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| MOST OUT OF YOUR ?

Artificial Pneumothorax
.~ . in the Treatment ofjé; s
= Pulmonary Tuberculoés;-

BY SN
Y. A. BHIDE, M.B., B.s., Assistant Surgeoh &
Osmania Hospital. 5

HY not ask VANI PRESS, who print, to PULMONARY tuberculosis is largely a dis-

INTING of ever ease of city life, but it does occur to some
quote you for PR y extent even in villages. Taking the sta-

description including the production tistics of our State hospitals for 1340 Fasli we find
. d that a total of 2,418 cases were treated in the various
of Catalogues Circulars, Journals, Ad- hospitals and dispensaries throughout the State, of

which no less than 1,036 are from the city and subrubs
alone. These figures do not disclose the full extent
Composing done by Intertype. of the prevalence which must be much larger. -The
number of patients from Hyderabad in the sanaio-
ria in other provinces is surprisingly large. As the
disease is one of long duration, attacks men and
women in early adult or full prime of life, often the

vertising, Letter Heads, Pamphlets?

GOOD PRINTING PAYS :
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: GIVE US A TRIAL : bread winners of the family, it infliets a great amount
of suffering not only on the patient himself but on
FREE AND PROMPT DELIVERY his family as a whole. One or even more sanatoria

— on modern lines in centres easily accessible to pa-
tients in our State are a pressing need, which we
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hope will soon be met. TIn the meantime a beginning
has been made and artificial pneumothorax treat-
ment is being given to suitable cases in the Osmania
Hospital. The writer commenced work in the
Osmania Hospital ten months ago—(July 1931).
During this period 75 cases of pulmonary tuberculc-
sis were admitted under my carve, of whom 23 were
selected-on clinical findings for sthis treatment but
five of these were found unfit on actual trial on
account of adhesions and in only 18 has it been possi-
ble to carry it out.
us and have shown definite improvement as will be
seen from the subjoined table, which would help to
show that this is a method of treatment which natu-
rally alters our prognosis of this disease in suitable
cases and the reason why the writer has chosen this
particular method for deseription is that while it is
most effective, it is inexpensive, easy for applieation.
and requires a very small amount of skill which can
be easily acquired. , e
Before describing the details of the method it
would be of service to indicate the type of case in
which it would be serviceable. The ideal case for
this form of treatment is no doubt one in whom a
part of one lung is affected, the other being absolute-

ly free from disease, in which no pleural adhesions .

are formed and the constitutional disturbance is
very slight. But the method is often of value even
where there is a slight amount of disease on the other
side,
Selection of the case. '

‘When the patient comes to us, with severe wast-
ing, hectic temperature, almost incessant cough with
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(10 g5 stage 11l

d the extent of lung issue that is involved. Temperature

00° and up to 101° as stage 1l and temperature above 1

B. C.) depending upon the extent of the lung involved.

{emperature above 1

y depending on toxaemia which is shown by the fever ina patient an

(Rectal
E
+ Tu

) up to 1.00 is classified as scage 1,
ach stage is again subdivided into 3 parts (A.

bercle Bacilli present.

#* The stages are classified as follows:~—
Mainl

(To face page 2).

not present
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nummular expectoration and the text-book signs of
cavitation in both the lungs, there is little difficulty
in diagnosis, but untfortunately very few of these
cases are likely to be found suitable for artificial
pneumothorax. Our object should be to get the case
in hand long before this stage has been reached and it
is here that all the aids to the diagnosis of this disese
have to be invoked. Patient’s temperature should
be observed 4 hourly, and any rise of temperature
above 99'F., especially in the afternoon otherwise un-
accounted for should be carefully noticed; the
sputum examined repeatedly for the presence of tu-
bercular bacilli using a concentration method (anti-
formin) to find the organisms, when the ordinary
methods fail to reveal them. The patient’s weight
should be taken under identical conditions every week
to observe if there is any progressive loss of weight.

As regards the physical signs in the lungs, per-
sistant fine crepitations on ordinary or deep breath-
ing, especially limited to one side, on repeated exami-
nations, taken along with other signs and symptoms
are highly suggestive of active disease. At this stage
a fluorescent sereen examination and a radiogram are
of help, though in the absence of these aids the medi-
cal man should not be distrustful of his clinical find-
ings.

Principle of Artificial Pneumothorac.

This is to secure rest for the affected lung and
no principle could be sounder. When there is a frac-
ture of a bone we attempt to place the fragments at
rest in apposition, to allow nature to bring about
union and healing. The lung is an organ that is active
* from birth to death and at first sight it would appear
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impossible to secure rest for it. But we have to re-
member that nature provides a very large amount of
reserve in all organs, so that it is possible for a man
to live a fairly active life with less than one complete
functioning lung. Secondly, while we cannot actual-
ly apply a splint to the diseased lung, the mnatural
elasticity of the organ itself with its inherent tendency
to collapse comes to our aid. If we make a hole in
the pleural cavity communicating with the air ouf-
side, the natural elasticity of the lung gets free play
and it collapses. But of course it is not advisable
owing to the risk of sepsis to adopt this method.’
‘What is done therefore is to introduce into the pleu-
ral cavity a gas, in ordinary practice the atmospheric
air, to allow the lung to collapse. It is evident that
so long as a sufficient quantity of air is present in the
pleural cavity, the lung will remain collapsed and at
rest. But air introduced into the pleural -cavity
tends to get absorbed, hence the need for refills at
intervals.

Apparatus.

It consists essentially of two bottles connected by
means of glass and rubber tubing, one of which is
filled with water, which on being allowed to flow into
the other, displaces the air in it, which is in-
jected into the pleural cavity by means of artificial
pneumothorax needle which is like the aspiration
trocar and cannula but almost of the same
thickness as inoculation needle and provided with
stilette to clean it in case it gets blocked. The
needle and therefore the interior of the pleural cavity
is always kept in communication with a water mano-
meter to indicate the pressure in the pleural cavity.

5



As is well-known, the intra-pleural pressure in health
is negative, but during artificial pneumothorax treat-
ment, it is raised gradually to zero or even a positive
figure, the actual extent being judged by the degree
of collapse secured. ‘ SR

Procedure of Artificial Pneumothoraz.

The patient Jies on the unaffected side, the arm
being thrown headwards and a pillow given under

the body so as to raise the chest and separate out as -

widely as possible the intercostal places. The skin
over the 6th, 7th, or 8th intercostal space in the mid-
axillary line is painted with iodine tincture and lozal
anaesthesia is induced right down to pleura by in-
jecting one c.c. of a 0.5% novocaine solution. The
pneumothorax needle is then introduced into the
anaesthetized area at the upper border of a rib. The
entrance of the needle into pleural cavity is shown by
a large movement of the fluid in the manometer with
every respiration movement. Air is then gradually
intréduced, begining with about 300 c.cm. at the first

induection and increasing to 500 c.c. or even 1000 c.c..

later on, depending upon the intrapleural pressure
and the patient’s reaction. The refills are given in
the beginning at intervals of 2, 3, 4 days progressively
increasing the period until after 15 to 20 refills, the
interval may be 3 weeks to a month. The treatment
has to be continued for more than two or three years
to secure good results. The patient rests for about
an hour after injection and then can be allowed to go
home so that old patients are seen at the time of
their refills once every two or three weeks and their
ceneral condition noted, they having learnt enough
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of t}.le-general measures of treatment, during their
preh.mmary stay in the hospital, to follow the
routine at their homes.

HLffect of Pneumothoraz Treatment.

From the mechanism of the action of artificial
pneumotborax it will be evident that collap.e offers
the lung itself a very great, if not complete, measure
of rest, prevents the absorption of toxic material

. from it and bringing the walls of cavities in apposi-

tion favours their healing. In the beginning however
of the artificial pneumothorax treatment, patients
lose in weight for a short period, possibly owing to
the action of toxins squeezed out from the collapsed
lung. But this loss is very soon made up later in
successful cases. The cough is lessened, the fever
disappears, the appetite improves and the patient
looks and feels a different man. The condition of the
lung has to be checked from time to time by the fluo-
rescent screen examination and a radiogram. The
period at which to.stop the treatment is very diffi-
cult to judge, but it is safe to go on a little longer
rather than to stop too early. By gradually increas-
ing the interval between refills and reducing the quan-
tity of air injected, the lung may be cautiously allow-
ed to re-expand, carefully watching the general con-
dition of the patient while doing so.

General Measures.

Placing the patient in cheerful sorrounding, free
from worries, plenty of nutritious food, complete rest
while there is pyrexia and eareful graduated walking
or other exercises as his condition demands ; overcom-
Ing useless and tiresome cough by encouraging the
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patient to supress it or by administering small doses
of codeine (% gr.4 times a day); general attenticn
to the bowels, sleep ete., and treatment if any of co-
existing diseases such as malaria, syphilis, which
would hamper recovery need not be discussed here

~at greater length.
Of course the course of this treatment is not al-

ways altogether smooth as in some cases pleural effu-.

sion occurs which requires to be removed and replaced
with aiy. The operation itself is not altogether free
from risks, among which may be mentioned, pleural
shock, air embolism, injury to the lung and haemor-
thage. But even a hypodermic injection—not to
menton intravenous injection—is not free from its
own risks and the existence of risks only emphasizes
the need for proper method and carefulness.

The object of this article is to dispel in some mea-
sure at least, the idea that diagnosis of pulmonary
tuberculosis is equivalent to passing the death sen-
tence on a patient and to induce the adoption of this
very useful method of treatment at an early stage of
the disease. The actual technique can be very easily
learnt by a visit or two to the Osmania Hospital.
Those interested can obtain further details from
Rivere’s Pneumothorax Treatment of Pulmonary
Tuberculosis, 1927.

Eclampsia

BY

Miss M. F. CORREA, M8, chs. (Edin.), L.M.
(Rotunda),

Lady Civil Surgeon, Victoria Zenana Hospital.,

ECLAMPSIA is the oceurrence of fits in a wo-
man who is pregnant or who is in puer-
perium, and who would not have had the

fits had she not been pregnant. This condition usual-

ly oceurs between the seventh and ninth month of
preenancy, i.e. at a time when the foetus has become

viable.

The etiologv of the condition is not certain, but
for all practical purposes we are satisfied that it is
due to certain toxing and it must he our endeavour to
eliminate the toxins by every possible channel i.e. the
howel. the skin. and the kidneys. The last however
in these cases are generallv hvdraemic and therefore
should not -be forced to work with strong diureties,
for it would be very much like whipping a tired
horse; our hest plan here would be to limit ourselves

2) o}



to fomentations to the loins to relieve congestion;
linseed poultices four hourly work well.

The routine practice of the Victoria Zenana
Hospital is outlined below; .

1. As soon as we admit an eclamptic or pre-ec-
lamptie, we draw off the urine and examine it for
albumin; its significance according to the quantity
present is as follows:—

A trace only——a sign of danger.

Present——danger.

Abundant——great danger.

Solid on heating and remaining so on
the addition of dil. acetic acid—grave
condition.

-

2. The systolic and diastolic blood pressures are
taken; these range usually between 140—160 mm.
Hg. systolic and 100—110 mm. Hg. diastolic. The
former is not as important as the latter, for, from the
diastolic pressure we can gather the state of the kid-
neys. If they are inefficient, we can do nothing bet-
ter than let them rest by:

(a) starving the patient for 48 hours in severe
cases, fluid in the shape of barley water,
four to six pints in 24 hours being allowed,
and '

(b) by eliminating toxins by other channels
i.e. skin and the bowels.

