
ble for troops and malaria more than any other dis-
ease retards the development of tropical countries
and keeps them in a state of backwardness and un-
bealthiness. Neither salubrity of towns nor pros-
perity of rural areas is possible in the presence of
severe malaria and on the possibility of prevention
“of malaria will often depend the success of industrial
and other enterprises. Preventive measures cannot
be employed in such malarious circumstances with-
out a malaria survey for any attempt without it will
be a blind procedure inviting failure hence to take
action apart from survey is to work in the dark and
surveys must be regarded as eyes and ears of mala-
ria work.,

Now we may briefly consider what a malaria

survey does:—

(1) It ascertains the actual facts regarding
malaria in a country or loeality and without
such a knowledge the degree of prevalence
is a matter of opinion or conjecture:

(2) It enables to know the general or specific

nature of the measures most likely to be

_effective and helps the Malaria Officer to

~ advise the responsible authorities accord-
ingly.

(3) It enables preventive action on lines advised

to be effectively carried out for instance if

~ destruction of breeding places is the method
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to be undertaken, the engineers must be in-
~ structed or in the case of choice of sites for
~ bungalows ete.

(4) It helps to advance general knowledge both
scientific and practical regarding malaria
- anopheline mosquitoes, parasites, ete.

A short summary how to conduct a malaria sur-
vey may not be out of place to mention here.

(1) Take the help of the local authorities, Tah-

sildar or Munsif to fit up a temporary labo-

- ratory, for collecting children and also to
obtain the statisties or any returns.

(2) Then explore every part of the area, study-
ing the physiography and topography =
Note all the streams and storm channels— -
Study the subsoil water-table in relation to
(a) dry porous areas (b) swampy tracts and
sewage areas and the permanence of water
in stream beds: Consider also the hydrogra-
phical features of rice-fields ete. and the
forms of irrigation used in the rains and in
the dry season if possible. .

(3) Collect larvae wherever they are found and
the chief objects are:—

(a) It assists to know the species present in
the area for species bred out may not
always be those that have been caught
as adults in the houses.

(b) What kinds of breeding places are pro-
dueing anopheles. :
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(¢) To ascertain the degree to which differ-
ent types of breeding place provide dan-
gerous anopheles so that treatment or
destruction of these sources may be
considered. ' ’

" (4) Collect adult anopheles in dwelling houses

cattle sheds wherever one can find them to
know (a) presence or absence of breeding
- places; (b) source and direction of infiltra-
tion; (¢) to study the bionomics e. g. with
regard to length of life, direction and length

of flight hibernation and aestivation, the re--

- lation to cattle kept under various conditions
ete.; (d) for dissection of salivary glands
‘and the midgut to.determine what species
of anopheles are carrying malaria in nature
under the particular local conditions, to get
a rate of percentage in each species infected
with sporozoites in the saliwary glands and
oocysts in the wall of the midgut; And for
scientific purpose to incriminate a species
not yet known to transmit malaria in nature.

(5) Proceed to take the spleen rate and parasite
rate in order to know the degree of endemic

malaria as the percentage of enlarged sple-
ens in an adult population (adult spleen

rate) does not give reliable indications of.

the prevalence of malaria, children aged:2

to 10 years are chosen and the percentage
of enlarged spleens in the child population , .

* is known as spleen rate as compared to adult
spleen rate of adults.
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(6) Collect any meteorologieal data especially
rainfall, wet and dry bulb temperatures ete.

(7) Collect as much information as possible with

regard to economic eonditions of people and

* to the history of malaria in the area, any in-

creased incidence result of canal eonstrue-

- tions or introduction of susceptible immi-
grants ete.

(8) Gather informations from studying the dis-
pensary books death registers ete., of the
seasonal prevalence of malaria, any evidence
of epidemic prevalence of malaria ete.,

~ throughout the survey every effort should
be made to reach the fundamental facts re-
garding any unusual prevalence of malaria
or unusual freedom from the same.

Before concluding this article a few words may
be said regarding terms employed in malaria work
in India.

 Spleen rate means the percentage of those with
palpable spleens between the ages of 2 and 10 years
and the rate in adults being the adult spleen rate.

Parasite Index expresses the percentage of chil-
dren in whose peripheral blood parasites arve detect~
ed, no statement as to the amount of blood examined
being given. ,

Fpidemic Malaria is the term applied to sudden
outbreaks of greatly enhanced malaria prevalence
“autumnal epidemie’” or “fuluminant’” form in
which the disease behaves with regard to mortality
like the great epidemic diseases plague, cholera, ete.
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this form is chiefly confined to the dry tracts of the
North-West of India.

INCIDENTAL MALARIA is the type of mala-
ria which affects Europeans and other susceptible
persons in an endemig, area.

ENDEMIC MALARIA is the term expressed
10 mean that a certain degree of malaria infection
is more or less static in a community or area.

The Central Committee for the study of Malaria
in India have recommended the use of the following
nomenclature in regard to varying degrecs of ende-
mic malaria in India.

1. Areas where the splenic index among child-
ren is not over 10 per cent are called Healthy areas.

2. Areas where the splenic index among child-
ren is between 10% and 25% are called aveas of
Moderate Endemiecity.

3. Areas where the splenic index among child-

ren is between 25% and 50% are called areas of High
Endemieity.

4. Areas where the splenic index among child-

ren is over 50% are called areas of Hyper Endemi-
city.

My best thanks are due to Col: J. Normon Wal- .

ker, Director, Medieal and Sanitation Dept: and the

deputy, Director Major M. Ashraff for kindly obt‘un-‘

ing me sanction for my deputation to The Ross-Field, .
Experimental Station for Malaria at Karnal,
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80

Y

4
\

1. Malaria, its investigation and control by
the Col: Knowles and Mr. Senior White.

2. How to do a Malaria survey by Col: Chris-
tophers and Major Sinton and Major Covell.

3. 'The prevention of Malaria in the Federated
Malay States by Watson. M.

4.. Antimosquito-measures by Md,]m Covell.

5. Health Bulletm No. 13. Malaria Bureau
No. 5.

6. A eritical veview of the data recorded re-
garding the transmission of malaria by the different
species of anopheles by Major Covell.’

31



(1) Psoralig Corylifolia seeds are sw

ted—a fact indicated by its ' chi
v 1ts  chie
Sugandha (1it “scented’’), i agnl

. tie odour resembling that o
'Vernom'a Ahthelminiticq
 There are other distingui

eet scen-
] rit name
their agreeable aroma-
f the bael fruit, whereas
se(?ds are not scented.
shing features as well;

Psoralia Corylifolia Vernonia Authelmintica

N. O. Leguminosae N. O. Compositae
Leaves: cordate, both sides
conspicuously dotted

- with black dots. )

Leaves: acuminate,

Seeds: dark—brown or S
| . eeds: black or dark b
gg;v;}r:;sphecllala;:lléz klg— covered with wlrxft?s’ﬁ
R , ob- scattered hairs 1

long, about 2 m. m dri g o
. ' . m, rical, taperin .
long, aromatic, . ward the pbaseg af)c:l
marked with aboyt
~ ten paler longitudina]

_ , ribs. '
Oil; thick, reddish-brown, | Oil: g '
ick, , : k '
;ndxth an agreeable l st:crmg sx?xf:?l?rlxg. and
our. |, S. G.0.916 at 1000 F.

5. G.0.910 at 100° F, |
84

(2) Confusion, and consequently inefficacy,
arises from seeds of entirely different plants being
known as Bauchee and inferior varieties of Psoralia
Corylifolia are often used with unsatisfactory and
negative results. Further, the action of Psoralia
Corylifolia often needs to be accelerated by subsidiary
measures according to the requirements of a case,
and 1n all cases -patients must either report progress
or remain under observation for the treatment to be
suceessful.

(3) In the event of the drug prescribed being
of the required strength and purity as is the case
with the oil issued by the School of Chemical Techno-
logy, Calcutta, the results observed are generally
satisfactory, particularly when patients strictly
follow instruction with patience and intelligence.
The oil of Psoralia Corylifolin has an irritant action,
its effect on leucoderma being specific. The skin be-
comes red, which varies in intensity acecording to in--
dividual tolerance and idiosyncrasy, the melano-
blasts are stimulated leading to pigment formation
and finally pigment is diffused into the de-pigmented
leucodermic patches. Some patients get frightened
at the first indication of irritation and discontinue
applying the oil and some develop no irritation at
all. In any case the patient should exercise intelli-
gence and try to keep up the effect by either reducing
or increasing the frequency of application, which
normally consists of gently rubbing the oil over the
affceted part twice or thrice a day. It is sometimes
necessary to dilute the oil with olive oil to suit indi-
vidual tolerance and to apply an emollient as a sooth-

| _ing agent.  With attention to these details progress
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is generally assured, although it is not claimed that -

a spegific cure for leucoderma has been arrived at in
the sense in which Salvarsan is understood and used
for syphilis.

Samples of oil from seeds of Psoralia Corylifolia
were exhibited at the stall of the School of Chemical
Technonlogy during the Caleutta Exhibition of 1923
and from the way visitors to the stall were scared
by pictures representing different stages ofleucoder-
ma, it appeared that both leprosy and leucoderma
were looked down by all communities. Doubtless it
~ will be doing a real serviee to science and to humanity
if this school, which is very much interested in indi-
genous drugs investigation, is kept kindly informed
of the results obtained hy patients from the use of
Psoralia Corylifolie oil as supplied by the School.

Leucoderma is ecalled, though erroneously,
“White Leprosy’” in Hindu medicine, there being
several varieties of leprosy under that system of
treatment, and although this ancient system, as it
stands at present, generally lacks in what we call
seientific procedure and precision, it is still ‘deseri-
bed by several European Scholors ‘‘as a marvel to
the modern scientific investigator” and provides, in
many instances, materials of considerable value, as
well as facts of close observation. Several of them
have been scientifically tested and found to be of real
value, for instance, modern medical science has so
far failed to find better remedies than those of Indian
origin for the treatment of either nodular leprosy or
leucoderma, the medicine used in either case being
entirely Indian in origin and in conception, and the
knowledge handed down from at least 1,500 B. C?
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forms the basis of modern investigation not only in
regard to leprosy, but also in several other direc-
ctions.

In its last annual report the British Empire
Leprosy Relief Association predicted that leprosy
would be completely stamped out within the next
ten years by means of treatment with oil extracted
from the dried fruit of Hydnocarpus tree which
grows on the Malabar Coast. It was announced that
arrangements had been made for a deputation of doc-
tors from all parts of India to undergo a course of -
training in the diagnosis and treatment of leprosy
in Calcutta, thereby widely diffusing knowledge of
the subject. A similar propaganda seems necessary
for stamping out lencoderma by treatment with oil
obtained from the seeds of Psoralia Corylifolia, the
sufferers from this disease being presumably no less
numerous and no less widely distributed than leprous
patients.

