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Messrs. Davis & Geck, of New York, the makers
of the well-known “D. & G. Surgical Suture” have
just offered to the profession a new ideal suture for
skin and tension work. The need for such a product
has long been recognized and KAL-DERMIC
(which is the brand name) is offered as a result of

exhaustive experimental work by the Davis & Geck
organization.

Famous Hospitals throughout the world use
D. & G. Sterile Sutures. The Davis & Geck organi-

zation specializes exclusively in Surgical Sutures.
It is an organization of men inspired by high aims ;
men fitted by training, modern knowledge and

practical experience, to make sutures worthy of the
noted Surgeons who use them. The D. & Q. output
- exceeds several lakhs tubes daily.

KAL-DERMIC skin sutures are non-capillary
and are unusually flexible. They are strong, resistant
to tissue fluids, non-irritating and uniform in size.
Their distinctive blue colour js stable, making the
sutures readily discernable in the tissues.

They are sterilized by heat and are unaffected
by age, climate or light. The exteriors of the tubes
may be sterilized either by boiling or by the use of
any active germicidal solution.

It may be said that the “ D. & G." Catgut best
meets the requirements of modern surgery, and its

distributors are The Bombay Surgical Company,
: New Charni Road, Bombay.
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The role of Blood Transfusion in
Modern Medicine.

By DR. K., RANGANATHAN, M.R.C.S., L.R.C.P.

I am thankful to have this opportunity of giving you an account of
one of the most wonderful advances in Surgical practice during the
present century—I mean Blood Transfusion—and the part it plays in
Modern Medicine. Itisa very fascinating study to learn the stages by
which the present standard of perfection of the technique has been
attained over a period of about 300 years, the value ot Blood Trans-
fusion to the Medical Professsion, the extent to which the- pra&t_i‘%e has
grown and the diseases to the cure or alleviation-of, hvy?ﬁ'bh"i‘t l.xa's"be'en
applied. It is essential that I should first review briefly tlTe History of
Blood Transfusion in order that the reasons for its extraordinary growth
may be understood.

As for the practical side of the operation I am not going to say
much, as it can be mastered only by observation and practice. I shall
conclude this talk by a demonstration of the technique of Blocd Group-
ing, and if possible, of the apparatus commonly used.

The obvious value of Blood Transfusion froma healthy to an ailing
person has been recognised by the Medical Profession in the West from
the earliest times. But difficulties of technique have rendered it
impracticable until quite recent years. The principal obstacles have been
sepsis, occurring to both the donor and the patient, coagulation .of. blood
between the operations of extraction and injection, and incompatibility of
patients to receive the blood of donors provided. This last resulted in
serious reactions which frequently terminated in the death of the patient,
These difficulties have now been overcome. Sepsis by the researches of

»
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Pasteur anc'i .Lister, coagulation of blood by defibrination and subsequently
by the addition to the blood of citrate of soda. The problem of imcom-

patibility was got over by the discovery of Blood Groups b nsk
and Moss (1907-10). ps by Jansky

Attempts to do Blood Transfusion had been made for over 300
years, but they were usually unsuccessful, chiefly because it was so hard
to prevent blood from clotting. A definite description of a technique
was made by Libavius of Halle in 1615. Translated it was as follows :—
*“ Let there be present a robust healthy youth full of lively blood. Let
there come one exhausted in strength, weak, enervated, scarcely breath-
ing Let the master of the art have little tubes that can be adopted
one to the other ; then let him open an artery of the healthy one
insgrt the tube and secure it. Next let him incise the artery of thé
patient and put into it the feminine tube. Next let him adapt the two
tubes to each other and the arterial blood of the healthy one, warm and

full of spirit, will leap into the sick one, and immediately bring him to
the fountain of life, and will drive away all languor.”

It is now assumed that the above was only an idea and had not
been put to practice because William Harvey’s theory of the Circulation
of Blood had not been published till 13 years later in 1628. Harvey’s

discovery is regarded asthe first landmark in the History of Blood
Transfusion.