. 3. If the patient has had morphia before ad-
mission, and still has a fit, we refrain giving her any
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more of it till two hours have elapsed since the last
injection. If she has had morphia and is drowsy, or
if she becomes boisterous we give a few whiffs of
chloroform and start colon lavage with several gal-
lons of soap and water. This is continued until the
water, after doing a good result of evacuation, re-
turns clear. We leave in a pint of the following
solution: -

Soda bicarb—one dram.
‘Water—one pint.

* 4, Stomach Wash:—We give a stomach wash
if the patient is vomitting or is unconseious. In the
latter case it is easier also to administer the purga-
tive with the stomach tube. During the procedure
if the patient gets a fit, the funnel is lowered and
manipulations stopped leaving the gag in her mouth;
washing is continued when the fit is over.

Technique:—The patient is placed on her side
with her head right over the edge of the bed on which
a mackintosh is spread leading to a container for
wash water. A wooden gag is placed between the
teeth of the patient and the stomach tube is glided
along a finger into the oesophagus and pushed up to
the mark on it. A solution of bicarbonate of soda,
a dram to a pint of water, is used for washing out
the stomach, and washing is continued until the fluid
returns clear; sometimes this takes several pints of
fluid. After this we leave in the stomach:

Mag Sulph.—dr. 11
Pulv. Jalap. Co.—dr. 1.
Glucose sol. (5% )—oz. IV.

11



Fits:—We detail a Dai to stay eontinuously by
the bedside of the patient. As soon as the signs are
shown of a coming fit, the attendant puts the gag be-
tween the patient’s teeth and turns her to a side lest
the mucus secreted in the mouth be aspirated and
lead to pneumonia. TIf a fit comes on after the injec-
tion of morphia, we give her: ‘

Chloral Hydras-—grs. XxX.
Glucose—dr. 1L
Aqua ad—oz 1v.

per rectum six hourly.

If she has fit after fit in spite of this. an injee-
tion of morphia gr.} with Atropine Sulphate
gr. 1{100 is given provided two hours have elapsed
since the last injection, and not more than 23 to 3
arains of morphia are given in 24 hours.

The occurrence of eclamptic or even pre-eclamp-
tic stage practically always leads to a natural terrnl-
nation of the pregnancv

Under the plan of treatment described here we
have in the Vietoria Zenana Hospital a maternal
mortality of 3 per cent and a foetal mortality of 28
percent in the pre-eclamptic cases, while in the ec-
lamptie ones the mortality figures are, maternal 21
percent and foetal 32 per cent, as will be seen from
the following table. ‘

12

Table showing the results of the Pre-eclamptic
cases treated in the Victoria Zenana Hospital

during the year 1340 Fasli.

. |Dischar-
Pre.feclampa Nun[{becri Cured Relgs: ged oths| Died |Remarks -
tic cases [admitte v erwise
Delivered 28 27 1
Undelivered 2 I* <+ | *Taken
home in.
Delivered a dén_ng
before admi- | ) condi-
ssion 1 1 . tion.
Total k) | 28 1 2

Table showing the results of Eclamptic cases treated
in the Victoria Zenana Hospital during the

year 1340 F. .
Dischar]
Eclamptic |[Number Cure dReher geldco:hr Died | Remarks
cases ad:mtted ved (or vise
i | * 3 *One re-
Delivered 10 25 | 2 one ¢
Undelivered| 7 2 1 4 il;)o;n(eiy’
Delivered ing con-,
before admi-|. dition
ssion } . 1
/
Total | 38 | 28 | - 3 7

(3) 13
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Table showing the foetal mortality in the eclamptic
and Pre-eclamptic cases treated in the Vie-
toria Zenana Hospital during the

year 1340 Fasli.

Children Born | Alive | Dead Remarks

Ot pre—-eclamptlc
cases 29 21 8 One case of
twin birth,

Of eclamptic
cases M 21 10
Total 60 42 18

In the pre-eclamptic cases albumin is almost al-
ways present in the urine which is scanty, and the
patient’s subjective symptoms are severe headache,
giddiness, and dimness of vision. The two undeli-
vered cases shown in the table were blind for days;
they were kept for four days on barley water 3—4
pints for 24 hours, and Pulv. Jalap. Co., Mag. Sulph.
and glucose solution daily. Milk, rice and vegeta-
bles were then gradually added to the dietary. The
blindness gradually wore off.

The eclamptic cases have fits in addition to the
above mentioned symptoms. The blood pressure,
especially the diastolie, is high, but comes down by
almost 20 mm. Hg. under treatment.

- The questions of importance for the practitioner
to decide are:—

1. The degree of risk to the life of the mother.

2. Is recovery possible? and if so is the evacu-

ation of the uterus a condition of it; and
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3. The risk to the -child.

The risk to the mother is greatest when the fits
begin during pregnanecy or labour; it is least when
they begin during the puerperium after the fifth day.
The greater the number of fits, the more the risk, and
eight to ten fits constitute a grave case. The progno-
sis is still worse if in addition to the fits, the patient
has a high temperature. The less the amount of
urine passed, and the more the albumin in it the
worse the prognosis for the mother.

The early signs of recovery are:

1. Increase in the amount of urine passed, with
a diminution in the amount of albumin.

2. Decrease in the number of fits.

3. Gradual return of consciousness.

Recovery is possible if the patient is taken early
in hand and efficiently treated. We find it better to
leave the emptying of the uterus to nature, helping
if necessary with a hypodermic injection of Pitocin

0.5 c.c. (this acts like pituitrin but without raising

the blood pressure) or with the application of fur-

* ceps. The toxin in these cases often kills the foetus,

the death of which improves the prospects of the
mother. :

The patient is advised not to incur the risk of
pregnancy for a couple of years.

I have to thank Dr. Miss K. 8. Kanga, Superin-
tendent, Victoria Zenana Hospital, for permission to
publish the statistics, and for helpful suggestions.

15



The Tragedy of Glaucoma

BY
B. K. PITATAK, M.B, BS. (Bom), p.0. (Oxon).

A patient generally led by his relative, seem-
ingly blind, is brought in the Clinic. He
stares at you like a blind man, which he really is, and
very hopefully tells you that he is suffering from
““Cataract’ and after waiting for over 2 yvears and
going nearly blind he has come to you for the opera-
tion about which he has so much heard which will
give him back his sicht and enable him to live his
daily useful and independent life,

You have a nice look at him. He has no doubt
the grayish look in the pupil associated with cata-
ract. But vou notice also that his pupils are dilated
and they do not react to light. You have every
grave suspicions about the diagnosis given by the
patient himself viz. ¢“Cataract’’. You ask him there-
fore as to why he waited so long before approaching
vou.
' Very often the answer is that the poor man had
approached a doctor long before who had diagnosed
his eondition as ‘“Cataract’’ and had asked the pa-
tient to wait till he nearly went blind when the ¢ Ca-

1<

taract” would he mature and the operation under-

~taken. The patient had acted up to the advice and

now demands back his sight and is ready for any,
operation.

You then take the patient into the dark room
and on examining the fundus you find the glauco-
matous cupping and the diagnosis is quite clear. To
make it more certain you take the tension of his eye
with a tonometer and it is found very high. The pa-
tient is suffering from ‘“@laucoma’ and any opera-
tion as far as his sight is concerned is of no use to .
him whatsoever.

You tell your frank opinion to the patient. The
patient goes back with a heavy load on his mind curs-
g outwardly his bad kismat. If however some-
body could fathom his innermost feelings he would

"be cursing his doctor for his wrong diagnosis and

advice and thus leading him on to what is worse
than death to many of us—blindness. ‘

This is the experience of the various Ophthalmie
Clinics I have worked in and there is none more heart-
rending than to find that you eould do nothing at all |
for the poor man’s eyes and but for the mistaken
diagnosis the poor man would have enjoyed good use
of his eyes for years to come,

The busy general practitioner notes the failing
cyesight and the grayish look of the lens and gives
the diagnosis as ‘“Cataract”. He looks for the text-
book description of the disease which like that of
other discases is of late of very late stages. Early
glaucoma is very difficult, nearly impossible, for the
general practitioner to diagnose. But it is on these
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general practitioners that the onus of rightly diag-
nosing the disease lies and they thus hold the desti-
nies of many of their patients in their hands.

Glaucoma is not always an acute disease, Cir-
cumcorneal injection, shallowness of the anterior
chamber and headaches may not be present to any
marked degree in what is called the Glaucoma Sim-
plex. Tonometry and Perimetry locate the disease
‘when it is just beginning to develop.

In Glaucoma there is rise of intraocular pres-
sure. The actual causation is still under dispute.
Nervous shock leading to vasomotor disturbances is
one of the main causes. The selerocorneal junetion
is the place where the sclera and the cornea and the
iris meet. It is through this angle that the aqueous
humotr escapes into the canal of Schlemn, a circu-
lIar canal, and thus reaches the general circulation.
This keeps the intraocular tension within normal
limits. In glaucoma due to some yet unknown rea-
sons the iris is pushed forwards and the angle gets
more acute and thus draining of the aqueous humour
is prevented which leads to rise of tension in the eye..
‘When the intraocular tension rises, all the structures
of the eye are put on stretch. The optic disc where

the Sclera is thinned out and is in the form of a sieve -

to allow the nerve bundles to enter the eye is the most
delicate part of the eye and is very suseeptible to
pressure. It is here that damage is done first. The
nerve fibres are pressed on and pressure atrophy of
the nerve fibres takes place. The sieve-like sclera
is pushed outwards and a bulging is produced which
is called the ‘‘glaucomatous cupping.”’ The nerve
fibres, at least of the cye, do not regenerate and hence
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{the advisibility of operating on the glaucomatous eye
as soon as possible and relieving the tension before
the nerve fibres of the optic nerve are completely
destroyed.

The first signs of early glaucoma are redpess
of the eye confined to the cirecumcorneal zone, slight
headaches, blurring of the eyesight, seeing haloes
and all these may be put down by the unwary to
slight irritation of the eye due to something. A very
important aid to diagnosis in this very early stz}ge
of the disease is Perimetry when a nasal contraction
of the field of vision is observed. There are other
important and field defects also too minute'to be des-
eribed in detail here.- The nasal contraction of the
field is due to the pressure inside the eye acting ﬁrst
on the temporal side nerve fibres of the retina.
Another important instrument is Tonometer., Ifthe
tension of the eye, which varies normally between
15 and 25 mm., is above 35 the case may he safely
diagnosed as ““‘Glaucoma’. Thus the general prac-
titioner can understand how difficult it is to diag-
nose in his general everyday practice early cases -of

glaucoma. A specialist with the aid of these instru-

ments can alone diagnose it. If the general praeti-

~ tioner finds a case with failing vision, redness of the

eye, and slight headaches he should remember glau-
coma and unless he can definitely diagnose cataract
he should send the case on to some specialist. This
he should do in the interest of himself and his pa-
tient. Tor early diagnosis means early treat‘n}ent
and thus preservation of whatever sight the patient
is left with or in some cases actual recovery of some
of the lost sight.
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Regarding the prognosis we should bear in mind
that the nerve fibres that have atrophied due to pres-
sure will never regenerate whatever the treatment
adopted. The nerve fibres which are however not
completely atrophied will to some extent recover.
Therefore whatever sight the patient has already lost
in a chronic case will not be recovered from but the
further progress will be stopped by an operation. In
an acute case however where the nerves have only
been pressed on and not yet actually been destroyed
the sight will in some early cases improve remarka-
bly from ‘3 feet’” to ‘6|9’ even.