The remedy for leprosy is popularly known as
Chaulmoogra. In his pamphlet issued on the sub-
ject in 1917 the writer first identified Chaulmoogra
with Hydnocarpus from a chemical consideration
of the oil extracted therefrom (T'he Pioneer, March
1st, 1928), all previous leprosy work having proceed-
ed on Gynocardia Odorata and Taraktogenos Kurzit,
as mentioned in the British Pharmacopceia (1898 and
1914) under Chaulmoogra. There is a similar mis-
understanding in regard to Bauchee (Psoralia Cory-
lifolia) which may definitely prove to be as effica-
cious for leucoderma treatment as Chaulmoogra
(Hydnocarpus Wightiana) for leprosy. Both of
these drugs are ancient Indian remedies and the mis-

understanding arises from inaccurate identification.
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"A Rare Case of
- Coloboma of Lens
and Iris

S. A. RAHIM, B. A,, M. B. D. 0.
Ophthalmic Surgeon.

Gulam Hussain a young man of 19 years got
admitted into the Ophthalmic ward for loss of sight
m both eyes. On examination there is only percep-
tion of light in his left eye. e says that he has lost
his sight for the last two years but does not give any
definite history of gradual failure of sight before
that—a statement rather inconsistent with our phy-
sical findings. S

The interesting feature of the case is that he has
coloboma of iris and lens in their upper segment in’
both eyes. The lens is opaque and in parts has cal-
carious spots on it. It is tremulous (weak suspen-
sary lizament) and its upper part is absent making
it rather boat shaped in form. The iris is deficient
at the top giving it the appearance of a little more
than a crescent. It is pale blue in colour suggestive of
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Clinical Cases

THE FOLLOWING SIX CASES WERE DE-
MONSTRATED AT A MEETING OF THE
LOCAL BRANCH OF THE B. M. A.
BY
V. R. GORAKSHAKAR, B. A., M. B,,
1st Physician—OQOsmania Hospital.

I. A case of malaria affecting vision and speech
with other nervous symptoms. This is a case worth
recording. The patient—a student— aged 21 years
came to the hospital complaining of fever, vomiting,
headache, insomnia and toothache. The illness be-
gan four days before admission with rigor and fever.
On examination he was found to have Diplopia but
there did not seem to be weakness or paralysis of any
of the muscles of eye ball. The Diplopia which was
binocular was functional. There was affection of
speech, scanning, slurring speech it was. Tt was
- dysarthria. There was no aphasia. He could not
close his right eye independently of the left eye and
there was some paralysis noticed on the right side
of the face—lower half only. He could not raise his
" right cheek so well as he could the left cheek. The
tongue when protruded slightly deviated towards
left. -

90

Pupils were sluggish to light. Intelligence was
clear. The Gait was slightly ataxic with a broad
base. -Rhomburg’s symptom was present. There was
loss of knee jerk. Vomiting stopped under treat-
wment but the patient had high fever the next day.
Blood smear showed many malarial parasites of the
Quartan type. Intravenous injection of quinine bi

‘hydrochloride (10 grs.) was given; next day again

injection of Sod. Cacodylate (grs. iii) was given. Dip-
lopia disappeared after the quinine injection. A
third injection of quinine was given on the 5th day
after the admission. Diplopia never reappeared.
Speech improved markedly. Pupils reacted to
light well. Gait was not so very ataxic and the base
was not so very broad as before. In-coordination
was much less. There was no attack of fever.
Retina was healthy from the beginning, but he was
complaining of dimness of vision. Keen jerk could
not-be elicited but there has been a marked improve-
ment as regards the Diplopia which has altogether
disappeared and speech, which is almost normal.
There is no history of veneral trouble.

We may put down this case as one of malaria
of cerebral type. Parasites of the malignant type
have a tendency to clump together in masses which
block the cerebral arteries. In the case under report
the parasites were of the Quartan type and these are
not generally known to block the arteries. It 1s
possible that there is a mixed infection in this case
plasmodial and lavarinal. See similar two cases
reported in the Deccan Medical Journal Vol. VI No.

L )
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Left eye: ext: Sq.

Right pupil dilated slightly.
Reaction Normal.

R. Fundus Normal.

L. , Normal—but margin blurred.

In both of these cases the chief complaint is of
tremors of the upper limbs. The tremors are some-
what fine and regular and purposive (In one of them
there is the tendency to pill-rolling movement) such
tremors we do find in paralysis agitans,

Hzpressionless Foce.—

Both have a stare; in one marked. Blinking is
absent in one markedly and in this the Parkinsonian
Mask is well seen. In this latter case we have pro-
pulsion and retropulsion also—in looking up he loses
balance.” In the other case we have not got this cha-
racteristic symptom of Paralysis Agitans.

Interosseal position of hand: fingers flexed with

overextension of 1st phalanz.— '

Arms are abdueted and bent at elbows—well seen
in one of them. : o

Rigidity is well marked in one—it is not present
in the other.

Peculiarity regarding rigidity (lead pipe) bent
—remains so.—

The tremors—fine and regular—increase with
rest—somewhat controlled, Voluntarily— absent dur-
ing sleep.

Diminished by voluntary movement.

04

Hurried speech in both somewhat. Monotonous,
due to rigidity of laryngeal muscles.

Swinging of arm in walking is lost.

Owing to rigidity of flexors body is bent for-
wards-centre of gravity brought forward-thus is
explained the gait.

Gait.

Propulsion and-- retropulsion in one-forward
stoop, shuffling due to spasticity in lower limbs.
Festination. |

Rapid movements are done with ease (touching
nose) slow movements with diffieulty (gripping
hand). _

There is the history of fever in both with diplo-
pia. There is some strabismus. Knee jerks exagge-
rated in one, the non-characteristic case. Otherwise
no change in reflexes as may be expected in Paraly-
sis Agitans. No sensory phenomena. Not even
the usual hyperaesthesia to heat-hot flushes ete.,

General aspect and attitude suggest Parikinson’s
and not alcohol neurasthaenia, or disseminated scle-
70818,

Co-ordination is present. © Muscular weakness

slightly marked. Mental condition slightly effected,
slight depression-not very intelligent both of them.

- Discussion.

Affection of globus pallidus (inner 2|3 of Lent
Nuel) causes rhythmic tremors and hypertonicity of
muscles. Automatic (blinking of eyes) and auto-
matic associated movements (swinging of hands
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while walking) are disturbed. Affection of cau-
date N and Putamen (outer 113 of L. Nuel) would
have .caused choreic and athetoid movements and
some incordination-. :

] We may say then that there is in these cases a
lesion of the striato-spinal system due probably to
the fever they had and which fever was, on account
of the ocular sumptoms, probably of the nature of
encephalitis lethargica. * Age is against the ‘typical
paralysis agitans. g

Parkinsoninan Facies was first demonstrated
by Buzzard in an acute ease of Encephalitis Lethar-
giea within a week or two of the onset. It may be a
r(?sidual or late manifestation of Encephalitis Lethar-
giea. | ' . ~

Eyebrows elevated Forehead Smooth.

The Parikinsonian Syndrome is characterized

by. , -

1. rigidity.

2. absence of expression.

3. absence of slight and automatic movements.

Total effect however is not quite like paralysis
agitans. :
Tremors are slight or absent as in our cases.
Distribution of rigidity is more limited.
Mental changes are common. ‘
Progress is more rapid but on the other hand
recovery may take place—as we find in the
- 3rd case demonstrated to-day.
Catatonia : ‘ ‘
Due to rigidity combined with mental change is
not manifested in our cases.

9 -

Choreiform and athetoid movement may be pre-
sent is affected in Encephalitis Lethargie.

Grey matter of busal ganglia Mid Brawn, Pons,

Progressive Hepato Lenticular degeneration
{Wilsons Disease) is a family disease.

Age 10 to 26, average 15.

Bilateral degeneration of small celled systom of
putamen with or followed by degeneration of large
~1lled globus pallidus.

IV. ATAXIA. .

Dilawar Hossain, 20 years, male, Mohamadan,

"+ Noorkhanka Bazaar, was admitted into the

ital on Tth October 1929, for inability to walk
ut help; hearing is impaired.

MAarl ;pation 10 months. 10 Months ago patient
. an attack of fever which subsided but left be-
1ind the affection of Motor power and inability to sit,
stand or walk. On examination his gait was ataxic,
Knee jerks elicited with difficulty, ankle clonus, babi-
nski’s sign, plantar reflex not present. Cremasteric
abdominal and thoracic reflexes present. He is
deaf. He says he has developed this during the
course of the illness. Gives a history of masturbation.

This is a case where the prominent symptom is
the Ataxia of the lower'limbs. He is not able to
stand without support and when he walks with sup-
port the gait is ataxic-with a broad base and some-
what high stepping with stamping of the feet. He
has to look at his feet and ground while walking.
1f he looks up or if his eyes are closed. he reels even

to
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loss of knee jerk—no sensory phenomena—no Argyle

sembles the ataxia, of Tabes. There is, however, no
loss of knee jerk—no sensory phenomena—no Argyl
- Robertson Pupil—no loss of control over bladder
gnd rectum. There is no paralysis. Intelligence
1s good but he is deaf and there is a history of mas-
turbation. No syphilis.

There is not the usual history of lightning pains
we get in Tabes Dorsalis. No horing pains or girdle
sensations. No nasal analgesia-no affection of sen-
sibility to pinprick or deep sensibility to painfu
stimuli. Postural sensibility is affected we may 86,
for there is the Rhomberg’s sign. There is no tre._
ble about micturition-no visceral ecrises-there
nothing to suggest Tabes Dorsalis excepting the
steady gait. ed

The unsteadiness in standing and walking .
suggest Cerebellar Ataxia.

There is no impairment of joint sense nor of

kinetic sense.

There is no sensory impairment and this is in
favour of cerebellar Ataxia but there is no Asyner-
gia—no lack of postural muscular tonus (Heel-knee
test). There is no cerebellar gait-muscular power
is unimpaired and he cannot walk alone but there
is a tabetic stamp and the gait is worse if he closes
his eyes. Thus the ataxia is not characteristic of
cerebellar affection. There is also no dysmetria
(finger-nose test) no affection of the rapid move-
ments of pronation and supination.

There are no intention tremors.
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Tt is not Friedreich’s for in this the ataxia is
unaffected by closing eyes-in this case ataxia gets
worse. There are no symptoms of Disseminated
selerosis. There is nothing to suggest Ataxia due
to affection of the higher cercbral centres-no aleoho-
lism, fatigue, ocupation neuroses ete., nothing to
suggest lesion of corp. striat. (Chorea, ete.,) Red
Nucleus, cortical monoplegia or Hemiplegia ete.;
Extension and Flexion of lower limbs are good. Mus-
cular power is good all over.

‘The snly symptom is the inability to stand and
to walk and the ataxic gait.

V. AMYOTROPHIC LATERAL SCLEROSIS '
WITH BULBAR PALSY.

Shaikh Davood, age 50 years, male, Mohamadan,
married, admitted on 26th January 1930.

Patient complains of difficulty in using the limbs
and in talking; duration one year. Ome year ago
patient had a septic wound on the left leg as a result
of which the extremity got swollen with fever. After
this he began to feel the paralytic symptoms first of
the lower extremity and then the left side of the face.