In the earliest experiments the blood of animals, e.g., calves, dogs
shee.p and horses, was used. These were started in England by Si:"
Christopher Wren, the scientist and architect. The credit of the first
succe.ssful transfusion upon a human being is generally given to Jean
Baptiste Denys, of Montpellier, Physician to Louis XIV, who in 1667
successfully transfused nine ounces of sheep’s blood to a young man, who
was suffering from a violent fever which obliged his physicians to bleed
him twenty times. Similar experiments were carried out in England
and one of these was actually witnessed by Samuel Pepys, the diarist in
1667. The subject of the experiment was a poor Bachelor of Divinity
of whom Pepys remarks ‘that he was cracked a little in the head’. ,

ea.tnwhile Denys continued the transfusions with varied success
us controve‘.rsy arose around the operation. The opponents of
ven predicted the growthof horns on a man after transfy.
eep. The operation was banned in France by a decree

¢
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which provided that * no transfusion should be made upon any human
being, but by the approbation of the Physicians of the Parisian Faculty.’

For more than a hundred years Blood Transfusion was almost
entirely neglected. In 1818 James Blundell, Lecturer in Phsiology
and Midwifery at St. Thomas’s and Guys Hospitals, published a paper
on Experimental transfusion on dogs with a special syringe invented by
himself. He then recorded his results of Blood Transfusion on man.
It is reported that in half the number of cases the operation was success-
ful. Fatalities that occurred were attributed to the introduction of air
bubbles. Blundell’s work in 1818 is considered another landmark in
that it marked the real beginning of the clinical application of Blood
Transfusion.

Bischoff in 1835 took a great step forward by using defibrinated
blood. This was adopted by many surgeons. Mention is made of Sir
Thomas Smith, who in 1873 transfused a case of Malena Neonatorum
with defibrinated blood at St. Bartholomew’s Hospital.

Blood transfusion has made rapid advances since the beginning of
the present century. Crile in 1907 devised an effective method for
direct transfusion by which an end to end anastomosis was made
between the artery of the donor and the vein of the recipient using a short
silver tube. These operations often failed. Even if successful, one
was uable to measure the amount of blood that was transfused. The
discovery of agglutinins and isoagglutinins in the blood was made by
Landsteiner and Shattock in 1901, In 1907 the four blood groups were
determined by Jansky and the work was repeated and confirmedby Moss
in 1910. :

Improvements in technique were rapidly effected, the syringe,
anastamosis of blood vessels and the parafinned tube being tried. The
year 1913 marks the beginning of indirect Blood Transfusion by means
of Kimpton and Brown’s method. The last of the discoveries to be
made was the use of citrate of soda as an anti-coagulant by Hustin of
Belgium. The first transfusion on record with the aid of sodium citrate
was performed by Prof. Agote of Beunos Aires on November 14,
1914, This came just in time to save many thousands of lives on the
battlefields of Europe, although the possibilities of the operation were
not known during the first two years of the Great War. By 1917 the
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arrival of the American Army Medical Corps brought the possibilities
of transfusion of blood to the notice of the Allied Army Medical Staff
and it began to be used with most beneficial results in cases of Haemor-
rhage and Wound Shock, Donors were obtained by an unofficial reward

of a fortnight’s leave in England, The supply of donors, it is said, was
therefore unlimited.

Knowledge of Blood Transfusion thus gained during the War has
been turned to good account in Civil Medical practice. At first the
operation was used for cases analagous to those met with in Army
practice, 7 ¢., Haemorrhage and Wound Shock, byt year by year fresh
cases nave been found capable of cure or amelioration by Blood Trans-
fusion, In the new kind of warfare that has now arisen in the streets
of big towns, the warfare between Traffic and pedestrians, blood trans-
fusion is often the means of saving many lives, The comparative
safety of the operation at the present time, has led to a rapid expansion
of the clinical conditions for which transfusion has been used. The

following is the list of diseases or injuries for which transfusion wag
given in 1927 in London,

Abortion e 4 Haematuria 1
Anaemia o 25 Hzmophilia 4
»  Aplastic 8 Hamoptysis » 1
,, Chlorotic 1 Hoemorrhage 16
»  Haemolytic 1 Hypernephroma 1
»  Neonatorum N | Hyperpies 1
»  Pernicious ... 103 Intestinal Bamorrhage 3
»  Secondary v 23 Laukamia ) 6
” Sple.nic .o 13 Lymphadenoma . 2
s Toxic e 5 Marasmus . 2
Antrotomy 1 Mastoiditis 1
Appendicitis 4  Malsena 1
Blackwater fever 2 Meningitis, strepto 1
Burn's 2 Menorrhagia 2
Carcinoma . Osteomyelitis . 2
" Bladder 4 Perinephric Neoplasm ‘ 1
»  DBreast 2 Peritoneal Sarcoma 1
» Cacum 2 Peritonitis » 5