The treatment is primarily operative. The me-
dicinal treatment in the form of eserine % drops is
only a very good accessory line of treatment. Though
cases of chronie glaucoina simplex may be kept on
these drops for months together still any day the eye
may flare up necessitating immediate surgical inter-
ference. It is always therefore a safe and good
thing to operate on the glaucomatous eye as soon as
possible.

The operative line of treatment aims at either
reopening the closed channel through which the
aqueous humour is ahsorhed into the system of mak-
ing another artificial channel through which the
aqueous humour may escape into the system :mnd
thus keep the intraocular tension within normal
limits. The operations are many but the chief are
i. Iridectomy, ii, Elliot’s Trephing, iii. Lagrange’s
Sclereto—Iridectomy.  In iridectomy the elosed
channel is reopened. In both trephining and sce-
lereto-iridectomy a filterable scar is produced
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through which the aqueous humour escapes under
the conjunctiva from where it is absorbed into the
general circulation. Regarding choice of the opera-
tion each has its strong advocates and if done well
all these serve the purpose very well. Personally I
prefer Iridectomy in acute cases and trephining in
chronic cases.

Other measures in the form of tracing and ir-
radicating any focal sepsis and improving general
and mental health are important necessary factors in
the treatment.

Two Case Reports.

1. A male admitted to the K. E. M. Hospital
Ophthalmic Section, Indore C.I. in August 1931 at
9 pm. He came from Mhow a distance of 13 miles
from Indore in a motor suffering from excruciating
pain in the eye. His vision was 2 feet and the condi-
tion was diagnosed as ‘‘Acute Glaucoma’. He was
put on the table at 10 at night within an hour of ad-
mission and under chloroform an iridectomy was
performed. The patient passed a very nice night and
was completely relieved of the pain next morning.
The patient recovered his eyesight every day and by
the 15th day vision came to about 6|9 in the operated
eye. A prophylactic trephining was performed in
the other eye and the patient went home completely
happy with the full use of his eyes and very grateful.

2. A Male turned up in the Outdoor Ophthal-
mic Clinie of the Osmania General Hospital, Hydera-
bad in May 1932. Was diagnosed as ‘“‘Cataract’® by
hig doctor 2 years back and was advised to wait till
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henearly went blind. I found that he had Glaucoma
in both eyes with typical glaucomatous cupping and
a tension of 60 m.m. in both eyes. I told him that no
operation could give him back his sight and T advised
him trephining for relieving him of the pain he was
suffering from now and then. This was refused and
the patient went back a picture of misery for he had
built up all his hopes on getting back his sight after
the ““Cataract’ operation.

These two typical cases show the enormous dif-
ference made to the patient by the early diagnosis and
early operative treatment. In one case the patient
is quite all right, with full use of his eyes, enjoying
life, doing his usual work, dependent on nobody, liv-
ing the life of a useful citizen. In vivid contrast to
this there is the tragedy of the wrong diagnosis where
the patient is completely blind, with no solace but

Ghod, completely dependent for everything on the .

tender mercies of others, in fact, a drag on himself,
his people, his society and his country.
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A Case of Stone in kidney
with Pyonephrosis

BY

KHURSHEED HUSSAIN, .e., chB. (Edin.),

Professor of Surgery, Osmania Medical
College.

S TONES in kidney are found more generally
in the female and in adult cases. They
are more frequent in certain localities. ’

A patient, Rahiman Bee aged 25 years carr.}e"ﬁ

from Raichur and was admitted as inpatient n
F.S.W.I. on date 29—2—32, for renal colic and Rai-
chur, the district in H.E.H. the Nizam’s Dominions
from where she arrived is noted for the stone cases.

Personal and Family History:

The patient has been married 8 years; menses
regular; had no issue; she drinks toddy occasionally.
Her ordinary diet consists of bread, rice, and meat.
She herself does her domestic work at home and v.she
is from a poor family; her husband is a chaprassi at

Raichur.
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Present and Previous Ilness:

She gave no history of previous illness except
a vague history of attacks of convulsions in her child-
hood. The present complaint is typical f Renal
Colic; duration 3 years; dull aching pain in loin,
more in left Lumbar region radiating to the pelvis
and towards the bladder; the pain was always con-
stant and sometimes spasmodic. She had a number
of severe attacks during the last 3 years. The attacks
were of characteristic nature with shivering, vomit-
ing, cold perspirations, blood in urine and passage of
large quantities of white discharge in urine—to put
it in her words ““Sudda’’.

" The Medieal Officer of Raichur sent a letter in-
forming that the patient had to be kept under Mor-

phia several times to relieve her from these attacks
~ of renal colie.

Lramination:

Patient is strong and healthy. Abdominal wall
~was rigid due to constant pain. Tenderness was
noted opposite the left 12th Rib. Bimanual exami-
nation to feel the kidney was not possible due to
tenderness and rigidity. P. V. examination reveal-
cd nothing important. Urine was highly acid with
albumin and R. B. C. and plenty of pus cells. Skia-
gram gave the characteristic and distinet shadow of
a large, irregular, pearshaped stone in front of the
12th rib opposite the 1st and 2nd Lumbar Vertebrae
(Fig. 1).
Methylene blue was injected to test the functional
capacity of the kidneys in the patient and the result
with that of a healthy woman.
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Fig. 2—Position of stone 11 days later.

Fig. 1—Position ¢! stone on admission.
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The time of excretion of coloured urine in the’
patient and in healthy woman was Same; the methy-
lene blue was excreted in urine in 2} hours after the
injection. Injection was given on 16th March 1932
at 5-30 a.m. and the colour of urine became normal
in both on 20th March 1932 at about 9-30 a.m. (i.e.
3 days after).

(This test does not of course show whether the
affected kidney is still functioning. All one may
reasonably conclude from it is that the patient had
enough functioning renal tissue to maintain health).

On the eleventh day of admission i.c. on 11-3-32
patient had suddenly a severe attack of renal eclic
with 105 temperature and agonising pain. Morphia
and Atropine was given to give relief to the patient.
A Skiagram was taken again during the attack and
showed that the stone was displaced slightly against
ond and 3rd vertebrae (Fig.2). The kidney
shadow in the skiagram was very large as compared
with the Previous one. More blood and pus was
found in urine. The attack and the temperature
subsided in 5 days and then the patient was submit-
ted to the operation.

Operative treatment:

Six hours previous to operation Morphia 1 er.
and Atropine 1150 gr. was given subentaneously. On
99nd March 1932 Nephro-lithotomy was performed
by lumbar route under Chloroform anaesthesia.

The time taken to complete the operation was 55
min., and the total duration of anaesthesia was 65
minutes. ' '
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Details of the Operation:

A large quantity of pus about 6 ozs. escaped from
Perinephric region. Kidney was opened from its
convex border and on exploring the pelvis of the kid-
ney the stone was felt and extracted.

Description of stone:

The stone was impacted in the calyces. It is
irregular and triangular in shape and well notched
in centre. Its weight is 94 grains. Tt is hard, brow-
nish in colour and is composed of uric acid and
phosphates.

After extracting the stone the wound was closed
keeping one small drainage tube in the pelvis of the
kidney and another in the pherinephric region, the
latter to drain the pus from the big pouchlike cavity
of the region.

After-treatment was uneventful throughout.
The patient remained very comfortable. Tempera-
ture came down to normal on 3rd évening. FEven the
post-operative temperature on next day remained
101° only. There was no suppression of urine and
there were no secondary complications. The 2nd
kidney compensated and worked well.

Besides the escape of urine through drainage
tubing into the dressings which were freely soaked,
the following quantities of urine were collected every
day.

6 hours after operation 5 ozs of urine was drawn
by catheter. Again on the same day of operation
10 ozs. of urine was drawn.
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On the 1st day of operation the patient herself
passed 25 Ozs.

,» 2nd day Do. 26 Ozs.
» Oth day Deo. 31 Ozs.
» 'Tth day : , Deo. 45 Ozs.
,» 8th day Do. 50 Ozs.

The drainage tube from the pelvis of the kidney
was removed on the 5th day, and the other tube from
the perinephric region was removed on the 13th day
after operation. The discharge from the wound
gradually became less and it was very slight and
watery on the 20th day of operation and completely
stopped on the 29th day; the wound was completely
healed and the patient cured in one month. But
she was kept for one more week under observation
and then discharged on the 30th April 1932 quite

healthy and happy.
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How the Goddess Pochamma
Yielded to a dose of Santonin
and an Injection of Morphia

BY

U. R. PARGAONKER, .m. & s. (Hyd.)

Medieal Officer, Travelling Dispensary,
Bhir District.

A medical man in his every day practice comes
across a variety of symptoms produced
by the infection of system with Ascaris

lumbricoides simulating a good number of diseases.
Symptoms vary in each case and depend on:—

1. Local pressure.

2. Toxins circulating in blood, and thus
creating symptoms according to organs
affected.

Hence I would like to bring to the notice of my
friends a very interesting case.

On 20th of October 1930 I was asked to se: a
patient in the village Versuni of Hadgaon Taluk
where I had heen on epidemic duty. A very viru-
lent type of cholera, after having its-heavy toll, kad
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just ceased a week back. Plague epidemic was pre-
valent in the two adjoining villages and a warning
was given to this village also by the dying rats.

The patient whom I saw was a Hindoo female of
about 22 years. She was complaining of severe ab-
dominal pain and was very restless. On enquiry I
was given to understand that she had two loose fluid
motions and vomitted twice. There was no history
about the patient having taken a heavy meal the pre-
vious night, which possibly could have upset her di-
gestion.

After examining the patient, I gave one injection
of morphine and atropine subeutaneously, followed
by a dose of Carminative mixture with chlorodyne.
Hot fomentations to the abdomen were continued till
the patient came under the influence of morphia.

At 4 p.m. on the same day the condition of the
patient was much better; but at 10 p.m. in the night,
the brother of the patient came and told me that the
patient was having high fever. (This was preceded
by rigors).

I again went and visited the patient.

Temperature—102°F.
Pulse—99 per minute.
Respiration—21 Do.

All the other accompaniments of fever were pre-
sent. The patient complained of tenderness in the
right inguinal region and on palpation a slight en-
largement of the gland was noticed. There was every
reason for me to think of plague as there was rat-fall
actually in the same and the other two adjacent
houses.
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To be on the safe side I started with a dose of
calomel and soda and the following mixture.
Tr. Iodine—m.9 '
Acid Carbolic—m.6
Saline mixture—ozs. 3
Oz.1. t.d.s.

The bubo was painted with liquor Todine. On
the next day at 9 a.m. in the morning I visited the pa-
tient and found the temperature to be normal, though
the slight glandular enlargement still persisted. The
general outlook of the patient was very good.

At 10 p.m. the brother of the patient came to tell
me that the abdomanal pain had recurred with more
intensity, and requested me to give another injection.
By the time I went there the patient became violent
and delirious. She was quite uncontrollable to six
persons even.

Her eyes prominent and staring, face flushed,

she was shrieking loudly. She was still more upset
by my presence. She herself declared that the God-
dess Pochamma was having the influence on her and
no allopathic treatment should be carried out. All
were in dilemma as to what should be done next;
every-body there was against my treatment except
the father and the brother who by this time were
having confidence in me. The further treatment was
_left to my choice after all.