Gives a history of Gonorrhoea, Syphilis and Al-
chohol. Wife living and healthy. '

" General condition of the Patient.—Patient is an
old man in a debilitated condition.

Nervous system.—There is spasticity of m.usc!es,
kneejerk, markedly exaggerated. Babinskis sign
present. Ankle clonus also present.

Swallowing affected. Cannot talk well.
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(AMYOTROPHIC LATERAL SCLiﬂROSIS
WITH BULBAR PALSY.)

In this case the most prominent symptoms are
the rigidity of the limbs and the affection of speech
(Dysarthria— No Aphasia. There is also thenar

and Hypothenar atrophy. Intelligence is slightly
affected. ‘

Spasticity—crossed legs—exaggerated knee—
jerk—ankle—clonus—Babinski all suggest Late-

ral Selerosis——Upper motor neurone affection. Sen-
sations are all right. Atrophy of the hand muscles .

suggests affection of lower motor neurone. Speech
affection suggests Bulbar lesion. We may take it
to be a case of Amyotrophic Lateral Sclerosis with
Bulbar Palsy. Theve is the history of syphilis.

What is the difficulty of articulation due to?

Paralysis or incoordination of certain groups of
muscles in the lips, tongue, palate, pharynx or larynx
may cause it. :

. Defect may be in:

1. Bulbo,- Muscular neurones (Pontine and med-
“ullary nueclei, Peripheral motor nerves and
museles) :

or

~ 2. Supranuclear affections in cortico-bulbar neu-
- rones between higher speech centres and bul-
bar nuclei

_ or
3. Ataxia of the organs of speech.
1. Paralysis of motor nerves or nuclei.

Hypoglossal.— Unilateral— we have not go
here. ' :

Facial palsy. We have not got here.

Labials: letters P. B. Good. \

Palate—bilateral paralysis as in Diphtheria or
syph. "

Perforation would give nasal voice whieh is
pot present here (B as M, D as N, K as Ng.)

There is ho rogurgitation of liquids and so there
is no total paralysis of palate. There is no paralysis .
of voeal eord—no hoarse voice; so no unilateral re-
current larynageal paralysis. : A

Vagus is affected at point of exit from Medulla
—soft palate is paralysed— this is absent here.

Disease of bulbar nuclei may cause the indistinet
articulation as in Glosso—labio—Ilaryngeal paraly-
sis (Bulbar palsy). Here we have progressive weak-
ness of the museles of articulation. .But in this case
we don’t find any tremors and atrophy of tongue and
lips. No difficulty of saliva.. Swallowing is a little
affected. Coughing is normal. He says however

that there is a drag on his tongue and it may be that

here we have the beginning of bulbar palsy especially
as there is also the amyotrophic Sclerosis. '

" In a myopathy called facio scapulo— humeral
paralysis facial muscles are atrophied. We have not

~ got that here (Rapid exhaustion of musecles on rapid

repetition of movements).
9. Supra nuelear or cortico-bulbar affection.—
Slurring of Aleoholism. In G.P.T. teo similar.
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Dysarthria of lenticular disease may be men-
tioned—it is due to spasticity of muscles of articula-
tion.

- In Bilateral Hemiplegia we have pseudo-bulbar
paralysis; in this we have no tremor or atrophy of the
muscles. In our case there is no bilateral Hemiple-
gla. '

3. Is there Ataxia of the organs of speech?

In recent and acute cerebellar lesions we get this
due to Asynergia of laryngeal and articulatory mus-
cles. There are no other signs of cerebellar disease
n this case.

In disseminated sclerosis we have staccato, scan- -

ning speech; we have not that here.

In Frederich’s Ataxia we have thick, clumsy ar-
ticulation.

Laryngeal Tabes—tongue keeps on rolling in
the mouth, tremulous voice, articulation laboured.

We may conclude then that here we have some
affection of bulbar nuclei commenecing in association
with the Amyotrophic later, sclerosis.

VI. PERIPHERAL NEURITIS: ALCOHOLIC.

Dharmiah, 30 years, male, Hindu, married, Tai-
lor, Easamiah Bazaar, was admitted in the hospital
on 21st January 1930, with a complaint of fever and
pain in the joints, inability to stand up and walk in
" un extreme condition of lassitude with wrist-drop,
loss of knee-jerk, no ankle-clonus, loss of motor
power, inability to use the hands, incordination and
pain in all the muscles and tingling sensation slight
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Dementia. Symptoms first started in lower extre-
mities with weakness and paralysis in calf-muscles
and then there was wasting which extended to upper
extremities. He had control over Sphineters.

He is now able to walk.

The patient gives a history of Alcokol and Gono-
rrhoea. \ ,
This is of interest on account of the mental con-
dition : Dementia.
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Surgical Note taking

S. A. RAHIM, . A.,M. B.D.oO.
Surgeon, Osmania Hospital.
SCHEME NO. III.
DISEASE OF THE TONGUE.
Ezamination.
(a) Inspection:
1. Its size, whether enlarged or small.
ii. Its mobility, whether tongue moves out of

the mouth freely, or if it is fixed one side or
both sides.

ni. TIts surface, dry surface and note
a. its colour ‘
b. the presence or absence of fur

c. the presence or absence of - thickened épi-
_thelium.

d. the condition of the papillae

e. the presence of cyots, nodules, plaques, fissu-
res or ulcers.

Iv. If an uleer is present, note—
a. its depth and position in the tongue
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o b. its margins, reverted, rolled, sharp cut, un-
dermined.
c.its base—clean or -sldughy
d. the surrounding area of mucous membrane
_e. the nature of the discharge
f. the condition of the teeth -
g. whether it appears to spread on to surround-
ing structures.
(b) Palpation.
i. Examine the edges of an ulcer and feel for
induration around.
ii. Ascertain extent of spread of growth and if
fixed to the jaw. : »
iii. Examine the submental, sublingual, submaxi-
Nary and deep cervical glands on both sides.
SCHEME NO. IV.
DISEASE OF THE ABDOMEN.
I. Special points in the history.
(a) The pain.
i. Mode of onset, sudden, gradually increasing,
constant or irregular. ‘ :
ii. Time of onset in relation to food; exercise.
iii. Tts exact position.
iv. Its character.
~v. Tsit relieved by vomiting or not ¢
‘(b) The vomiting.
i. Time in relation to onset of pain; food.
ii. . If single or repeated.
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iii.

iv.

- (o)

il
1ii.

()
(e)

(a)

(b)

1i.

1ii.

iv.

VL

(e)

il.

1.

Tts nature.
Its character— a regurgitation; properlave.
The Bowels.

constipation.
diarrhoea.
Alternating constipation and diarrhoea.,

Micturition.
Menstrual history.
II. Ezamination.

Expose whole abdomen and lower part of
chest.

Inspection.

Its general shape, distension, bulging.
- Movement on respiration.

Visible tumour.

Visible peristalsis.

Bruising or discoloration.

Character of breathing.

Note if alae rasi are working visibly.
Palpation examine for

Rigidity of abdominal muscles-general; loca-
* lised.
Tenderness.
Tumour.
a. Does it extend into loin

~ b. Is it continuous with Liver

e. Is it freely moveable
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d. Can all its horders be felt
e. Is it solid or fluid
f. Is the spine normal.

iv. Fluid.
v. All hernial orifices. ,
(d) Percussion. To elicit the following points. -

1. The limits of holww visecera é. g. stomach.
2. The relation of a tumour to-liver or spleen.
3. The relation of a tumour to bowel.
4. The presence of free fluid (which shifts
when patient is moved).

5. The presence or absence of liver dulness.

(e) Alwaysexamine the lungs, especially in child-
Ten. ’ : '

(f) Rectal examination for.
1. Pelvic tenderness.

2. Growth of rectum.

3. Connection of abdominal tumoul with per-
~ Vie organs,

SCHEME NO. V.
DISE’ASE OF ANUS AND RECTUM.

L. Special points in history.

. 1. Pain—its nature, 1e1at10n to defalcation and
exact location.
ii. Tenesmus—if present.
iii. Bowels—if normal constipated or - fluid.
iv. Discharge. Its relation to defaecation, its
nature i. e. blood, pus or mucus.
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v. Past history e. g. syphilis, dysentery ete., Tu-
berculosis.

II. Examination.
(a) Insppetion.

1. Parts around anus—for redness, swelling ul-
ceration or discharge.

1i. The Anus—far stricture or relaxation, for
swellings, external piles or protrusions.

(b) Palpation. Examine with gloved fingers.
i. The rectum for

a. FISSU_I’BS uleers, stnctures or growths.

b. Test extent and fixation of growth.

¢. Note whether examination causes pain.

d. Note if finger is stained with blood or dis-
charge.

e. If there is a fistula, examine with a probe and
determine its extent and communications.

f. Examine for enlarged glands in hollow of
sacrum.

" ii. Prostate.

1. The abdomen (especially for enlarged hver )

iv. Record results by swmmdoscopy ete.,
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Correspondence

To
The Editor,
| Decean Medieal Journal,
Hyderabad, Deccan.
Dear Sir,

I herein enclose a copy of the Bill, to establish
a Medical Council in India which T intend introduc-
ing at the forthcoming session of the Couneil of State.
There can be no two opinions as to its imminent need

‘but the real difficulty now is *““Who is to bell the cat?”’

As T have explained in my statement of objects and .
reasons appended to the Bill, the 'Government of
India may not take the initiative at this stage, and
so, I have come forward to perform that task once
again. T hope with your kind support- the Bill will
have smooth sailing this time and will be passed into
law before long.

An expression of your views on the Bill will be
gratefully acknowledged.

Yours faithfully,
(Sd.) U. Rama Rau,
Member, Council of State.
16—12—29.
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(TO BE INTRODUCED IN THE COUNCIL OF
STATE.)
A
BILL
To Estoblish a Medical Couneil in India and to pro-

vide for the ma,mten(mce of a British Indian Medt-
cal Register.

‘Whereas it is expedient to establish a Medical
Council in India-and to provide for the maintenance
of a register of qualified Medical Practitioners for
the whole of British India: It is hereby enacted as
follows ¢~
Short title, extent and commencement.

1 (1) This Act may bhe called the Indian Medical
Council Act 193

Definitions.

(2) Tt extends to the whole of British India.

(3) It shall come into force on such date as
the Governor-General in Council may, by notifi-
cation in the Gazette of India, appoint.

2. In this Act, unless there is anything repug-
nant in the subject or context,
(a) the establishment of a uniform standard of
India constituted under this Aect ;
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(b) ‘Medicine’ includes surgery and obstetrics
but does not include Veterinary medicine
and surgery; and ‘mediecal’ mcludes sur-
gical and obstetrical ‘;’

. (e) ‘Provineial Medical Couneﬂ’ means a medi-
cal council constituted under an Act of a
local Legislative to regulate the registration
of Medical practitioners ;

(d) ‘Provincial Medical Register’ means a reg-

 ister maintained under an Act of a local |

Legislature to regulate the registration of
. Medical practitioners; and
(e) ‘the Register’ means the British Indian Mo-
dical Register of medical practitioners main-
tained under this Act.

Purposes of the Council.