»  Oesophagus ,,. 2 Post-operative shgc k o;
" Stomach e 36 ~ hzmorrhage e 30
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Carcinoma Uterus 2 Post-partum or ante-partum
Cerebral Glioma 1 haemorrl‘aage ;(;

Colitis, Hemorrhagic 4 Pre-operation
Infective 2 Prostatectomy . 4
X Ulcerative e 3 Puerperal fever .. 4
Crushed or fractured limbs. 10 ' Septicemia ... :ﬁ
Infantile diarrhcea U | Purpura ’
Duocdenal ulcer ... 30 Pyaem-la . ?

Dysentery 2 Pyloric stenosis
Empyema 1 Septiczemia ... 23
Ergot poisoning . Spleen, Banti’s Dis. 4
Gags ’ e 1 ,»  ruptured 1
" 5
Gastric ulcer 58 Sprue . ;

Gastero-enteritis e 3 Bacterzmia Staphylo

Hamatemesis 45 Typhoid fever .. 1
Uterine Heemorrhage .. 18

the above conditions transfusion is only a palliative
measz:enliz?;i:; to eprolong life. In acute haemorrhag'e3 on t}nt? otl?er
hand, it can be considered curative, provided the condition gwimg rise
to the loss of blood can be arrested. There are many types ; a?ti
hemorrhage which have been successfully treated. Per.hapst e chie
among these are the obstetric ones such as placenta praevia, Postdpartum
heemorthage, ruptured ectopic pregnancy. I have mtle]ntlone ts(tire;et
accidents already. One of the most remarkable cases thus treated by
blood transfusion is reported by Geoﬂr§y Keynes, Assnstapt Surgeon Tt
St. Bartholomew's Hospital. The patient before transfu'swn coulcll only
be described as moribund. He was al.most Pus:onscxous, e;bsodu(eg
blanched, and bis radial pulse imperceptlblfe; his jaw wash relaxe at;
his breathing had become a series of fish-like gasps such as are only

associated with imminent dissolution. His heart would certainly have

i ithi inutes. Yet his condition improved so
ey beaurntgr;lstz:ioanfetvl:att:;nutt:mr later with the help of a second
it was possible to amputate his leg above the' k.nee. ?l‘)l;e
patient ultimately recovered having beea as near deathGas ;ft is P;gwne:
to be and yet remain alive. In acute haen.mrr!mge,l el:? f:yd beythe
considers that * the efficacy of blood transfusion is only limited by

actual cessation of the patient’s heart beats,

rapidly afte
transfusion,
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Ulceration of the stomach and hamorthage therefrom is another
example. It is quite a common thing in London to transfuse patients
before, during or after operation. By this means the patient is fortified
against a severe operation, the blood lost is at once replaced, shock is
diminished, mortality lowered and the convalescence shortened. I may
mention a case of jejunal ulcer which had followed after a Gastero-
enterostomy. The operation was performed by Mr. T. P. Dunhill. The
patient who was aneemic had received a transfusion before operation.
During operation, which consisted in the undoing of the previous
anastamosis, excision and making a fresh anastamosis, all of which took
about an hour and a half owing to a frightful amount of adhesions,
the patient was transfused again. He made a good recovery in spite of
the shock and hemorrhage entailed by such a severe operation.

I have with me here the notes of a transfusion fora case 6f
Empyema and Pyonephrosis which was under the care of Mr. Stanford
Howard atthe London Hospital. A drainage of Empyema and
Nephrectomy had been done. A transfusion of blood was considered
essential and was done at 3 a.m. on 19th April 1930. 700 c.c. of blood
was transfused. The notes read:—* the patient was moribund and
pulseless when the transfusion began. In 20 minutes when half the
amount had been transfused, the patient was much better at the end of
the transfusion pulse was 110 per minute and strong. The patient had
regained consciousness and felt better. He has made and uninterrupted
recovery. On June Ist the patient has been home 3 weeks and is now
quite fit.”