The general condition of the patient on the whole
was not bad. T was thinking -about the cause. I
took some sort of toxaemia to be at the root of the
‘mischief—naturally round worm attracted my atten-
tion.
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Any how I gave another injection of mgrphla
and the following powder was given early in the
morning :—

Santonine—gr. 4

Calomel—gr. 5

Sod. bicarb.—gr. 5
1 powder.

Followed by castor oil.

At about 4 p.m. about 37 round worms were pass-

The patient is enjoying sound health.
ed and a bunch of nine worms matted together. -

In my case book I have a few more cases of this
type where round worms play the mlsc.lnef. I
would request my readers also to give a fair cha‘nc'e
to round worms, specially in childrqn, when the illi~
terate people are trying to Tun to this and that God.
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A Case of Caesarian Total
Hysterectomy

BY
MAJOR M. R. W. HART, M.B.E.,, .M.D., M.R.C.8; °
(Eng.), v.r.c.P., (Lon.)

Professor of Obstetrics and Gynaecological Surgeon,
H.E.H. the Nizam’s Osmania Medical College
and Hospital, Hyderabad-Deccan.

Muhammadan woman, 4th Para, was admit-
ted into the Maternity Section of the Os-
mania Hospital at 12 noon on the 4th of

Angust 1931, complaining of severe pain in the ab-
domen for the past 6 hours.

On examination:—The uterus corresponded to
full term, was soft and not acting,—head presenting
and moveable above brim—foetal heart audible. On
the left side between umbilicus and the anterior su-
perior iliac spine a swelling of the size of an orange
was distinetly palpable and very tender to touch, and
pain was severe. Diagnosis of twisted ovarian pedi-
cle or a long stalked sub-serous fibroid was made. A
large soap water enema was given with a good re-
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sult. The pain subsided to a slight extent. At 4 p.m.
oleum recini 1 oz was given and a diet of glucose
water and albumen water ordered. Patient kept in
Towler’s position. During the night pain was more
severe—Morphia 1 gr. with Atropine 1|150 gr. w.as
given hypodermically—this had little or no effeet.
At 7 a.m. the day following it was decided to open the
abdomen under CHCI,. On opening the abdomen in
the mid-line about 5 ounces of rice water coloured
fluid scaped. The uterus was gently delivered ont
of the wound and its place taken by a large towel
wrung out of warm saline which kept the intestines
out of the way, the edges of the wound protected with
saline gauze. The growth proved to be of a gangre-
nous stalked sub-serous fibroid. The pedicle was liga-
tured and tumour removed. The fundus of uterus
was found studded with multiple fibroids varying in
size to that of a walnut. The uterus was then open-
¢d and a living male child weighing 64 1bs. was deli
vered. The Placenta was adherent and while sepa-
rating it, 4 interstitial fibroids of the size of the palm
of an average hand were detected two at the fundus
and two at the area of the lower uterine segment. In-
stead of wasting time by peeling off the placenta, it

was decided to remove the uterus and this was «c-

cordingly done. On attempting to suture the stump
it was found that the whole cervix was occupied by a
fibroid which practically filled the pelvic eavity and
this necessitated the whole cervix being removed.
The vaginal flaps were then sewn together and the
area peritonised. Two pints of normal saline left in
the abdomen and closed with through and through
silk worm gut sutures. '
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Progress:—During the 24 hours following the
operation, 4 pints of saline were given submammary
and glucose and water given by mouth. Pulse im-
proved. On the 5th, 6th and 7th days she ran a
temperature of 103°% and was treated with polivalent
Anti-Streptococei Serum 20 c.e. and Quinine bihy-
drochlor 10 gr. intramuscular for 3 days. No mala-
rial parasites were found in the blood. Tempera-
ture was normal on the 8th day. Beyond this re-
covery was uneventful. Sutures removed on the
10th day—union by first intention. Patient was dis-
charged on 5—9—31 i.e. 31 days after delivery. On
vaginal examination before discharge the pelvis was
found free. -

There is an axiom that a woman who grows fib-
roids rarely grows foetuses. This patient has grown
both simultaneously. It is likely that the fibroids
existed before the birth of the 3rd child 4 years ago
or even earlier. It is quite possible for a woman
with a fibroid tumour to bear not only one child but
several. -These fibroids are usually sub-serous or at
the fundus if sub-mucous. In this case the fibroids
were of all three varieties. 1i.e. sub-serous at the
fundus interstitial in the body and submucous in the
cervix, the latter practically blocking the pelvis
and yet not offering a hindrance to conception.

Tt is interesting to note how one operation leads
to another under normal conditions, all, a 4th para
with a vertex presentation and previous labours na-
tural at term, would need, is helping with the forceps
in case of relative uterine inertia. It was the acute
pain and tenderness and swelling that led to the ab-
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domen being opened. The presence of multiple sub-
serous fibroids at the fundus made one suspicious of
interstitial growths which would have certainly stood
in the way of perfect retraction. This induced one
to do a Caesarian and the existenceof four large inter-
stitial growths led to the removal of the uterus and
finally the presence of the large sub-mucous cervieal
fibroid gave one no choice but to do a total hysteree-
tomy. '

There was no history of menorrhagia nor metror-
rhagia between the pregnancies. The eldest child -

is now 17 years of age.
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Breech Presentations.

BY

Masor M. R. W. HAR'T, M.B.E., M.R.C.S.,
L.R.C.P., I.M.D.

Professor of Obstetrics and Gynaecology, Osmania
Medical College, Hyderabad, (Deccan).

] bave read with interest in the B.M.J. of 29th
August 1931.

1. The remarks on Breech Presentations by
Mr. Gibberd.

2. Anjce-natal treatment of Breech Presenta-
tions by Dr. Gertrude Darnley.

3. The management of Breech Labour by Mr,
Alec Bourne. :

Regarding the classification of Breech Cases—any
brfaech labour with an average or large child in a
primipara at full term is a ‘‘complicated’’ Breech
particularly when the legs are extended. Let us ask"
ourselves the question what the complications are one
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has most likely to face in a full term primipara with

breech presentation.
1. Early rupture of membranes.
2, Slow dilatation of the os.
3. Draining away of Liq. Amnii.
4. Flat pelvis or slight general contraction:
this condition is present in such cases.
5. Tntra-uterine manipulations to bring down
a leg and extended arms.
6. Intra-pelvic manipulations to flex the chia.
7. Strong fundal pressure.
8. Exhaustion of the mother—most often
CHCI, isgiven twice, once to bring down
a leg and again to release the arms and
deliver the head.
9. Laceration of the cervix, vagina, perinae-
um—the latter often complete.
10. Prolonged convalescence.
11. Sepsis.

12. P.P.H.

13. Dead foetus or one nearly dead from intra-
cranial haemorrhage and asphyxia pal-
lida.

In each case, with most of these complications
staring one in the face, the classification of ¢Com-
plicated” is quite justifiable. In case of placenta
previa, the ideal classification is Labour Complex
Ante Partum Haemorrhage, Placenta Previa. The
case is primarily one of Placenta Previa and not of
extended breech. If an extended breech should co-
exist, then nature has come to the rescue, as in most
cases, the treatment adopted in placenta previa 1is
to bring down a foot. TFurther, cases of placenta
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previa rarely go to full term and more rarely occur
in primipara. The picture presented in placenta
previa is one of multiparity and prematurity.

Treatment .—1 agree with Dr. Gertrude Dar-
. nley that if external version is done to rectify the
position it ought to be done about the 35th or 36th
week. At the Osmania, all cases of breech in primi-
para are allowed to go full term and if the child is
anywhere near the average size or large, a Caesarian
Section is performed. - The advantages claimed J[or
this method are:—

1. Live mother.

2. No exhaustion.

3. Avoidance of a long labour.

4. No sepsis. .

5. No tearing of cervix, vagina or perinaeum.
6. Live, full term child without intra-cramal
haemorrhage and asphyxia pallida.

7. Mother and child leave hospital perfectly

well on the 21st day. '

8. The seecond pregnancy in these women is
in nearly all cases a vertex—the child is
smaller and all that may be necessary is
helping with foreceps for relative uterine
inertia.

In deliveries per Vaginum it is well to bring
down the arms before the head gets into the Pelvie
cavity—then get the Occipito Frontal or if possible
the S.0.B. diameter to engage one or other oblique
diameter of the pelvis, the assistant applyingfundal
pressure should be instructed to apply the bulk of
the pressure on the frontal part of the head in order

38

to promote and maintain flexion and prevent exten-
sion. The child’s back should be turned to the front
under the symphisis pubis only when the head is
well in the pelvie cavity. The face then rotates irfo

~ the hollow of the sacrum when there is more ro~m

than elsewhere in the cavity for the operator’s hand
in case further manipulations are called for, the final
dclivery of the face and the head being completed
between pains in order that the perinaeum may
escape with as little laceration as possible.
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The Deccan Medical Journal
July 1932

A WORD TO OUR READERS.

‘While offering our apologies for the belated
cppearance of the Journal, we would request our
readers to bestow some serious thought upon its posi-
tion and that of the Managing Committee of the As-
sociation, At the last annual meeting of the Associ-
ation the question had come up for consideration
whether it was worth while continuing the publica-
tion of the Journal at all and it was ultimately de-
cided to make one more attempt to keep it going. It
was evident that many members attached a fairly
high sentimental value to it, and would feel genuine—l
ly sorry if this activity of the Association were to
cease. It is the only medical journal in our Staie
and there surely is room for one periodical and that
a quarterly to deal with medical and sanitation mat-
ters in the State. The Journal again is the only
medium for exchange of experiences and inter-
change of ideas between the medical men scattered
over the State, particularly those in the mofussil who-
have not the chance of attending the clinical meet-

40

ings, held periodically under the auspices of the As-
sociation, to profit by the experience of others and
prush up their knowledge. It thus does not require
much pleading to make out a case for continuing
the publication of the Journal.

But experience has shown that the activity has
meant a denl of strain on the editor out of propor-
tion to the apparent value of the Journal, and ren-
dered it difficult for him to cope with it, owing it
would appear, to the lack of sufficient active inte-
rest and eo-operation on the part of members. Con-
tributions for publication of a high standard cannot
be made without some hard work and thinking; but
one of the objects of the journal—if not the main-
object—is to encourage among the members of the
Association, the habit of properly studying and
working up the clinical material at their disposal
and of recording noteworthy observations, thus help-
ing to raise the general standard of medical work.
Tt is obvious that unless a sufficient quantity of sui-
table material is forthcoming the editor is sure to
fnd himself unable to keep the Journal going or ob-
liged to lower the standard of the articles accepted—
which is worse than ceasing publication out-right.

We therefore carnestly appeal to the profession
to look upon it as a duty and strive to have something
worth publishing by which others could profit even
a little and send the material to us. Merely sub-
seribing to the Journal is not enough.