- 8. The purposes of the Council shall be to pro-
mote and effect—

(a) ‘the Council’ means the Medical Council of

| qualification in medicine for all Provinces
such that the holders thereof shail be accep-
table and empowered to practise through- .
out British India;

(b) the establishment, maintenance, publication
and revision of the British Indian Medical
Register of medical practitioners;-

(¢) the determination of the qualifications and
conditions necessary for enrolment on the
Register;

_ (d) the scrutiny and approval of study and exa-
minations undertaken by medical students,
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 and the inspection of the conduct of exami-
' nations; ‘ '

‘(e) the attainment of a status of the mefhcal pro-
fession in British India which will ensure
the recognition of its members in the Unit-

ed Kingdom and elsewhere and will enable

- practitioners whose names are borne on the .

register to acquire the right to registration
' under the Acts of Parliament called the Me-
~ dical Acts and similar Acts in other coun-
~ tries; and ; :
. (£) the regulation of conditions on which per-
sons qualified to practise medicine in the
United Kingdom and other countries may
" be enrolled on the Register.

Incorporation of the Council,

- 4 The Medical Council of India shall be a body

corporated by that name and shall have perpetual |

: succession and an official seal, with power to hold
- property, both moveable and immoveable and to con-
~ tract and may sue and be sued in its corporate name.

‘ - 8. The Council shall be composed of—
.o Composttion of the Council, )

(a) the President, who shall be nominated by

the Governor General in Council after the -
- first election of members to the Council and

thereafter, be elected by a majority of mem-
bers of the Council under regulations made
under this Act, : ’

: f\,‘V - (b) one member elected by each University in~

- British India established by an Act of the
| V 112 |

Indian Legislaturelor of a local .Legislature

and having a Medical Faculty;

()

one member from each provinpe in;whi:ch
a Provincial Medical Register is maintain-
ed, elected from amongst themselves by

- private practitioners whose names are borne

on the Provincial Medical Register and who

- hold qualifications granted or recognised by
any Indian University or by any other Uni-

(d)

©

6
@

(2)

versity or medical institution which ?he
Governor General in Council may specif

in this behalf. : -

one member from each province in.whl‘ch
a Provincial Medical Register is maintain-
ed, elected from amongst themselves, by
private practitioners whose names are borne
on the Provincial Medical Register and who
hold qualifications other than thos)e men-
tioned in clause (¢) above. '

one member from each province to be nomi-
nated by the Governor General in Council.

No member shall be eligible for election or

ndmination; as a member of the Council—
Restrictions on election and nomination.
under clause (b) of section 5, unless he is a

member of the Medical Faculty of the Uni-
versity concerned;

under clauses (¢), (d) and (e) of section b,
unless he resides in the province concenred
‘and where a Provincial medical Register is
maintained in that province, unless his name
is borne thereon; '
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Provided that the restriction contained in
Cla}lse 3 shall not apply to elections or nomi-
nations to the Council, as first constituted
under this Act.

? (1) The term of office of members and tile
Presuient, shall, subject to the provisions of sub-sec-
tion (6) be four years.

Term of office, resignations and vacancies.

. (2) 'Any member may at any time tender his
resighation by a written notice to the President or
to the Secretary of the Council; and upon the accep-
tz}nce of such resignation by the Council, the Coun-
cil sha'll forthwith give notice thereof, in the case of
a nom.mated member to the Governor General in
CO@GII and in the case of an elected member, to the
University which he represents or to the Local Go-
vernment of the Province which he represents.

({3) Any person who is or has been a member
may, 1f properly qualified, be re-elected or re-nomi-
nated ; but no person may at the same time serve as
a member in more than one capacity.

(4) Where the term of office of a member is
about to expire, his successor may be elected or nomi-
natc?d at any time within three months before the
expn*ation of such term; and where any vacaney
exists for any reason, such vacancy may be filled at
any time,

(5) Where there has been a failure to elect a
properly qualified member or to cause the name of
an elected member to be certified to the Secretary of
the Council within a reasonable time, after his elec-
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tion, then; after giving notice requiring the Local
Government or the University as the case may be,
to cause such election to be made or to certify the re-
sult of an election to the Council within one month
from the date of such notice, the Council may, if the
default is continued, itself elect a member.

(6) A member elected or nominated to fill a va-
cancy caused by death or resignation shall hold office
in all respects as the person in whose place he 1is
elected or nominated would have held office, and for
the remainder of the term for which that person was
elected or nominated. ' "

(7) All members elected or nominated shall eon-
tinue in office until all their successors are elected,
or nominated or until the expiration of their term
of office, if their successors are elected or nominated
pefore the expiration of such term.

Officers and servants of the Council.

8. The Council, may, from time to time,—

(a) elect from amongst its members, a  Vice-
President and an Executive Committee;

(b) appoint a Registrar who may also, if deemed
expedient, act as Secretary and Treasurer;

(¢) appoint or nominate such other officers and
servants as the Council deems necessary to
carry out the purposes of this Act;

(d) require and take from the Registrar, or from
any other officer or servant, such security
for the due performance of his dnty as the
Council deems necessary; and

(e) with the pervious sanction of the Governor
General in Council, for the remuneration
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and allowances to be paid to the President,

Vice-President, members, officers and ser-

vants of the Couneil.
Annual meeting.

9. (1_) The Council shall hold its first meetine
at such time and place as may be appointed by th:
Govel'{lor General in Council; and, thereafter, the
Qoun011 shall meet at least once in each year at ,such
time and place as may be appointed by the Council.

@ .Until otherwise provided by regulations
under this Act, ten members of the Couneil shali
t:orm a quorum and all the acts of the Council shall
- be decided by a majority of the members present.
‘Power to make regulations.

10. (1) The Council may make regulations ge-
ne:rally to carry out the purposes of this Act a;d
without prejudice to the generality ' , ’
such regulations may provide for—

Ea) the election of the President :
(b) the management of the proper
| Connett | | property of the
| (c) the summ?ning and holding of meetings of
: the QOunell, the times and places where such
meetings are to be held, the conduct of busi-

ness thereat and the number of members to

constitute a quorum ;

(d) the powers and duties of the Preside;
~ the Vice-President ; redentand.,
(e) the tenure of office and the powers and

’dgties of the Registered and other officers
and servants ; -

of this power,
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(£), the election and appointment of an exect-

tive committee and of other committees for
general or special purposes, the definition
of the powers and duties, the summoning
and holding of meetings and. the conduct of
business of such committees ;

(g) prescribing the fees which may be levied
for anything done under this Aect by or on,
behalf of the Council ;

 (h) the establishment, maintenance and duties

of medical inspectors ;

(i) the terms upon which cextificates from Uni-
versities and other medical institutions shall
be received as evidence of qualification for
registration and the exemption of candidates
for registration from the prescribed quali-
fications either wholly or partially ;

(j). the recognition of licenses granted by any;
British, British Indian, Coloninal or Hore-
ign licensing body or. authority ; the ar-
ranging and brining into effect of schemes
of reciprocity as to registration with any
British, Colonial or foreign medical licen-
sing body or authority; the terms under

‘which medical practitioners shall be
entitled to be enrolled on the Register in
cases where such practitioners are duly
registered or licensed under the medical
Acts of the United Kingdom, or under
the laws of any British possession other
than British India, or under the laws
\f any foreign country where such British

117



pnssession or foreign country extends reci-
procal advantage to British India; and -
(k) the procedure to be followed for the enrol-

ment of persons on the Register and the

praticulars to be entered therein,
(2) No regulation made under this section shall

have effect -until it is approved by the Governor

General in Council.
Registration.

11. (1) The Registrar, shall, subject to the con-
trol of the Council, maintain the British Indian Me-
dical Register.

(2) BEvery person who complies with the regu-

lations and other conditions requisite for registration
as prescribed by or under this Act, shall, upon pay-
ment of the fees prescribed in that behalf be entitled
to be enrolled on the Register.

(3) Any person holding a medical qualification
recognised or granted by an Indian University or a
Board of Examiners appointed by a Local Govern-

ment, who has been enrolled on a Provincial Medical

Register prior to the date on which the Council shall
have been first duly constituted under this Act, and
has been engaged in the active practice of medicine
in any provinee of British India, shall be entitled
to be enrolled on the Register, subject to the provi-
sions of this Act and the regulations made there-
under.

(4) The possession of a British Indian Univer-
sity degree or a diploma or of a certificate of enrol-
ment on a Provincial Medical. Register founded
therein, obtained subsequent to the date on which the
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Council shall first be duly constituted under this
Act, shall not by itself entitle the possessor thereof
to be enrolled on the Register.

(5) Medical Practitioners duly reoqstered or
licensed under the Acts of Parliment called the Me-
dical Acts, and practitioners duly registered or licen-
sel by any British, British Indian, Colonial or fore-
ign licencing body or authority for whose registra-
tion provisions is made under any scheme of recipro-

,city arranged and brought into effect by the Council,

shall be entitled to be enrolled on the register, sub-
jeet to the provisions of this Act and the regulations -
made thereunder.

Privileges of registered practitioners.

'12. Notwithstatnding anything contained in
any enactment, rule, regulation, by——law or order to
the contrary,—

(1) no certificate required by or under any enact-
ment to be obtained from a medical practi-
tioner or medical officer shall be valid; un-
less signed by a practitioner enrolled on the
Register ;

(2) no person who is not a practitioner enrolled
on the Register shall be competent to
hold any appointment as physician, sur-
geon or other medical officer in any hqspiiz_al, 4
asylum, infirmary, dispensary or lymg-in-
hospital not supported entirely by voluntary
contributions or as a medical officer of

~ health ; -
Provided that the Governer General in
Council may exempt any person or class of
persons from the provisions of this section.
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Correction of Register.
13. Any entry in the Register may be cancelled

or corrected upon the ground of fraud, accident or

mistake.

Registration and amendment of entries. -

14. (1) Applications for registration or for the
amendment of any entry in the Register shall be
made to the Registrar and shall be disposed of by
him in accordance with this Act and regulations made
thereunder.

(2) Any person aggrieved by an order of the
Registrar under sub-sec. (1) may applies

~ to the Counecil. v

(3) Notwithstanding anything contained in sub-
see. (1) where any practitioner applies to
the Registrar for the amendment of an en-
try, which is adverse to him, the application
shall be referred by the Registrar to the
Council, and the <Council shall hear and
determine all such applications.

Erasure of names of persons guilty of improper con-

duct.

15. (1) If it appears to the Council that there is
reasonable ground to believe that any practitioner
enrolled on the Register has been convicted, either
in His Majesty’s possessions or elsewhere, of a crimi-

‘nal offence implying a defect of character which
unfits, him to be a medical practitioner, or that he
has been guilty of conduet improper to a medieal,
practitioner, then, whether such offence or improper
conduct has been committed before or after the enrol-

ment of such practitioner, the Council shall, after
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three months’ notice served personally or sent by,
post to the last known address of such person, hear
and consider the matter, and, if satisfied that such
person has been so convicted or has been guilty of
such improper conduct, direct the Registrar to erase
the name of such practitioner from the Register ;

Provided that, where a person enrolled on a
Provincial Medical Register, and his enrolment has
been cancciled for any of the causes aforesaid by
the authority of the Provincial Medical Counecil of
the province concerned, the Council shall, without
further inquiry, direct the name of such person to be
erased from the Register.

(2) The name of a person shall not be erased
under this seetion because of his adopting or refrain-
ing from adopting the practice of any particular the-
ory of medicine or surgery.

Appearance of parties. |

- 16. In all proceedings before the Council under.
section 14 and section 15 the person making the ap-
plication, complaint or appeal to the Council, and
any practitioner whose conduct is the subject of the
proceedings, shall be entitled to appear and be heard,
either in person or by counsel.
Commissions of Inquiry.

17. (1) Whenever it is made to appear to the Go-
vernor General in Counecil that the Council is not
complying with any of the provisions of this Act;
the Governor General in Council may refer the parti-
culars of the complaint to a Commission of Inquiry
consisting of three persons, two of whom shall be
appointed by the Governor General in Council, and
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one by the Council; and such Commission shall pro-
ceed to inquire in a summary manner and to report
to the Governor General in Council as to the truth of
.the matters charged in the complaint, and in gase of
any charge of default or of improper action being
found by the Commission to have heen established,
the Commission shall recommend the remedies, if
any, which ave in its opinion necessary.

(2) The Governor General in Council may re-
quire the eouncil to adopt the remedies so recommen-
ded within such time as, having regard to the report
of the Commission, he may think fit; and if the Coun-
eil fails to comply with any such requirement, the
Governor General in Couneil, may amend the regu-
lations of the Council, or make such provision or
order or take such other steps as may seem necessary

to give effect to the recommendation of the Commis-

sion,

(3) A Commission of Inquiry shall have power
to administer oaths, to enforce the attendance of
witnesses and the production of documents, and shall
have all such other necessary powers for the purpose
of any inquiry conduected by it as are exercised by a
Civil Court under the Code of Civil Procedure, 1908.
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STATEMENT OF OBJECTS AND REASONS.

A Bill ‘to regulate Medieal Education in India’
was mtroduced by me, for the first time, in the Coun-
cil of State in February ’26 and though short-lived,
it was very helpful in that the Givernment of India
were enabled to collect a mass of opinions, in which
to base their conclusions. The Government were
convineced, after a careful perusal of those opinions,
of the imminent need for setting up in India, a centre
organization which will regulate standards of quali-
fications in Allopathic medicine but they were loath
to proceed further with my Bill, which they consi-
dered to be both defective and drastic. Aeccording-
ly, I was persuaded to drop my Bill, which I did, in
order to enable the Government to introduce their
own Bill in the Legislative Assembly. Their at-
tempt, however, had proved abortive on account of
the interference of the Provincial Ministers. Mean-
while, the General Medical Council of Great Britain;
have, pending the establishment of an All-Tndia Me-
dieal Couneil, insisted on the appointment of a

. Commissioner of medical qualifications and stand-

ards, who would do the necessary inspection work on
their behalf and report as to whether or not, the term -
of recognition of the Tndian Medical degrees could
be extended. This proposal did not find favour
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with the Legislative Assembly. A serious impasse
has thus been created and the only solution to this
problem is the immediate constitution of an All-
India Medical Council. There is a consensus of
opinion, both among the Medical Profession in India
and the lay public, as to the need for such a Council
and the British Medical Council too, quite weleome
it. Tt is doubtful if the Government of India would
take the. initiative in the matter at this stage and,
- overriding the decision of the Provineial Ministers,
themselves introduce a Bill for the establishment of
an All-India Medical Council. Hence this Bill, which
I seek to reintroduce, with the necessary modifica-
tions in the light of the opinions already received on
_thesubject. Tt ishoped, this time, it will have a safe
sail, here and in the other house, and will be the
means, not only, of avoiding a conflict with the Bri-
tish Medical Council in the future but also of estah-
lishing an uniformly high standard of medical edu-
cation in this country.

The 15ﬂyDecem6er 1929, . TU.Rama Rav.

GOVERNMENT OF INDIA.
COUNCIL OF STATE.

A
BILL
- TO
Establish a Medical Council in India and to pro-
vide for the maintenance of a British Indian
Medical Register; and Annexure.
(The Honourable Dr. U. Rama Rau.)
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FROM TIMES OF INDIA.
- 18—3—30.
Indian Medical Degrees.

‘We regret exceedingly the decision of the British
General Medical Council ‘“to refuse to recognise fqr
the time being’’ the medical degrees of Indian Upl-
versities. We also regret the involved explanation
with which the decision was announced in and by the
British Medical Journal. A plain stmightfor\jve-xrd
account of the difficulties leading to the decision
might Rave been helpful. A rigmaro.le of_argument
about p»wud and sensitive Indian nationalism, abg)ut
instinctive suspicions of British ideals of educat}op
and character and about ¢“ differing standards of civi-
lisation in India’’ will only confuse British readers
who do not know India. It puts the matter in the
wrong way in so far Indian readers are conqemed.. As
regards the role played thrm;ghout the dlscusm_ons
during the past year or two by the General Meghcal
Council, it appears more like a bundle of half-fr{g.ht-
ened excuses than a frank straightfqrwgrd exposition
of facts. The chief trouble which t.hls latest deve-
lopment will precipitate will l?e not in regard to.thﬂe
question of medical degrees, put the increased fl{fh—
culties with which it will lead the generalﬁ poht19a¥
cituation. Just at the moment when everybody with
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the welfare of India and of her relations with the
rest of the British Empire at heart should be striving
?0 clear away suspicion and promote friendly feel-
mg, the Medical Council have cast political conside-
rations to the winds and floundered in like a bull
m a china shop, |

| Apart from these extraneous considerations the
matter is a purely medical one, and should be regard-
ed as such. The present unfortunate state of affairs
yvould never have arisen if people of light and leading
In India had from the outset dealt sensibly with the

problem involved. The foundation of the trouble -

.is that as the teaching staffs of the medical colleges
1 India have almost entirely been Indiahised the
British General Medical Council no longer feel the
same assurance that those institutions are conducted
according to the standards which they require. And
what difference does it make to the General Medical
Council 2 It makes no difference to them except
that when they recognise a medical degree their re-
cognition gives the degree-holder the right of medi-
cal practice all over the British Empire, and also
secures recognition for him elsewhere. The Council
must therefore satisfy themselves about the genuine-
ness of the qualifications implied by the grant of the
degree. Their loss of assurance in the present case
is not the fruit of racial prejudice, but simply the
result of their no longer having close acquaintance
with the medical teachers concerned. A suggestion
was made that in order to secure effective scientific
oversight of Indian medieal training in a manner
aceeptable to this country there should be instituted
an Indian General Medical Council. The British
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Council were quite content with this propesal; so
were the modern Indian medical profession. - It was
the Indian Provincial Ministers who objected on an
overdrawn plea of . privincial autonomy when
the proposal was forward by the Government
of India. The Government of India, in order to
bridge the gap while the problem was further
discussed, proposed the appointment of a Com-
missioner whose inspection of the Indian Medical
Colleges would keep the British Council satisfied
about their standards. The British Council were
again content, but the Legislative Assembly when the
incidental financial proposals were submitted to it
talked the matter out for political reasons.

That was last September. The British Medical
Counecil fixed a time limit beyond which it would no
longer continue to give recognition to Indian medical
degrees unless a reasonable arrangement on lines al-
ready approved by the Government of India and the
leaders of the Indian medical profession was conclud-
ed. The latest public discussion of the matter took
place in the Legislative Assembly in its present ses-
sion. Sir Frank Noyce speaking in behalf of Go-
vernment said on that occasion :—

The position of the Government of India is
that they are as anxious that India should possess
Dominion status in this respect as is the Hon.
mover of the resolution (Mr. Jayakar). It is their
desire to see a statutory Medical Council established
the position of which in relation to the (British)
General Medical Council will be- exactly the same -
ag that of the Medical Councils which have been
established in Australia, New Zealand and Canada.
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They hope shortly to be in a position to place before
this House their proposals in that xespeet. The
" Bill which was originally circulated for opinion
has to be redrafted in some vespects. That will
be undertaken at the earliest available opportuni-

ty. .

eil had “‘expressed its desive to be in a position to
treat with an All-India Council and to hand over all
responsibility in regard to standards and qualifica-

tions necessary to ensure its recognition of Indian

medical degrees.”” All that is needed is for India to
get on with the business. We reiterate our regret
that the General Medical Council were not more
job-like, but the breakdown of their patience does not
excuse the delay which has occurred in India. What

has to be done is in principle agreed upon. Wiy

then the dalliance?
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Sir Frank was able to add that the British Coun-

Indian Medical

Degrees.

(LFrom the British Medical Journal).

The General Medical Council

and Indian Qualification.

————

HISTORY OF A TEN-YEAR CONTROVERSY.

The General Medical Council, through its Exe-
cutive Committee, has taken the important decision
of rafusing to recognize for the time being the medi-
cal degrees of the Indian Universities (Bombay,
Calceutta, Lucknow, Madras and Punjab) as furnish-
Ing a sufficient guarantee of the possession of the
requisite knowledge and skill for the efficient prac-
tice of medicine, surgery, and midwifery in this
country. For some years past the recognition given
to these degrees has been conditional and renewed for
short periods; the recognition now lapses entirely.

This decision will not be unexpected by those
who have studied the weighty addresses which Sir
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Donald MacAlister delivers every session from the
chair of the Council. During the last ten years those
addresses have contained a recurring reference to
the Indian universities and the continuance of the
recognition of their degrees as entitling the holdgrs
to have their names inserted in the British M edwa
Register. When the present controversy began it
did not seem likely to be protracted or enlarged.‘ The
General Medical Couneil, for its part, was desirous
of helping the medical colleges in India to overcome
some admitted deficiencies which were revga}led in
the years following the war, and the qniversmes, fqr
their part, gave evidence of a desire, in face of obvi-
ous difficulties, to bring up their standards to those
required by the Council. . ‘

The Council has not only showp g.r.'eat patience
in handling the situation, but twic_e dL.u'mg _these. ten
years the chairman of its Examlnatl(in (gomm.ltte'e
(Sir Norman Walker) hags visited India '1t the invi-
t:ation of the Government, and the Counecil al.so ap-
proved the appointment of an able and expemenced
officer of the Indian Medical Service as an }ngpect?r,
upon whose reports the recognition of ﬂ.le. university
degrees has from time to time been conditionally eoni
tinued. Neither Sir Norman Walker nor Colone
Needham, in their visits to the . college.s, acted as ta
mere inspector; they conceived 1t. as ﬂ'IGII' fl.metlon 0
consult with and advise the Indian educatlonal' fau—
thorities, always with a view tq some morve satl.st’ac-
tory arrangement than a conditional recogni mtn
from year to year. Of ﬂlate,'h‘owevel:, cert:}m even 1,:_s,

" in Tndia have intensified the difficulties, anfl a splr}t,
not of apathy, but of resistance, has manifested if-

130

self, which; reflected ip some words used in the
Legislative Assembly last autumn, has had the effect
of delaying o satisfactory settlement, if not of des-
troying its brospects altogether.