Our endeavour will be to include in the Journal
such material as will be of help and appeal more
particularly to the medical man in the mofussil,
working single-handed and away from the labora-
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tories. 'With this end in view we ar¢ making ar-
rangements to ensure that our readers shall be pro-
vided regularly with the reports of recent advances
in the different branches of medicine, of practical
value, published in medical literature. We would also
solicit the contribution of articles embodying the re-
sults of personal observations and experiments
substantiated by actual facts and figures.
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Medical Practice
n
Hvderabad State

Hyderabad State covers an area of more than
82,000 sq. miles and has a population of 12 millions.
It is about the size of France. It is situated on the
Deccan plateau at a moderately high altitude with
an average rainfall of about 30 inches and a com-
paratively dry climate. As far as the natural eon-
ditions are concerned it should be a very healthy
arvea. Though we are free from virulent epidemics
of diseases such as kala-azar and beri-beri, which
prevail in the neighbouring provinces of British
Tndia situated at a lower altitude, we do have widely
prevalent in the State diseases like malaria, leprosy
and occasional epidemics of plague and cholera
which account for a good deal of loss of life annual-
ly besides much ill health and economic loss. A study
of medical literature from the other countries—not
much larger in extent but more advanced in matters
medical—shows variations in the incidence and viru-
lence of diseases in their different parts, which are of
sufficient importance to repay a careful study. A
cursory look at the statistics from the dispensaries
in our different districts also gives the impression
that the incidence of common diseases varies to some
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extent from district to district. But systematic in-
tensive studies have not as yet been undertaken, to
determine the extent of this variation and discover
the causes which may account for it. A beginning of
course has been made in this direction by the Mala-
ria and Plague Departments. Their activities are
however for the most part, limited to the City and the
materials and epidemiological data collected by them
both in the city proper and in some of the districts,
though published partly may take some more time to
he available in complete form. Such systematic stu-
dies will be possible when the proposed Public Health
Department will come into existence, which we
believe will not be ere long.

Some years ago while reading the report of the
Hookworm Enquiry in the Madras Presidency con-
ducted with the aid of the Rockfeller foundation, a
fact which struck us very forcibly was that while
hookworm infection was shown in the maps as being
fairly common in the districts bordering on our State,
the State itself was shown blank—probably for want
of usable data. The statisties of our hospitals and
dispensaries also give very little indication of the pre-
valence of this condition. But it seems hard to be-
lieve that this condition which is so common in the
adjoining British territory, is a respector of political
boundaries, when we further take into consideration
the similarity of physical conditions and the fact of
migration of a considerable amount of labour popula-
tion from those districts in connection with some of
our large engineering projects. We further lexrn
though aceurate figures are not available to us, that
a considerable proportion of the inmates of the Leper
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Asylum at Dichpalli have shown the presence of this
infection. Similarly with regard to leprosy, the
statistics from the dispensaries and hcspitals can-
not be expected to reflect the real extent of preva-
lence of this disease in the state as very few of these
patients attend the dispensaries. The recently in-
augurated programme of training the Medical Offi-
cers in the state in batches in the methods of diagno-
sis and treatment of leprosy has improved the condi-
tion a great deal and may be hoped to induce the
early cases to come out and seek treatment at a stage
when cure or at least prevention of further mischief
can be safely expected. Special lectures by the
workers in leprosy are also being given to our Uni-
versity students.

Taking group of fevers, one can say that while
malaria forms no doubt the majority of these cases,
other fevers like sand-fly and typhus group of fevers
which we hardly find mentioned are prevalent in the
state and will be recognized when they are looked for.
Tf reported from the areas where they are observed,
medical men in other parts of the State will at least
have a definite knowledge of their existence in those
parts. :

The standard of Medical education in Hydera-
bad has been definitely raised in recent years since the
inauguration of the University Medical Faculty. The
standard of general practice will however take a con-
siderable time to reach the standard of the Western
countries. Outside our main teaching hospitals,
special institutions and some of the district hospi-
tals, the microscope is not as frequently in use as
we should like it to be. Taboratory facilities which
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are available in the Hyderabad city and to a limited
extent in some of the district hospitals are beyond
the reach of the mofussil dispensaries. The import-
ance of the microscopical examination of blood, fae-
ces ete., in the practice of medicine in the tropics can
never be overestimated. In fact practice on scientific
lines is almost impossible without their aid,
and in the absence of proper diagnosis, we grope
about in the dark and fail to take advantage of even
those advances in the treatment of these conditions
which have been definitely established.

We would plead that survey work to study the
prevalence of some of the important tropical dis-
eases such as hookworm infection, leprosy, dracon-
tiasis ete. be systematically undertaken by the Go-
vernment as no other agency could do it.

But the medieal practitioner in charge of an
outlying mofussil dispensary or a private praecti-
tioner in a village also have very important contribu-
tions to make to remedy this condition. Even in the
absence of laboratory facilities investigations into a
disease can be conducted by keeping record of care-
ful and accurate clinical observations and such eon-
tributions to knowledge have been made in earlier
- times when the mieroseope was not so generally in
nse.  To make one positive sugeestion we will take
the case of malaria. Tt is well known that the per-
centage of children with enlarged spleens may be very
large in a given locality, but in the same locality the
proportion of adults with enlarged spleens is very
much smaller. Ts this due to the regression of the
enlarged spleens of childhood with growth or is it due
rather to the suceumbing of the heavily infected chil-
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dren so that only those whose spleens had not fn—
larged very much reach the adult age? The general ,1;11.
pression from what we have been tz.mght is that ]11; e
children acquire a certain amount of ur.lmumty as they
grow up and that at some indefinite time the spleens
regress. But it is worth while to have thege gtate-
ments corroborated by first hand qbservatlons on a
stationary population in an endemic area, keepmg
the records of each individual, year after year. Ev1i
dently this requires the presence of the same medlczf
man in a locality for a number 015' years or the conti-
nuity of the work must be maintained by a suceession
of medical men, who may happen to be th.ere each fo'r
a short period. As such, private med'lcal pracjcl— _
tioners or those in charge of mission hosp_1tals apd dis-
pensaries have a greater chance of doing this sort
i igation.
o m(‘)r:}szlf problems for investigation will oceur t.co
our readers and we would urge them not to let their
ideas die off, but try to work them out.
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Abstracts from Current
Medical Literature

MEDICINE
Treatment of Diabetes Mellitus by Synthalin.

Todd, Brinkman, and Sansom report favoura-
bly on the treatment of cases of diabetes mellitus by
Synthalin. From 1927 Synthalin has been conti-
nuously used in the Diabetes Clinic of the Bristol
Royal Infirmary. It has been increasingly in use on
the Continent also. They attribute the unfavoura-
kle results from other English clinies to the dieting
of the patients on the system elaborated chiefly hy
Allen. In the Bristol Royal infirmary the diabetie
patient’s diet was relatively rich in carbohydrates.
Synthalin is harmful when given to a patinet who is
on a diet which is poor in carbohydrate.

Diet is calculated on the basal requirement of
the patient. Twice the basal amount is given for
light and thrice for medium-heavy work. Carbo-
hydrate is allowed fairly liberally.
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mixture.

The patient is kept on the following phosphate

Sod. acid phosphat—Gr. xv.
Tr. nuecis vom—m. viii.
Spt. vini reet.—m. XXYV.
Inf. gent. co ad—oz. 1.

The mixture is taken t.d.s. An adult patient is
started with 10 mgs. or two pellets of beta-synthalin
(Schering, London), morning and evening. With
every two pellets of synthalin one tablet of decholin .
(Medical Liaboratories, London) is also given. Treat-
ment is continued for two days, rest being given on
the third day to prevent cumulation. Phosphate
mixture is not stopped on the day of rest. Urine
should be tested daily for qualitative sugar, specific
gravity and diacetic acid. Probably no urinary
change will be noted for ten days, but the patient of-
ten feels some relief before changes in the urine are
noted. If there is euphoria but no urinary change,
synthalin is increased by two pellets daily for five
days or so, until either intolerance or diminution of
the glycosuria and ketosis is observed. With each
inerease of two pellets of synthalin one tablet of de-
cholin is also administered. When good clinical and
urinary results have been obtained for some weeks,
attempt is made to diminish synthalin by one pellet
daily until the dose which stabilizes euphcria with
sugar-free urine is found. Decholin is diminished
pro rata. Liver and sweet breads are gradually add-

‘«d to the diet later on. A heaped dessertspoonful of

bemax or a teaspoonful of marmite is taken once
daily.
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Transfer from insulin to synthalin is usually
easy in a case of slight or moderate severity. For a
30 to 40 unit case, insulin is diminished by half, and
synthalin is instituted as above. When urine is su-
gar-free, insulin is again reduced by half increasing
the synthalin if necessary. Insulin is thus gradually
cut out.

Diabetic coma should not be treated with syn-
thalin as it is much too slow in becoming effective.
Severe cases of diabetes especially in young subjects,
are better treated with insulin first, but when stabi-
lized, a cautious attempt to wean on to synthalin nay
be made.

Finally authors conclude that synthalin is a per-
fectly safe treatment if sensibly administered and
that it gives as good results as insulin in about 70 per
cent of cases but with much less trcuble to the pa-
tient (as it is administered orally and no injections
are required) with same cost as insulin treatment.
(The Practitioner, May, 1932, Vol. cxvir, No. 5).

THE SERUM TREATMENT OF PNEUMONIA.

R. L. Cecil and N. Plummer discuss the treat-
ment of type IT pneumonia with Felton’s concentrat-
ed serum. Type IT pneumonia has a mortality rate
of 48.8 percent, almost twice that of type I variety;
the death rate in septic type IT cases is extremely
high being 87.5 per cent. In a series of 252 cases of
type 11 pneumonia treated with Felton’s concentrat-
ed serum the mortality rate was 40.5 per cent, as com-
pared with a death rate of 45.8 percent in 253 alter-
nate- controls. During last year of this investiga-
tion, only early cases of type II pneumonia where
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included in the therapeutic study; death rate of
14.3 per cent, was met with in 21 casey treated with
intensive serotherapy as against 65 percent in 20 con-
trols. The results indicate that Felton’s type I con-
centrated serum has a definite though not striking
clinical value, and must be looked upon as a promis-
ing therapeutic agent in the treatment of pneumonia.

(Journal of the American Medical AsSociation, March
5, 1932, xvI1I, 779).

BRUCELLA INFECTION OF BRIEF DURA- " -
TION

Undulant or Malta fever is generally consider-
ed to be a prolonged recurring disease. H. R. Lea-
vell, M. Poston and H. L. Amoss report a case of
exceptionally short duration, namely seven days.
Although the origin of infection, in this case was not
definitely determined, it is thought that the disease
was contracted in the laboratory since no contact
with animals could be traced nor did the patient at
any time consume unpasteurized dairy products. It
is not improbable that many cases of this type pass
unrecognized, and owing to the difficulty of diagno-
sis by ordinary clinical methods, is mistaken for other
conditions. The possible significance of such cases
of short duration is discussed both with regard to
the possibility of such patients becoming carriers
and with regard to the development of cutapeouvs hy-
persensitiveness to Brucella and of agglutinins for
Brucella organisms. (Arc. Intern. Med., December,

1931).
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ENDEMIC TYPHUS FEVER; RAT FLEA AS
A POSSIBLE VECTOR. "
H. A. Kemp collected a number of fleas, both
Ceratophyllus fasciatus and Xenopsylla -cheopis,
from rats trapped at a typhus focus, and ground up
in 6 c.c. of physiological saline solution. Three c.c.
doses of the emulsion were then injected intraperi-

toneally into guinea-pigs. Within six days of inocu--

lation lesions characterestic of endemiec typhus (New
World) developed. On the seventh day of experi-
ment the animals were killed and transfers of brain
and spleen emulsion were made into fresh guinea
pigs. With one exception, all animals receiving the
passage virus reacted positively within six days.
Post-mortem examination, both macroscopical and
microscopical, differed in no essential features from
those observed in the original test animals. Ani-
mals recovered from the attack produced by the
virus were subsequently found to be immune to a
strain of typhus virus established from the blood of
a human patient with endemic typhus. (Journal of
American Medical Association, Sept. 1931).

MALARIA TREATED WITH ATEBRIN

Richard Green M.D. Melb., D. T. M. Liverp.,
Malaria Research Officer, I.F.M.S. reports the re-
sults of treatment of fifty cases of malaria with this
new synthetic drug. Forty six cases treated with
quinine bihydrochloride were used as controls, He
concludes that Atebrin compares favourably with
quinine in ridding the blood of-malarial parasites and
in relieving symptoms. So far it seems superior to
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quinine in preventing relapses. It is not unpleasant
to take, but in a small proportion of cases gives rise
to abdominal pains and in large doses, where excre-
tion of the drug is delayed, a yellowish discoloura-
tion of the skin appears. Unlike plasmochin it has
no effect on gametocytes of P. vivax and P. falei-
paraum. The optimum dosage of atebrin for all
forms of malaria is probably 0.1 gramme per 15 kg.
of body-weight. In the series of cases 13 relapses
were noted among 34 quinine treated cases, while
among a total of 19 cases treated with atebrin and
observed for a longer period than quinine cases, no
relapses oceurred. The author concludes that if the
cost of treatment with atebrin compares favourably,
with that of quinine, this new drug assumes an add-
ed importance, particularly if it is shown definitely,
to be more effective than quinine in preventing re-
Japses when used for short courses of treatment.
(Lancet, April 16, 1932).
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SU rgery
REACTION OF THE FLULD ESCAPING IN TO
THE PERITONEAL CAVITY THROUGH PER-
FORATED GASTRIC AND DUODENAL
ULCERS

D. J. Harrics, D.Se., M.D., F.R.C.8,, investigat-
ed during the last eighteen months sixteen cases of
which seven were gastrie, eight duodenal and one
with a perforation on each side of the pylorus. He
found in every case the free fluid in the peritoneal
cavity alkaline in reaction. 'The fluid squeezed out
of the gastric perforation was acid in reaction but
in the duodenal cases six were alkaline and one was
neutral. In the case with double perforation the
fluid was acid in gastric and alkaline in duodenal
perforation. "The fluid secreted by the peritoncum
during the operation was alkaline. Reflex contrac-
tion of the pylorus is produced by the irritation of
the peritoneum by the fluid escaping through a per-
foration in the stomach or duodenum. Some of the
gastric cases were operated upon within four hours
of perforation, but in each case at the operation the
free fluid in the peritoneal cavity was alkaline. This
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result could enly be obtained by the secretion of an
alkaline fluid by the peritoneum. In gastric perfo-
rations alkaline fluid continues to be secreted by the
peritoneum after the operation is completed, but that
the fluid is afterwards absorbed. It is well known
that draining the abdomen after operation raises the
mertality rate and the author thinks that it is rea-
sonable to suppose that the continued loss of the
alkaline peritoneal secretion through the drainage
tube may be responsible for this. (The Practitioner,
May 1932 Vol. CXXVIII, No. 5).

TREATMENT OF CONGENITAL HYPERTRO-
PHIC PYLORIC STENOSIS.

E. J. Donovan observes that congenital hyper-
trophic pyloric stenosis is one of the most important
surgical conditions encountered in early infaney, and
if treated after proper preparation by the Fredet-
Rammstedt operation, it can be permanently and
easily cured. The author has not been suceessful in
treating the cases with any form of medical treat-
ment. He analyses 119 consecutive cases. Vom-
miting is always the first symptom, and the average
age of onset in these cases was three weeks. Pre-
operative preparation is the most important factor
in lowering the operative mortality in these patients;
if the baby is in particularly bad condition, he re-
ceives one or two pre-operative blood transfusions,
using 20 c.cm. of whole blood for each kilogram of
body weight. All patients receive from 1 to 4 hypo-
dermoclyses of 100 c.cm. of 3% glucose before opera-
tion. (Annals of Surgery, February, 1932, XCV,
174).
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Ophthalmology

" RELATIONSHIP OF_INTRA-OCULAR PRES-
SURE TO AGE.

H. K. Muller of the University Ophthalmologi-
cal Clinic in Basle conducted several experiments on
the eyes of the cadavers to determine the relation-
ship hetween age and intraocular pressure. He
calibrated the eyes of the cadavers of various ages
by means of a cannula attached to a Schoitz tono-
meter. After full consideration having been given
to various factors such as temperature, the period
which elapsed between the death and experiment,
and so forth, he came to the eonclusion that the child’s
eye has an average intra-ocular pressure of
29.5 mm.Hg., while in the adult the pressure avera-
ges 26.5mm. Hg. Over the age of 45 the average
pressure is 25 mm. Hg. (Archiv. fur. Augenheilkun-
de January 1932, cv, 504).

OPHTHALMIC SIGNS IN ANAESTHESIA
ADMINISTRATION.

K. F. Madan, M.D., D.O.M.S., Lecturer in an-
aestheties, University of Punjab’ Lahore, writes that
from his experience as an instructor in anaesthetics,
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he finds that some knowledge of eye diseases 1s a
great help to the anaesthetists. There are patients
in whose eyes abnormalities or variations are pre-
sent in the size and reactions of the pupils, in corneal
sensitiveness, ete., which are apt to puzzle or mislead
the anaesthetist, resulting in serious accidents.

- Hence before administering the anaesthetics, just

as the heart, lungs and urine are examined, so should
certain points about the eyes be noted, such as the -
size, shape, reactions, and colour of the pupil and
corneal sensitiveness of both eyes, and it must be -
ascertained if any morphia or atropine has been in-
jected and if the patient has had any eye trouble in
the past. It should be remembered that the cornea

" is insensitive in certain diseases e.g., keratitis neuro-

paralytica, herpes zoster and absolute glaucoma; con-
tracted and fixed pupils are found in cases of iritis,
and iridocyelitis and pupil will not dilate however
deep the anaesthsia; in high myopia, glaucoma, optic
atrophy, contusions of eye, after diphtheria and her-
pes, and in genuine amblyopia, the pupils may be di-
lated ; the pupillary light reaction in cases of iritis is
absent particularly in cases with synechiae, absolute
glaucoma, lesions of the reflex path and, the Argyll-
Rohertson pupil. (The Practitioner May 1932 Vol.
CXXVIII, No. 5).
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Obstetrics & Gynaecology
PLASMOQUINE IN PREGNANCY.

. .Philip Manson-Bahr records five cases of mala-
ria in pregnant women suffering from all three spe-
cies of malaria infection, from third to the eighth
month of pregnancy. The result has been most satis-
factory and there way ro relapse either during preg-
naney or postpartum. He states that the combina-
tion of plasmoquine and quinine appears to be well
tolerated by pregnant women, and is unattended by
danger either to the mother or to the child in all three
c}inical varieties of malaria. Appropriate therapeu-
?1(3 dose of plasmoquine compound in this condition
s considered to be four tablets of standardised pro-

'dpct daily (0.04 g. of plasmoquine plus 0.5 g. of qui-
nine sulphate) for five separate weeks with a pause
of three days interval bhetween each weekly course.
(Lancet, April 23, 1932). '

TREATMENT OF VERTEX OCCIPITO POS-
TERTOR POSITION.

. Arthur H. Bill thinks that too early interference
in the first stage of labour as well as too long waiting
for spontancous rotation after full dilatation of the
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o8 ara both faulty methods of procedure. Waiting
policy is believed to be safer but only during the first
stage of labour. High foetal mortality in this condi-
tion, in the author’s opinion is due to the general
teaching that in most of the cases head will rotate
spontaneously and therefore treatment should only
be expectant. Persistent posterior position is a dis-
tinet abnormality to be treated by proper interfer-
ence early in the second stage of labour. To expect
the natural forces such as that of uterus and abdomi-
nal museles directed towards the pelvis and in a line -
with the child’s body to produce a rotatory move-
ment of the foetal head sufficient to turn it to 135
degrees is scientifically unsound. The line of treat-
ment advocated by him and followed strictly at the
(leveland Maternity Hospital is that of extreme con-
servatism and watehful waiting in the first stage of
labour combined with active interference at the begi-
nning of the second stage. The first stage is manag-
ed in primipara under morphine and scopalamine
supplemented later by ether anaesthesia and in multi-
para by sodium amytal followed either by colonic
cther or inhalation anaesthesia.

An hour of the second stage of labour should be
sufficient to test whether spontaneous rotation will
take place or not.

His method of delivery is influenced by two fac-
tors.

1. Not to use high foreeps.

2. Never to deliver the head in the posterior
position with the idea of bringing it down
to the lower pelvic plane.
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- The rotation is thus corrected first before at-
tempt at delivery is made. The procedure is Te-
duced to two main methods.

1. Internal podalic version followed by im-
mediate extraction.

2. Rotation of the head by foreeps according to
modified Scanzone method followed by
forceps extraction.

Version is performed whenever the largest dia-
meter of the foetal head has not passed the pelvie
brim. If the head is in the pelvie cavity, the head is
first rotated with forceps and then delivered with the
of high head, even if the membranes are intact, ver-
same. Manual rotation is never performed. He ad-
vocates the cephalic application of forceps. In case
of high head even if the membranes are intact, ver.
sion is advocated as soon as os is fully dilated. Cae-
sarian section is advocated only in rare cases due to
dystocia of rigid cervix or contracted pelvis.

Out of 514 cases treated on this principle, the
foetal mortality was 4.47 per cent and if prematurity
and maeccerated babies are excluded the percentage
falls down to 8.1. In his own series of 500 cases
which he himself delivered the foetal mortality is
only one per cent. The good results are attributed to
his not waiting for spontaneous rotation and inter-
fering early in the second stage. (American Jourral
of Obstetries and Gynaecology, October, 1931).
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Medico-legal

Tt is only on rare occasions that patientg n Indi}zi
sue their medical attendants for damages and as suc

_ the following case recently heard in the Allahabad

High Court will not be without interest to our rea-
ders.

A prescription for a petty ear complaint has cost
a Civil Surgeon in U.P. Rs. 4,000 b'V. way of dama-
ges to be paid to the plaintiff in a suit heard at the

High Court.

Tt was alleged that Mr. Benarasidas Kankan,
District Munsiff of Tilhar in U.P,, suffered from
ear trouble and sought the adviee of Mr. Shyambe-
hari T.al, Civil Surgeon of the locality, who pres-
cribed ear drops containing 153 minims of carbolic
acid and a mixture of paraffin to be used Whenev.er
there was dryness in the ear or pain. The M}lnsﬁ’f
did not use the preseription for a year af‘?er its be-
ing prescribed, and later when he fOlll.ld his troutfle
recurring, he asked a chemist at Aligarh to dl?—
pense it for him. When the drops were used, it
was found that the ear drum of the ur}fortunate
officer was damaged and made his h'earmg def;ec?-
tive, upon which he filed a suit against the Civil
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Surgeon claiming damages for negligence and lack
of instructions on the part of the Civil Surgeon.

Their Lordships came to the conclusion that the
Civil Surgeon’s prescription was a novel one, that
the mixture was risky as an ear drop and was like-

ly to do harm if the mixture was not vigorously

shaken before use and that pure carbolic acid which
was at the bottom would injure the ear drum. Their
Lordships observed that the doctor had no justi-
fication for prescribing such a novel and dangerous
mixture for a petty complaint. They also found
that the doctor did not give any clear warning as
to the necessity of shaking the mixture before use
and that he did not enter necessary directions in
the preseription itself.