The Ifositioia of the Qeneral Medical Council
n Respect to India,

It will be useful fo place clearly on record the
precise interest of the General Medical Counil in
Indian degrees ang diplomas. The General Medi-
cal Couneil has no jurisdietion in India, no right of
intervention in Indian medical education so far as
India itself is concerned, If no medical graduate of
an Indian university proposed to bractise in Great
Britain or in any country with which Great Britain
has reciprocity, or to apply for a commission in His
Majesty’s serviee, the Council would have nothing to
say. If it were simply o question of suitable profes-
sional training for doetors practising in India under

- Indian conditiens, the authorities there, with their

special knowledge of local requirements, would be
the best and indeed the only judges. India is anto-
nomous, and the Council has no power to intervene.
But when East meets West ‘(as it does continually)),
and the Couneil is called upon to recognize an Indi-
an qualification as equivalent to a British one for
registration in Great Britain, its statutory duty
under the Medieal Act of 1886 is to inquire into the

~ conditions under which the qualification has been oB-

tained and the measnre in which these conditions
fulfil the requirements, not of India, but of Great
Britain. The President of the Council has made
the point as clear as language can make it. “Oyr pri-
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mary interest’”, he said, at the November session,
1928, ““is that recognized Indian medical degrees
shall guarantee a standard of proficiency suffcient
for practice in this country. It is this interest, which
we cannot forego, that alone justifies our intervention
in Indian medical education.”” The Couneil is the
body whose recognition of Indian medical diplomas
for registration is by law equivalent to a guarantee
of their sufficiency ifor effective practice of medicine,
surgery, and midwifery beyond the limits of India.

As with most other debates, the roots of this con-
troversy extend far beyond the immediate point at
issue. Many factors enter into the situation, the
most assertive at the moment being Indian nation-
alism, proud, sensitive, instinctively suspicious of
Britsh ideals of edueation and character. Indian
customs, like that of purdah, which has limited the

- opportunities of obstetric instruction (where the

trouble began), have to be taken into account. Then
there is the necessity, which the Indian is under, of
pursuing his studies in a foreign tongue, so that

- while his acquaintance with English textbooks may

be word-perfect, he suffers often throughout his cur-
rieulum from inability to follow entirely the conver-
sational English of the clinic and the examination
room. The further fact has to be reckoned with—
the fact out of which, the present Prime Minister
once said, the difficulties of government in India arise

'~~that India is a continent of peoples whose civiliza-

tion is advancing at different rates of progress. Even
the climate, which makes it harder in India than in
England to work throughout the three academie
terms a year, is not to be disregarded, '
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The Rise of Indion Medical Education.

Until recent years medical education in India
was dirveeted by tne Indian Medical Service. The
surgeons of the Hast India Company, the body un-
der which, up to the middle of the last century, In-
dian affairs were conducted, gave the first impulse
to the medical education of the Indian student. At
first it was hittle more than an apprenticeship in dis-
pensing, but even a hundred years ago the medical
student, as the term is understood in the West, be-
gan to emerge, Regular college instruction was pro-
vided, at first in chemistry, anatomy, and materia |
medica, and later, as the benefits of the plan became
apparent, in all the subjeets of the medicas eurri-
culum. The colleges which were established at Cal-

- eutta, Madras, and Bombay, and afterwards at Lue-

know and Lahore, were all Government institutions,
and in the closest relationship with the Indian Medi-
cal Service. The professors were presidency offi-
cers—not whole-time professors, but engaged 1in
civil practice as well—and for a long period they
were all Europeans. :

It was in these circumstances, with the I. M. S.
acting as sponsor for medical education in India,
and spreading Western ideas of medicine, surgery,
and sanitation, that, in 1892, the General Medical
Couneil first recognized an Indian medical degree as
entitling the holder to have his name on the British

- Register. No doubt the members of the Council

sitting in London at that time knew little about t}le
actual conditions of instruction and training in Ipdla,
but they did know that the teachers and examiners
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were all men who had been educated in British schools
and were carrying the spirit and tradition of those
schools into their Kastern environment. The faet
that entrance to the 1. M. S. could only be gained by,
passing an examination in London led to almost all
the candidates for that service, both Indian and
Muropean, being holders of British qualifications.
T'he Indian Medical Service, following upon the
recent Indian reforms, has undergone a drastic trans-
formation. Ifrom certain points of view it is only,
the simulacrum of its former self. Another import-
- ant change has been the devolution of medical admi-

nistration, including the provision for medical edu- -
cation, from the central to the provincial Govern-

ments. The latter under the Government of India
Act, 1919, have a large measure of independence.
These changes have been followed, as was only to be
expected, by a great diminution in the proportion of
Buropean teachers in the older colleges, while in two
additional colleges established in recent years and
affiliated to the Universities of Calcutta and Bombay
respectively, the professorial staff includes no Euro-
peans.

The curriculum in India differs at some points
from the one followed in this country. The custom
which obtains here of providing for registration of
medical students subject to their passisg a recogni-
zed preliminary examination in arts, and in addition
a practical and theoretical examination in chemistry,
and physies, does not hold good in some of the Indian
universities. In such universities the custom is,
after matriculation, which is 'sometimes passed at
the age of 14, to require students before admission
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to a medical college to pass a university intermediate
arts and science examination, or its equivalent, after

* two further years’ study. As the matriculation

standard in India is not accepted as the equivalent
of the recognized preliminary examination required
from intending medical students in this country, the
single intermediate examination, which includes
chemistry and physics, operates in licu of the two
separate examinations vequired from British stu-
dents. The number of students passing the inter-
mediate is greater than the number of vacancies in
the medical colleges, and thus a further selection is
necessary, a selection said not always to be based on
educational grounds.

No student of the history of medicine in India
would withhold praise for the excellent work which
the Indian mediecal colleges have accomplished in
the past; The best tribute to this work is the high
honours which some Indian studennts have obtained
in British examinations. During the war conditions
changed for the worse, as they did in many other
fields, owing to overcrowding and pressure. The
immediate matter which opened up the present con-
troversy was the revelation of a discrepancy between
regulation and practice in midwifery instruction. -
Information on this point reached the General Me-
dical Council in 1920. The subject was one in which
it was always difficult in a country like India to
arrange for practical instruction. The inadequacy,
of .obstetrical training was at that time recognized;
and recently commissioned officers of the I. M. S.
who had graduated at colleges where the training
was obviously inadequate were required to go for
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an itensive course to Madras,

where opportunitie
were more abundant. o ]

\ The Council, on learning that matters were not
as th.ey should be in midwifery, addressed a letter of
nquiry to the universities, and after receiving the
1'ep11gs the Executive Committee—which in these
questlgns acts with plenary powers as if it were the
C.ouncﬂ itself—resolved that unless it received by a
glven date information that the arrangements and
requirements with regard to midwifery had been
b}'ought into satisfactory accordance with the Coun-
cil’s resolutions, the recognition hitherto granted to
the degrees must terminate. The universities plea-
ded—a plea which was endorsed by the Secretary of
State (the late Mr. E. S. Montagu)—for an extension
of time to reform the midwifery and gynaecological
part of their curriculum. A temporary arrangement
was arrived at—namely, that the Council should
nominate one of its members to the Government of
India as a visitor to the Indian universities] The re-
sult was that early in 1922 Sir Norman Walker, a
man with exceptional experience of educational ad-
ministration, left for India.

Sir Norman Walker’s visit ereated in India an

impression of good will. The Indian universities .

were satisfied that means must be found for resolving
the perplexities regarding the standard of obstetrieal
knowledge. Some of them expressly accepted his
suggestions for the improvement of the teaching of

midwifery. He dealt, equally sympathetically, with

inadequacies in other respeets which had become ap-
parent,
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A Special Inspector Nominated.

One very important outcome of Sir Norman
Walker’s report on his return was the proposal that
the Government of India should be invited to appoint
an officer as special inspector of the universities. The
choice fell upon Colonel R. A. Needham, who had
had twenty years’ experience in the 1. M. S., and
was at the time Deputy Director-Gencral. The Se-
cretary of State approved the proposal, and Colonel
Needham commenced his duties forthwith and sub-
mitted his first reports in 1923. Although called an
inspector, he had wider functions—namely, to en-
deavour to co-ordinate the standards in all essential

- branches of medical training at the different colle-

ges, and to report to the General Medical Couneil
regularly on the maintenance or improvement of the
standard, so that recognition might be continued
from year to year. Colonel Needham’s reports,
which were most carefully framed, were highly
valued by the Executive Committee. He made re-
ference to defects as he saw them, such as congestion
in the eolleges, or inadequacies of teaching, or defici-
encies in the examination, but he was also careful
to acknowledge every effort at improvement, both
for what it was and what it promised. Some of the

‘eolleges were evidently concerned, apart from. the

question of external recognition, to provide better
facilities for study in midwifery, to extend the curri-
culum in general (which varied in different parts of
India between thirteen and eighteen academic terms),
and to extend the too limited period of hospital
study after the examination in anatomy and physio-

logy.
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An unfortunate episode was the refusal of Cal-
cutta University in June, 1924, to admit the inspector
to be present at its final examination. The univer-
sity was warned that in the absence of a veport the
conditional recognition would automatically termi-
nate. No report was forthcoming, and the recogni-

tion of the Calcutta degrees lapsed in November,

1924. Asfter that date, for four years, the degrees
granted by Caleutta did not confer a title to registra-
tion in this country. Calcutta made some approaches
to the Council in 1925, but the Executive Committee
was unable, on the information afforded, to resume
recognition, and so matters continued until -1928,
when Calcutta applied for recognition of its degrees,
and stated that it had revised its regulations. Ins-
pections were consequently resumed, and in the ab-
sence of Colonel Needham on leave, Colonel Megaw,
I M. 8., was commissioned to visit and report, with
the result that the recognition of the Calcutta degrees
was accorded, as with the other universities, condi-
tionally, and for a limited period.

Meanwhile, at the end of 1926, on the proposal
of the then Sccretary of State (Lord Birkenhead),
Sir Norman Walker paid a second visit to India.

His object was to see the courses of study and the -

examinations at the universities, to remove difficul-
ties as far as possible, and to have regard to the new
situation, now rapidly developing, whereby fresh
universities and colleges, including faculties of me-
dicine, were in process of formation in many parts
of the Indian Empire. The years 1922—27 saw a
large increase in the number of colleges in India, and
scattered as they were from Bombay to Rangoon,
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and from Lahore to Madras, they rendered the con-

-ditions of regular visitation and inspection by the
direct agency of the Council almost out of the ques-
tion,

Sir Norman Walker’s report on this second
visit (fully summarized in the British Medical Jour-
nal, i, 1927, p. 312) is perhaps the most comprehen-
sive of recent documents on the subject of Indian
medical education. It contains many valuable sug-
gestions, and the picture it gives is, on the whole,
reassuring. Sir Norman Walker found excellent
maternity hospitals at Madras and Bombay, aad the
prospects of such at Caleutta and Lahore. He
praised the hospital departments in many particu-
lars, especially in respect to ophthalmology. But he
pointed out certain defects, such as the isolation of
the examinations, the fact that the examiners were
all more or less connected with the college or distriet
i which the examination was held, whereas in this
country examiners from other universities are
brought in; and another point emphasized was the
need for maintaining uniformity in examinations
from year to year by the appointment of examiners
for a certain term. '

An All-India Council Mooted.
‘The principal matter which grew out of Sir Nor-

§

man Walker’s report, however, was the need for new

steps to be taken in India itself for the setting up of

- responsible and co-ordinating eentral authority.

The existence of conditional recognition from year
to year on the report of an inspector to a body sitting
in London was unsatisfactory alike to those who
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sought recognitin and those who bestowed it. How-

ever able the inspectors, and whatever good will was
shown to the colleges, it could only be a temporary
expedient. The time had come when India itself
should give some guarantee of iniformity of stand-
ards through an authoritative body with which the
Couneil in London could consult. '

The suggestion took the form of an All-India
Council, whose relation to the various ecolleges would
be not unlike the relation of the General Medical
Couneil to the examining bodies in this country. It
is worth while to turn from India for a moment to
consider what that relation is. The universities are
. independent and autonomous, and may impose what
conditions they like as to the granting of their medi-
cal degrees. But the General Medical Council—by
virtue of its right to require information about the
course of study and examination for qualification, to
inspect the final examination, and to report defects
to the Privy Council, which may suspend the right
of registration of qualifications granted by the uni-
versity in default—acts as a co-ordinating and con-
trolling influence. As a matter of faet, conditions
being what they are in this country, this diseiplinary
possibility is quite in the back-ground, and the Coun-
¢il, which itself is composed largely of representa-
tives of the teaching and examining bodies, exereises
a benevolent role by the suggestions which it makes
from time to time for improvement in the curricu-
lum ana by cireulating among all the bodies the views
and practice of each. There may be no exact ana-
logy in other professions for the position of the
General Medical Council in this respect, but it must
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be remembered that, while it is important to conserve
the independence of the universities, the public
mterest is mvolved in medicine to a greater extent
than in other faculties, and therefore a minimum
standard must be exacted from all.

The medical colleges in India from the first were
isolated units, organized by and dependent on the
Government, and staffed by Government medical
officers. When a university was founded in their
presidency or province they became colleges of the
university, still retaining, however, in great measure
their independence. So long as the work of the col-
leges integrated with that of the Indian Medical Sexr-
vice a certain amount of co-ordination was possible.
But with the coming of provineial Governments into
control of the administration, including university
appointments, the colleges lapsed into a greater in-
sularity than ever. Provincial medical councils have
been set up, but these do not concern themselves with
the maintenance of standards of medical degrees
granted by provincial universities, and from the
mere facts of geography they could not serve as a
means of maintaining uniformity of standards

~ throughout India. At present there is no co-ordinat-

ing body in India, and for the Gencral Medieal Coun-
¢il to endeavour to act as such would in the nature
of the case be ineffective. The system which has
obtained for the last seven or eight years has been
temporary, and has now become unworkable.

A Temporary Commissionership of Standards.
An All-Tndia Medical Couneil therefore seemed
to offer the way out, one that did not trench on Indian

141



prestige and at the same time satisfied the General
Medical Council as furnishing a body with which it
could discuss questions of recognition. It was ae-
knowledged, however, that the setting up of such a
body must take time. What was to happen mean-
"~ while ? Was there to be a hiatus in the recognition
of the degrees or an attempt to continue the increas-
ingly difficult procedure of inspection undexr the aegis
of the Council 2 To bridge the gap it was proposed
to set up a Commissiner of Medical Qualifications
and Standards, an official whose appointment would
- be by the Government of India, who would have his
headquarters at Delhi, and who with his staff would
continue and expand the work already done by the
" Council’s inspector. The reports of such a commis-
sioner would be accepted by the General Medical
Council as were those of its own visitor. The control
and provincial Governments agreed to this course,
and at the end of 1928 it seemed that this veXed
question of Indian qualifications was at last ap-
proaching a settlement. A bill for the establishment
of an All-India Medical Council had been introduced
into the central Legislature. The bill provided that
this body should exercise supervision over the stand-
ard of professional teaching and examination
throughout India, having special regard to the ex-
ternal and central or non-provincial aspeets of medi-
cal qualifications! The appointment of a central
commissioner had been approved by the Government
of India, for one year in the first instance, and the
Secrotary of State had suggested that it was desirable
tm offer the appointment to Colonel Needham—a

nom matmn Wlth which the General Medical Council
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was heartily in accord, having had experience of
Colonel Needham’s qualifications, and knowing how
desirable it was that the commissioner should be
familiar with British standards. The pay of the
officer was even fixed. On the strength of all this
the Council continued provisionally the recognition
of the degrees of Bombay, Calcutta, Madras, Luck-
now, and Lahore for a further period, postponing
the consideration of recognition of those of Patna
and Rangoon until it received the reports from the
new commissioner.

The Impasse Created by the Legislative Assem~
bly.

Shortly before he was due to sail so as to reach
India in time for examinations to be held at the end
of 1929, Colonel Needham veceived an intimation
from the India Office cancelling his appointment.
The reason for this was the action taken in the Legis-
lative Assembly. The Finance Committee of the
Legislature had given some warning of what might
follow by rejecting the credit for the appointment of
the commissioner. The Government, however, brought
e matter before the Assembly, and there the sug-
gested arrangement for the commissionership was
opposed by the Nationalist and Congress parties on
the ground that the creation of the post was of no

. urgency, but might very well be postponed until the

following session. The objection really amounts to
this: that India, while not averse from All-India
Medieal Council, regards the proposal for filling the
necessary interregnum by the temporary appoint-
ment of a commissioner as reflecting on Indian
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prestige. Many of the arguments used by Nationa-
list members were captious. One objection was that
the officer proposed for the appointment belonged
~ to the Indian Medical Service (although the L. M. S.
has mothered Indian medical education); another,
made by a Hindu leader, was that the proposal in-
volved disrespect to the Indian universities, which,
the speaker said, he would rather close than see sub-
mitted to this indignity; and there was mueh talk of
dictators and British tyranny. The position of the
central and local Grovernments, which, aware of the
gravity of the case, supported the proposal, was put
forward, but after a prolonged discussion the op-
position was still dissatisfied, and the motion was
*‘talked out’. An effort was made to secure the con-
tinuation of the debate on the following day, but this
was rafused by the President of the Assembly, and
the session came to an end without any decxslon being
taken.

In view of what had happened the Government
of India asked that Colonel Needham should not sail,
aud the Secretary of State could do no other than
comply. It was stated that at the next session, early
in the present year, the matter would again he
brought forward, but in the meanwhile not only has
-the proposal for a Government eommissioner broken
down, but the formation of an All-India Council is
stayed. The responsibility for this grave result
cannot be placed on the General Medical Couneil.
In his reply to the Seeretary of State on these per-
plexed and perplexing matters,” the President of
the General Medical Council stated that the Exeutive
Committee had postponed its final decision until its
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meetitng in February, but he added that the inevit-
able absence of authoritative reports on the actual
standards of study and examination for Indian me-
dical qualifications was of serious import. The com-
mittee would be deprived, by the action taken in
India, of the guarantees of sufficiency necessary
under the Medical Act of 1886, on the basis of which
alone it could be in a position to continue recognition
of Indian medical degrees. ‘“When the Government
of India,” said the President further, ‘“is in a posi-
tion to supply such guarantees by means of -satis-
factory reports from a Commissioner of Medieal
Standards and Qualifications, or from a legally con-
stituted All-India Medical Council, the Executive
Committee . . . will give applications from Indian
universities, transmitted by the Governdment of
India, its careful and sympathetic consideration.”

New Proposals from India.

In January the Secretary of State informed
the General Medical Council that the Government
of Tndia was of opinion that it was not possible to
reopen the question of the appointment of a commis-
sioner in view of the strong opposition in the Assem-
bly, and also in view of the opinion of the quinquen-
nial Indian universities conference, which had met
at Delhi in October. This conference, while favour-
able to the establishment of an All-India Medical
Couneil, regarded the appointment of a commissioner
as not in accordance with the best interests of medi- .

cal education in India, and as wholly opposed, not
only to practice elsewhere, but to the whole trend of
Indian pibiic opinion, medical and legislative.
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The universities conference did, however, make
the suggestion that, pending the creation of the India
Medical Council, a board consisting of representa-
tives of the Goovernment of India and of the medieal
facultics of the universities should be set up as a
temporary measure for determining and supervising
medical qualifications and standards. The Viceory’s
department, in transmitting this suggestin, regar-
ded it as a sound one, and proposed that the board
should have as its president the Director-General of

the Indian Medical Service, and as members one re- -

presentative from each of the faculties. It was fur-
ther proposed, by the Government, that the board
should appoint three inspectors, specialists respe-
ctively in medicine, surgery, and midwifery, who
would report on standards of medical education and
examination, and on whose reports.the board would
decide whether guarantces should be given to the
General Medical Council that the possession of the
degree of a particular university ensured the mini-
mum qualifieations required for British registration.

The Secrctary of State, in forwarding these new
proposals, said that it was assumed that the three in-
spectors would possess British qualifiiations, and it
seemed likely that their reports, being reports of spe-
cialists in the subjects of the final examination, would
be more authoritative than those of a single commis-

sioner. Mr. Wedgwood Benn hoped that the mea-

sures proposed would be acceptable to the Council.
The President could only reply that the decision of
the Executive Committee at its meeting at the end
of February could not be anticipated, and that the
questions of the composition of the proposed tempor-
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ary board and its independence and sslficiency would
have to be discussed.

Meanwhﬂe the main proposal for the eventual
establishment of an All-India Medical Council has
not enjoyed an uniterrupted development. An in-
formal council of Ministers of the provincial Govern-
ments, misunderstanding the proposal as an encroach-
ment on theéir control of the medical services—which.
as stated, have lately been decentralized and placed

_in their hands—disapproved of the bill for the crea-

tion of the council, and therefore the Government of

" India decided for the time being to proceed no fur-

ther. A later message from the Viceroy’s depart-
ment to the Secreatary of State, dated January 6th,
stated, however, ‘“Local Governments now agree that
only solution of present difficulties is to be found in
the establishment of All-Tndia Medical Council. We
are most anxious to proceed with legislation with the
least possiple delay, but in view of intricacy of the
subject and necessity of alterations in the bill, as
originally drafted, to meet criticisms and suggestions
received from various quarters on which it will pro-
bably be necessary to consult local Governments, it
will not be possible to introduce legislative measure
this session.”’

Some of the universities, notably Lucknow and
Bombay, have expressed concern at the prospect of
their medical graduates ceasing to be recognized as
possessing a registrable qualification. ‘“We find it
diffieult to think,” writes the vice-chancellor of
Lucknow, ‘“‘that when the King George’s Medical
College has, in equipment and eourses, been brought
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to a standard satisfactory to your inspectors who
have come from year to year, the students who pass
out now should be given a qualification of less value
than the students who passed out in former years,
especially when it is our constant endeavour to con-
tinue making further improvements.” |

The Geneml Medical Council’s Decision: Indian
Degrees not to be Recognized.