Their Lordships held that the chemist who had
- dispensed the prescription was not to be blamed.

The defendant was ordered to pay Rs, 4,000 da-
mages to the Munsiff.

(From the ‘Hindu’ of 28th May 1932).
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Association Notes

The Annual General Meeting of the Association
was held in the Osmania Hospital on 4th May 1932
at 5.30 p.m. Col. J. Norman Walker, President of the
Association was in the chair.

The Annual report and the audited balance sheet
as submitted by the Honorary Secretary and Trea-
surer was adopted by the General Body. The follow-
ing Office-bearers were elected for the ensuing year.

President :—Col. J. Norman Walker, M.R.C.P.,
D.T.M. & H., IL.M.S. (Retd.)

Vice-President:— Major Md. Ashraff, M.B.,
Ch.B. (Edin.) :

Hon. Secretary & Treasureri—C. T. Chenoy,
M.B,, B.S,, D.T.M., D.P.H. (Lond)

Editor of the Journal:—S. W. Hardikar, M.D.,
M.R.C.P. (Edin.)

Members of the Managing Committee :—

Khursheed Hussain, M.B.Ch.B. (Edin.)

Major Farhat Ali, B.A., M.B,, C.M.

Miss M. F. Correa, M.B., Ch.B. (Edin.) -

S. A. Jabbar, M.B., B.S., DM.R.E.

Tasadduq Hussain, L.M. & S. (Hyd.)

S. Raghavender Rao, L.M. & S. (Hyd.),
D.T.M. (Cal.y
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The Hydertbad Medical Association
Financial Statement for 1931-32.

Receipts Payments,
Rs. a, p. Rs.

Is3alljanc_e brought forward 576 5 1 | Printing charges 42 f
uf scriptions collected Postages 16 0
d?e?tmembers _ 462 0 0 | Stationery 2 0

dv ISsement charge in Journal publication to the
: e chan Medical FEditor 307 12 11
mc])gr.na ] 33 13 4 | Bill collector’s allowance 27 0
ar 11{nt:erest _on Savings Misellaneous 1 0
ank Deposit in the Im- Closing balance *711 2

perial Bank of India 36 0

Total Rs. 1,108 2

0
3

o —— ——— a—

TotalRs, 1.108 2 5

.

N.B.—Opening Balance as shown in the last
Balance sheet is Rs. 588-13-1. The ex-
Secretary has spent Rs. 12-8-0 for the As-
sociation. Receipts for which attached.

*Cash in deposit with the Imperial Bank
of India Rs. 706 6 &
Cash with Hon. Secretary 413 9

Rs. 711 4 2

J. NorMAN WALKER, C. F. CHENOY,
President. Hon. Secretary & Treasurer.

. Verified the Bank Pass Book and other support-
ing vouchers and found correct. :

S. A. Rammy, ‘M. T. CorrEA,
Hon. Auditor, ‘Hon. Auditor.
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THE HYDERABAD MEDICAL ASSOCIATION

During the year under report the following meet-
ings of the Association were held.

General 2
Managing Committee 2
Clinical 6

Clinical demonstrations and papers were read
by the following members of the Association.

Lecturer.

Subject.

20

Pt nd

=2

Dr.R. N, Coorlawalla,
F. R.C. 5. (Eng.)

Dr.S. W. Hardikar, M. D,,
M. R.C. P, (Bdin))

Dr. Khursheed Hussain, M. B,
Ch. B. (Edin.)

Dr. ]J. Low of Leper Asylum

Maijor M.R.W. Hart, M.B.E.

L.R C.P.M.R.C.S.
Dr. S. A. Jabbar
M.B..B.S., D.M.R.E.

Demonstration of some interesting
surgical cases

1. Continued pyrexia with lung sym-
ptoms simulating tuberculosis

2. Pneumothorax treatment of pulmo-
nary tuberculosis

3. Locomotor ataxia

Fibro-sarcoma of scapula, Moulded
vesical stones, Burn, Pyloric stenosis
Intestinal obstruction and multiple
carbuncles,

Clinical manifestations of Leprosy

Percaine Spinal Analgesia, .

Some aspects of the Radiological diag-
nosis and trcatment of Surgical
Tuberculosis by Heliot heraphy.

MEMBERSHIP.

The number of members on the roll at the close
of the year was 93, as against 70 at the beginning of

the year.

(13)

C. B. CuENOY,

~ Hon. Secretary.



Osmania Medical College Old

Students’ Association

The first Annual Prize Essay Competition for
1340 Fasli (1931 A.p.) was held as announced previ-
cusly. Essays were submitted by the following

members; '

A. C. Abraham, LM. & S. (Hyd.), D.T.M.
‘ (Bengal).

Abdul Hai, LM. & S.

Y. Williams, L. M. & S.

The essays were judged by a committee consist-
ing of the following:

. L. Major M. G. Naidu, M.B., C.M., late Profes-
sor of Medicine, Osmania Medical College.

2. Dr. S. A Rahman, M.B., Ch.B., Professor
of Physiology, Osmania Medical College.

3. Dr. H. J. Chinoy, LR.C.P. & S, D:P:H;,

l]?rofessor of Hygiene, Osmania Medical Col-
ege. :

. The essay ‘‘Anopheline Foung of Hyderabad
tay and their Control” by A. (. Abraham, was con-
sidered the best and was awarded the Gold Medal
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kindly presented to the Association by Dr. H. J.
Chinoy. The essay will be published in the ‘‘Records
of The Malarial Survey of India’’ December 1932,

and arrvnngements have been made for the reprints

of the same to be supplied to all the members.

The second annual ¢‘Old Students’ Day’’ was
celeberated on 18th December 1931 and the function,
besides being a great success by itself, afforded an
opportunity for the city and mofussil members to
meet together. Sports were conducted by Lieut. M.
Verghese and Abdul Hai. The function came to a-
close with the dramatic performance ‘‘Scenes from
Arabian Nights’’ staged by some of the ‘Old Boys’.

The recond prize Essay Competition for (1341 F')
1932 wiil be held again as usual and essays for the
same from the intending competitors must reach the
Hon. Secretary (Dr. S. W. Hardikar, M.D.,
M.R.C.P.E., Professor of Pharmacology, Osmania
Medical College, Hyderabad Deccan), before 6th Oc-
tober, 1932 (1st of Azoor 1342 F.).
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News

Col. J. Norman Walker, M.R.C.P, D.T.M. & H,,
I.M.S. (Retd.), Director, Medical and Sanitation De-
partment, H, E. H. The Nizam’s Government pro-
ceeded to England on four months’ leave.

Major Md. Ashraff, M.B.Ch.B., Deputy Dirzc-
tor, Medical and Sanitation Department will offici-
ate as Director and C. F. Chenoy, M.B,, B.S,, D.T.M,,
D.P.H., as Deputy Director during the above period.

M. K. Pundit, M.B,, B.S., M\.R.C.P.E., D.T,M,;
Civil Surgeon Aurangabad, has been posted to the
Osmania Hospital vice Hassan Alikhan M.B., Ch.B.,
on leave.

V. M. Joshi, L.M. & S., has been posted to Auran-
Aurangabad to officiate as Civil Surgeon Viee
M. K. Pundit.

S. K. Jatar, L.R.C.P., M.R.C.S., D.L.O., Civil
Surgeon Raichur, has been posted to Osmania Hos-
pital, vice S. A. Rahim B.A., M.B,, B.S,, D.O., on
leave.

G. A. Yemani, L.M. & S., has been posted to Rai-
chur to officiate as Civil Surgeon vice S. K. Jatar.

B. F. Leevin, M.R.C.P.E., D.T.M.,, L.M., Civil
Surgeon, Warangal, has been posted to Osmania Hos-
pital, vice V. R. Gorakshakar, M.B., Ch.B., on leave.
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Md. Ahsan Siddiqui, L.M. & S,, has been trans-
ferred from the Travelling Dispensary, Warangal to
Travelling Dispensary, Raichur.

Hari Gopal Modaliar, L.M. & S., has been posted
to the Travelling Dispensary, Warangal, vice Md.
Ahsan Siddiqui.

Md. Iftekharuddeen Hussain, L.M. & S., has been
transferred from Bidar to Jalna.

C. V. Subramanyam, LLM.P., has been posted as
a Sub-assistant Surgeon at Bidar.

P. N. Bindoo, L.M.P., Reserve S.A.S., Osmania
Hospital has been posted to Alampur, Raichur Dis-
triet.

Md. Sultan Sahib, has been transferred from
Parkal to Sultanabad in Xareemnagar District.

K. Subbarayudu, has been transferred from Sul-
tanabad to the District Hospital at Kareemnagar.

P. Veeraju, L.M.P., in charge of Travelling Dis-
pensary, Kareemnagar, is transferred to Pakal.

M. G. Chincholikar, L.M.P., in charge of Sa-
masthan Dispensary at Gurugunta has been posted-
to Osmanabad to be in charge of Travelling Dispen-
sary. _

B. N. Siddapurkar, L.M.P., has been transfer-
red from Samasthan Wanparti, to Samasthan Gu-
rugunta.

L. G. Gurulingam, L.M.P., has been posted to
Khammamet Dispensary.

P. Sunder Raj, L.M. & S., has been posted to
Narsampet Dispensary, vice L. G. Gurulingam.

- I. G. Parvatikar, L.M.P., has been transferred
from Travelling Dispensary, Asifabad to Civil Dis-
pensary at Parenda.
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A. B. S. Modaliar, L. M. & S., has been posted to
Travelling Dispensary at Asifabad vice I. G. Parva-

tikar.

F. Seshadri, L.M.P., has been posted from Alia-
bad Dispensary to Devarkonda.

B. 8. Venkatavardhan, L.M.P., has been posted
to Aliabad Dispensary vice F. Seshadri.

K. Lakshmikanta Rao, L.M.P., has been posted
to the Civil Dispensary at Amerabad.
the District Hospital at Mahbubnagar.

R. M. Puranik, L. M. & S., has been posted to

- The following are the further postings of the Me-

dical Officers during the last quarter.

Medical Officer.

V. G. Gopalaswamy, L. M. & S.

M. Naseeruddeen, LM. & S.
P. B. Kanade, LM. & S.
!

Md. Ahmed

V.D. Paramasivam, L.M. & S.

B. S. Naidu, M.C.P.S.

Munavvar Hussain, L.M. & S.

M. Amarendra, LM. & S.
V. V. Hardikar, L.M. & S.

V. H. Atrey, LM.P.
S. Ramdas, L.M. & S.

A. Khaliq Shareef, L.M. & S.

J. Ramshastry, LM. & S.-
Anwar Hussain, LM. & S.

From To
Deoodbavi Yakootpura.
Kotwali Balda Doodbavli.
Osmania Hospital Kotw i

: Balia.
T. D., Bidar Osmania

Hospital.

Huzurabad Purna.
Nizambad Narayenpet.
Seram Karayajat

Dispensary.

Osmania Hospital Seram,
Kamatipura Osmania,

Hospital.

T. D., Purbhani Osmania

. Hospital.
Lingal Osmania
Hospital.

Nalgonda Lingal.

Khandhar Nalgonda.

~ Osmania Hospital Khand-
har,
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The following persons were newly appo?nted and
posted at the places mentioned against their names.