, The Executive Committee of the General Medi-
cal Council met on February 24th, and after a consi-
deration of all the facts and representations passed
a series of important resolutions, the first of which
reads as follows:

That in the absence of authoritative information
respecting the medical qualifications and standards
of the Indian Universities of Bombay, Caleutta,
Lucknow, Madras, and Punjba, the Executive
Committee of the Council, in fulfilment of its
duty under the Medical Act, 1886, Section 13, is
unable for the time being to recognize the medical
degrees of these universities as ,'furnishing a suf-

ficient guarantee of the possession of the requisite
knowledge and skill for the efficient practice of
medicine, surgery, and midwifery’’ in this country;
and that accordingly the conditional recognition
hitherto granted to these degrees has now lapsed.

With regard to the Indian proposal to set up a
temporary board, the Committee resolved :

That the proposal . . . has been carefuily consi-
dered by the Executive Committee; but it is unable
to accept the proposal as furnishing. a satisfactory

\g, ‘ . 14 8

method of supplying the Council with authoritative
information on medical qualifications and stand-
ards in India, and with the necessary guarantees of
sufficiency.

In a late message the Goevrnment of India pro-
posed fo appoint temporary inspectors of the quali-
fying examinations of the Universities of Rangoon
and Patna. Here again the Executive Committee
has found it undesirable to renew the practice of ap-
proving the appointment of separate ad foc ins-
pectors, which it had already found inadequate for
the purpose of ascertaining the sufficiency of the
standards for Indian medical degrees, actually re-
quired and enforced by the universities.

To separate representations from Bombay and
Lucknow it was resolved simply to reply forwarding
a copy of the above resolutions/, There, apparently,
the matter has for the time being come to an end.
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News
APPOINTMENTS, TRANSFERS, Etc.
THIR TO MEHIR 1338 FASLI.

CIVIL SURGEONS.

A.R. Huften Mahboobnagar Retired Karim
‘ ‘ : Abbas, Offg.
. C.P. Chinoy Aurangabad ' Special  Plague
: g Officer, Hyder-
abad

Mirza Hasan Ali  Chaderghat to Aurahgabad

Beg

P. N. Naidu Asifabad Patancheru A. S,

R. K. Garde, as
Offg.

Mint Hospital ~ Chaderghat Oftg.
Civil Surgeon

Asifabad Offg.
Civil Surgeon

ASSISTANT SURGEONS. |

Mithra Pala

R.K.Garde  Raichur

Mohd. Abdur
Rasheed Narayanpet Retired
S. 1%’\aghavandra Narayanpet Plague Duty -
ao

L. B. Pkatalls Liyal Narayanpet
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Mohd. Abdul
Basith

Mrs. Watt's

Khairunnisa
Begam

Riasathali Khan
Shiek Ahmed
Ghulam Ghouse
O.C.Sitaramiah
Abdul Ali Khan
A. C. Gabriel

M. H. Desh-
ponde

Syed Abdur

Rahman

Damodram
Naidu
M. V. Rzjaili

C. Masichallan

‘Marim Abbas

New appointed Osmania H05p1tal

O.H. Sanctioned
. Victoria Z, Hosp
New appointed

Narayanpeth

Salem
Asifabad
Asifabad

* Osmania Hosp.

Nandedosp |

Shorapur

Central Jail
Warangal

Patancheru

Kannad

” Mushirabad

Osmania Stores
Retired

Karvan

Seren . (Promoted)

Osmania Hospital

Adilabad (Promo-
ted) -

Mint Hospital

Died

Shorapur (Promo-
ted)

Central Jail Gul
‘barga

Mushirabad (Pro-
moted)

Mahboobnagar
Offg. Civil Sur-

geon

SUB ASSISTANT SURGEONS.

Alam Ali Khan

Latchman = Kinwat.
Govind Dan-
davathi

~W. S. Joshi

Asifabad
Gangavati
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Asifabad

Kinwat

- Osmania Hospital



Kamidullah
Khan

Mohd. Kham-
ruddin

Bhim Singh
Hunmabadkar

Dicambar Latch-
man

ChintaminaiRao
Miss Fransica

V. D, Paramasi-
yam

B.S. Narayan
Ahmedullah

Mohd. Ghani
Siddiqi

V. S. Modhen
Rao

B. Memkchador
J. Jagunath Rao

B. S. Ramalin-
gam

G. G. Kelkar
Gopal Vithal
Venkat Vardhan

‘Abdus Sattar

A, Naﬁesan Pillai

Suriapet
Baroen Balda

Lingsagur
Newly appointed
Newly appointed

Gajvail
Newly appointed
Mahboobabad

Travelling Dis.
py. Warangal

Newly appointed
Khemmam
Warangal

Newly appointed

Raichur

Ambad
Devarkunda

Newly appointed

Osmania Hospi-
tal (Perma-
nent)

Newly appointed
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Chitapur

Baroen Balda
Lingsugur
Gangavati

Sillod
Beed

Osmania Hospital
Mahboobahad

Travelling, War-
angal

Asifabad Tc;ur

Khammam (Pro-
moted)

Warangal
Raichur

Kalvakurti

Dismissed
Ambad
Devarkunda

Osmania Hospital

W. S. Narasin- Nanded

~ gha Rao
Jarsiker T. B.

V. R. Desai
P.S. Rao
Vaidya

B. B. Kulkarni

N. V. Narasim-
ha Rao

T. J. Kamble
T. V. Dias
Mts. Clarke

B. L. Narasimha-
Rao

K. M. Rudrappa

A. Mohan Ram-
gam

Mrs.

Miss Bherde

Lingal (Promoted)

Khuldabad Central Jail War-
- angal

Jenwada Kannad

Khuldabad Janwada

Newly appointed Khuldabad

Kodangal Osmania Hanspital
Plague Duty Kodangal
Kodangal Plague Duty
Parbhani V. Z. Hospital
Nanded Parbhani

Newlyappointed Plague Duty

" k2]

» k2]

Aliabad Dispy.

Plégue Duty
Nalgonda
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The Hyderabad Me\dical
Association.

T E membership is open to all persons holding
medical and Surgical qualifications aceord-
ing to the Western System and the chief ob-

ject of the Association is to promote Medical and
Surgical knowledge by reading of papers, demon-
stration of cases and discussions, in monthly meet-
ings. " :

The Office of the Association is in the Osmania
Medical College, Afzulgunj, and the meetings are
ordinarily held in the Osmania General Hospital

President—R. N. COORLAWALA, F.R.C S,

(Exg.), p. P. H., ETC.

Vice-President—MAJOR MOHAMED ASHR-

AFF, M. B, CH. B.
Secretary and Treasurer—MAJOR FARHAT
ALI B. A., M. B, CH. B.
Editor of the Journal—V. R. GORAKSHA-
‘ KAR, B. A., M. [B., CH. B. -

Managing Committee—The above  Office-

bearers and

KHURSHEID HUSSAIN, M. B, CH. B.,

H.J. CHINOY,L.R. C. P. & 8,

LATEEF SAYEED, M. B., CH. B,

Carr. K. N. WAGHARAY, M. B, B. 8.,

B.S.RAJ,L.R.C.P. &8,

Mrss K. 8. KANGA, L. R. C. P. & 8.

Every member has to pay an annual subserip-
tion of O. S. Rs. 12.

) Only the Sub-Assistant Surgeons will pay half
the above rate but the subseription will, in any case,
be payable for the whole year in advance and every
member will receive free a copy of the Quarterly
Journal of the Association.



The Deccan Medical

|
E bt °
E In the Treatment of the Affections
Journal, N h f the Aff 4
UBLISHED quarterly by the Hyderabad Medi- - b of the
P cal Association. The only journal of its N Upper Resplratory Tr act

kind in His Exalted Highness the Nizam’s ‘ ¥

Dominions and consequently the best medium of | B
advertisement for Chemical, Pharmacuetical and |
Surgical Manufacturers. Articles of special inte- ,
rest to the profession from experts appear in every
issue.
Editorial Committee — .

Editor—V. R. GORAKSHAKAR, B. A, M. B,

‘ CH. B.
Assistant BEditor—S. RAGHAVENDER RAO,
L.C DS
The members of the Committee—The above and

Cart. K. N, WAGHARAY, ar. B., B. S,,
S. . DAVID, M. &. c. p., L. M.,
Miss A. SHAW, . B, B. s, p. T. M. & H.

correction of the internal systemic abnormal-
ities is aided by local applications. By supply-
ing continuous, moist heat over a considerable
period, together with the osmotic, antiseptic

and synergistic action of its components

Bates of adverticement:— Rs. a. p.
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Jehangir Wadia Building, P. O. Box. 105, Bombay.
14, Clive Street, P. O. Box. 315, Calcutta.

Messrs. Sri Krishna Brothers, ~Post Box 166, Madras,

The Patna Journal of
Medicine

(The Journal of the Patna Medical Association).

Edited by
H. HYDERALIKHAN, F.R.C. S. E,,
BANKIPORE, PATNA.

R

ONE OF THE MOST UP-TO-DATE JOURNALS

IN INDIA.

Articles by Experts.
January 1927—Special Endocrinology Number.
July 1927—Special Educational Number.

" Price Re. 1/4. Annual Rs. 4/0.
Post free from the Editor.

| . THE
 «M.L.B.” SPECIALITIES.
Makmg the WORKS in HOECHST

world known

SALVARSAN—COMPOUNDS

JEOSALVARSAN, Ehrlichs original 914, the most
reliable anti- syphilitic for the intta

venous route. In® also  Double
Ampoules the ' most convenient
‘ ~ preparation on the market.
AYOSALVARSAN, the popular SALVARSAN.
COMPOUND for the intramuscular
route. e

JEOSILVERSALVARSAN SODIUM - SALVAR '
SAN, SULFOXYLSALVARSAN

with their different advantages.
. 1

NOVOCAIN.

- The first synthetic, non-toxic-cocain-
subsutute, which opened the whole
e -~ fieldof .
' LOCALfANAESTHESIA
No License Required ! -

PYRAMIDON.

- The oldest analgesic and anti-pyretic.
Dependable; quick and mild in action.
The antlpyreuc of choice for children..

L1terature and full particulars on application.-
HAYERO TRADING Co., Ltd,
- - @ALCGUTTA.
Pharmaceut1cal Dept. “Bayer-Meister Lucius™
- P, O. Box 2122, : -
. 15 Clive St.,- Calcvtta, -



Can be had from us at the most Competitive (2

SURGICAL INSTRUMENTS
MICROSCOPES AND HOSPITAL
REQUISITES

ASEPTIC HOSPITAL AND

INVALIDS FURNTIURE

Y-

es

This Jlustration chows our “Utlity™ Set.

" PLEASE SEND YOUR INQUIRIES TO US.

N, POWELL & CO., BOMBAY.

trinted by D. T. Rao, LL. B, Bar-at-law at the Vani Press, Bezwada—1920.
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