¢. V. Sybramanyam LM.P.,—Bidar.
G. Venkataswamy L.M.P._,——Huzurabad.
B. H. Joshi I.M. & S.—Chincholi.
B.A. Phatak, L.M.P.—Nalgonda.
S. Vasudev, M.B,, B.S.—Miryalguda.
M. Gulam Ahmed, M.B,, B.S.—Sangareddy.
OSMANTIA UNIVERSITY.
(Medical Faculty).
The following are the results of the various exa-
minations held in April 1932.
Final M.B., B.S. Examination—
1. Md. Munawwar Ali—Second class.
2. Shanker Rao J adhav—=Second class.

3. S. Vasudev—Second class.

4. Syed Arifulla Khadri—Second class. |
5. Syed Nizamuddeen Ahmed—Seccond class.
6. ﬁakim Md. Abdul Rahman—Seceond class.

7. Gulam Ahmed—Second class.
Third Professional Examination (M.B., B.S.)—

1. Ahmed Hussain—Second class.
2. A. K. M. Badruddeen—Second class.

3. D. Tulsi Das—Second class.

4. Syed Ali—Second class.
5. Ahmed Abdul Wahid Khan—Second class.
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Second Professional Ezamination (M.B., B.S.)—

1. Md. Hussain—Second class.

2. Md. Ghouse—Second class.

3. Mir Mustafa Ali Zaidi—Second class.
4. Ahmed Abdul Aleem—Second class.
5. Md. Abdul Rab—Second class.

6. N. Gurachari—Second class.

First Professional Examination (M.B., B.S.y—

1. Md. Hasanuddin Khan—First class.

2. Md. Akbar Ali—First class.

3. Abu Md. Gyasuddin—Second class.

4, Md. Munirul Rahman—Second class.
5. Md. Nazeer Mohinuddin—Second class.
6. Md. Masiuddin Ahmed—Second class.

CALCUTTA SCHOOL OF TROPICAL MEDI-
CINE AND HYGIENE,

S. Raghavender Rao, L.M. & S. (Hyd.) quali-
fied for the Diploma in Tropical Medicine of the
above school at the examination held by the Faculty
of Tropical Medicine Bengal in April 1932.

H.EH. THE NIZAM’S MEDICAL AND SANI-.
TATION DEPARTMENT.

The following Medical Officers have passed the
Departmental Urdu Zabandani Examination.

V. D. Paramasivam, LM. & S.
Vishanatham Pillay, L.M.P.
B. H. Joshi, LM.P.
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The following Medical Officers have passed the
Grade Examinations held during March 1932.

A. C. Abraham, TM. & S.
Govind Triambak Rao, L.M. & S.
E. C. Raodeo, .M.P.

C. P. Prabhune, LM.P.
Ram Rao Ghanekar, T.M.P.
C. Venkataratnam, L.M.P.
W. D. Silas, LM.P.

M. C. Masihcharan, L.M.P.
B. Dikshachary, L.M.P.

V. H. Atrey, LM.P.

G. K. Kulkarni, L.M.P.

V. T. Bilgi, L.M.P.

V. V. Kulkarni, L.M.P.
Md. Farooq, L.M.P.

G. M. Kulkarni, L.M.P.

Passed in Medicine, Midwifery, Jurisprudence
and Hygiene only—

B. R. Jatkar, L.M.P.
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The Deccan Medical Journal

Bublished quarterly by the Hyderabad Medical
Association and is issued free to Members. For non-

members the annual subscription is B.G Rs. 5 or
0.8. Rs. 6.

Scientific articles and notes of interest to the
profession in India in general and Hyderabad State
in particular are solicited. ‘Arrangements will be
made for the supply of reprints to contributors of
original articles, if a request is made for the same at
the time of submitting their manuseripts.

Papers and articles forwarded for publication
are understood to be offered to the Decean Medical
Journal exclusively.

All communications on editorial matters, arti-

cles, letters and books for review should be addl essed
to the Editor.—

RATES OF ADVERTISEMENT.

For full page per issue ... .  150-0
For half page per issue ... . 8-0-0
For quarter page per issue .. 5-0-0
For last page cover outside .. 60% exira
For last page cover inside .. 20% extra

For the 1st page cover inside ... 40% extra

For further particulars apply to,

THE EDpITOR,
The Deccan Medical Journal,
Vithalwadi-Narayenguda,
Hyderabad-Deccan,
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The Premler Place in Hyderabad

FOR
Photo Mater_lals and Cameras

‘OF
ALL STANDARD
MAKES

&9

X RAY FILMS
A
SPECIALITY

GRAMOPHONES
' ‘of
every description
and
RECORDS in all

local Vernaculars always
available.

Come & hear H M. V.
Latest Records every month.

b e o

e —p

Easy instalments arranged for
Medical Men in H. E. H.

The Nizam’s Service.

B.G.CHIMMALGI, GOWLIGUDA,
HYDERABAD. DECCAN.
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= ‘ = LATEST REMARKABLE INVENTION
= =
: ANTI-PUS. | malarica -
= ° =
= - Antimalarico Wassermann
= T DS —— = GUARANTEED CURE FOR MALARIA
= _ ‘ o _ = 3 NO DIET RESTRIGTION ;
= This wonderful and infallible Oil is the discovery of an s Composition :
= eminent Physician who has served in the great war and who has = Pure 'Quinine 40 per cent
= . . = L
= vast experience and practice, = Natural Organic Iron Rymen P
= The oil as { . E Cr.spus and Latato 15
= The oilas its name suggests prevents and cures pus. Itisa g Metilarsinace Sodium 0.50
£ specific remedy for Sinuses particulaily 1. B. Sinuses, = Sinergic Vegetable Extracts 44.50
£ Carbuncles, Fistulas, Burns, Pus due to Nacrose bones Septic- = Can also be safely recgmrnenlded in cases of pregnancy and has
£ Ulcers, Eczema, Impetigo, Herpes, Sycosis, Ringworm, Scabies, 2 proved very eff1cau1ou]s and harm CSS'.
£ urticaria, wounds, in short all ski tions whatever their = Once tried you will always prescribe and use ANTIMALARICO
= origin b, a% *n cruplions Whate : WASSERMANN in all cases and forms of CHRONIC MALARIA.,
g o £ Medical Opinions: -
g MODE OF A ISTRATION. = .
5 O DMINISTRATIO = “In my consulting practice | have b2en for the last two months
= As a preventive it should be used immediately a2 wound or £ suzgesiing the use of ANTIMALARICO WASSERMAN tablets
= injury is recejved E and I'am very pleased indeed to notice that even cases which have not
= jury ' 2 yielded to the usual routine creatment by Quinine and i's various salts
g In cases of Sinuses, Fistuls, Carbuncles or deep seated g have done remarkably well under the use of A, M, Wassermann’.
£ Cavity due to Nacrosis of the bone the oil should be syringed by £ Hyderabad (Dn) é (Sd.) A. Latecf Sayed; .
§ an ordinary glass ear syringe and bandage applied Twice Daily. g [2th April 1932 M-8, Ch. B. (Edin)
= For‘ skin eruptions and small-pox, oil should be applied locally § “Your letter of 22nd May 32 regarding ANTIMALARICO
& twice daily. In latter case it will stop itching and scarring. 2 ~ WASSERMANN tablets so kindly sent for trial and report,
= . . = In reply I have the pleasure to inform you that the tablets were
= .In case of .bums of the 1st, 2nd o.r 3rd degree, it should ke = tried and found very useful especially in CHRONIC CASES.”
£ applied immediately by immersing a piece of lint in the oil and g (5d.) D. S. Puttanna
ig placed on the burnt surface and an ordinary bandage applied daily = Bangalore City } B AL F.R.C.S. (Bain) Fte.
g on(;:e. Before applying the oil parts should be cleaned with = i ) Medical Officer, Victoria Hospital, Bangalore.
£ ordinary warm water. £
= ~ £ We recommend strongly all doctors and hosoitals thosz who have
= Price Re. | for an ounce bottle or Rs. 15 for a pound = not tried the ANTIMALARICO WASSERMANN  to kindly
= bottle to be had from all the leading Chemists. If any difficulty = apply for free samples and liveratures for a fair trial to;
= be experienced in obtaining the oil, apply to Messrs. KING & Co.,, =

Messrs. EZRA BROTHERS,

Hyderabad (Deccan.) the Head Depot. =

I

‘ . = RUSTOM BLDGS. : CHURCH GATE STREET : BOMBAY
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Anything short of major cali.
bre in a diathermy machine
will prove disappointing, The
Victor Vario-Frequency Dia-
thermy Apparatus is designed
and built to meet every re-
auirernent. It has, first, the
necessary capacity to create
the desired physiologicaleffects
within the heaviest partof the
body; secondly, a refinement
of control and selectivity un-
precedented in high frequency
apparatus,

BUNDANT evidence of an
increasing use of di-
athermy in therapeutics is
offered through a perusal of
the outstanding periodicals
in the medical library.

The widely varying applications
of this form of heat, indicates also
that almost every physician, whether
in general ot specialized practice,
will find this energy of inestimable
value in some conditions met with
almost daily. Many of these clinical
reports cite unusually stubborn con-
ditions, of long standing, which have
yielded to intelligent use of dia-

/1
thermy, with results gratifying to
physician and patient alike.

When heat is desired within the
tissues, regardless of how deep
seated the pathology may be, noth-
ing known to medical science can
create heat within the affected part
so quickly and directly and con-
veniently, as a correctly designed
diathermy machine, .

If you are interested in investigac-
ing this subject through the opin-
fons of recognized medical author-
ities, we will be glad to send you,
without obligation, the booklet
“Indications for Diathermy,” con-
taining abstracts and digests from
recent literature on the subject, and
arranged by specialty,

For Catalogue and further barticulars, write:

INTERNATIONAL
GENERAL ELECTRIC Co . (India) Ltd,,

Ballard Estate
Stephen House

The Mall
Narasinharaja Road

Bombay
Calcutta
Lahore
Bangalore City

GENERAL @) FLECTRIC
X-RAY CORPORATION

Chicago, I11.,U.§. A,

2012 Jackson Beulevard -

SOLE AGENTS
FOR

e
FORMERLY VIcTOR Q&M X iAY CORPORATION =
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li%i SULFARSENOL THE SAFEST
e é? iy

“SULFARSENOL? is preferred becausc if is the :

safest arsenical.

It is the least liable to oxidation.
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It is the least toxic. THE GENUINE
PACKAGE

e

 Arsenical poisoning is practically eliminated,

Possibility of Neurotraumatism is reduced
to a minimum.

By intramuscular or hypodermic injection
sustained action is obtained, and the
largest percentage of the compcund is
transformed into active derivatives.

@)
, —— e ——
Anglo-French Drug Co., (Estn) Ltd.,

P. O. Box 460, BOMBAY.
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I njuries of MUSCLES,

When treating injuries of the muscles, joints, and
tendons, it is now generally agreed that the effort
should be towards certain definite directions with
_certain objects in view. These are: |

1. The alleviation of pain
2. The promotion of repair
3. The restoration of function

ANTIPHLOGISTINE

by supplying continuous moist heat, produces anal-

gesia; by its plasticity it induces rest; by its osmotic

action it reduces the effusion and absorbs the exu-

dates. These, coupled with graduated exercises to

restore function, constitute the rational circle upon

which is based the therapy for the modern treat-
" ment of injuries of muscles, joints and tendons.

Sample and literature will be sent upon request to

THE DENVER CHEMICAL MFG. CO.
163 Varick Street, New York, N. Y.

MULLE& AND PHIPPS (India) LIMITED, Box 773, BOMBAY.

JOINTS and TENDONS

Yani Press, Bezwada.
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