In Pernicious anzmia blood transfusion used to play an important
part in the past. In 60 per cent of cases definite improvement followed
It had the effect cf initiating or prolonging the remissions so characteris-.-
tic of the disease. The remarkable effect of transfusion inga case of
Pernicious Anzmia has been reported in Norway. “ A man aged 33
was dyspnceic, semi-conscious and moribund, when admitted to hospitaf
His red cells were 850,000 and his Hazmoglobin of percentage 19.
Immediate improvement followed the trrnsfusion of 900 c.c. of citrat d
blood, the red cells rising to 2,000,000 and later to 3,000,000 T le
days later he was walking about.” Blood transfusion no'w pla:sv:

minor role in the treatment of Addison’s Anzmia since liver feeding has

become the chief therapeutic measure. It is nevertheless an useful
stand by and some physicians combine transfusion and ljver feeding u
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The extent to which blood transfusion is carried out in London can
be appreciated from the following list. The full list is a very long one
consisting of no less than 190 institutions with a total of 7,636 trans-
fusions during the years 1927-31. I have extracted only those hospitals
which have utilised the operation more than the others, fixing 50 trans-
fusions as a minimum,

1927 1928 1929 1930 1931 Total

Bolingbroke e 1 3 14 24 20 62
Cancer ... 33 41 32 48 57 211
Charing cross ... 29 30 25 34 47 165
German e 22 12 6 16 92 148
Guy's ... 186 159 173 167 187 872
Hampstead General 5 6 7 17 28 63
King's College .. 23 26 46 61 69 225
London .. 48 52 48 57 B2 287
London Temperance .. 15 11 17 17 12 72
Marie Curie 9 12 13 18 22 74
Miller .. 17 49 13 22 35 136
New Lodge Clinic 1 11 14 23 44 93
Prince of Wales’s 3 20 13 17 25 78
Queen Charlotte’s 4 17 10 15 19 65
Queen Mary’s 5 12 18 17 11 63
Royal Free .. 82 8 51 74 68 362
Royal Northern .. 35 25 37 45 62 204
Royal Waterloo e 1225 3 8 7 55
St. Andrew’s .. 14 12 14 21 27 88
St. Bartholomew’s .. 192 159 109 97 129 686
St. George’s Lo 1117 17 21 41 107
St. James’s .. 10 12 20 23 10 75
St. John and St. Elizab 2 7 11 18 35 73
St. Mary’s .. 4% 54 30 52 58 238
St. Stephen’s e 15 12 15 10 7 59
St. Thomas’s e 21 17 12 12 48 110
South London for Woman 6 7 6 19 33 71
Tropical Diseases . 17 23 24 11 11 86
University College - .. 37 34 353 36 28 188
West London .. 40 34 45 60 65 244
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1927 1928 1929 1930 1931 Total

Westminster <. 34 26 35 60 46 201
Woolwich War Memorial 7 17 34 25 83
Nursing Homes and private cases... 111 109 155 154 188 717

The question that next suggests itself is ‘ how were donors obtained
for such a large number of transfusions ? The answer to this question
is a long story. Donors are generally obtained from among the volunteers
maintained by the London Blood Transfusion Service. The growth
of blood transfusion in London is closely linked with that of the London
. Transfusion Service and I have no hesitation in saying that but for the
facilities afforded by this organisation, blood transfusion will not be used
as a therapeutic measure as extensively in Loondon as it is to-day. I shal)
therefore attempt to outline at some length the start, development and
actual working of this wonderful voluntary organisation, which, thanks
to Mr. P, L. Oliver, 0.B.E., the Hon. Secretary, [ have been enabled to
study in detail.

The London Blood Transfusion Service has been in existence for
11 years. It undertakes to supply blood donors at short notice. The
volunteers are willing to leave their work or recreation and frequently
their beds in the small hours of the morning to go to any hospital where
they are required. The story of the inception of this Service is an
unique one. One day towards the end of 1921 the Hon, Secretary
of the Camberwell Division of the British Red Cross Society was asked
if he could provide a volunteer for blood transfusion at the locai
Hospital., Four members of the Division at once volunteered, and to
that request the London Blood Transfusion Service owes its inception,

Mr. P. L. Oliver, seeing that this work was eminently suited for
the Red Cross Society, seized this opportunity to prepare a list of
members who were willing to volunteer for fature cases. As time went
on and fresh institutions learned the existence of the Service the
calls grew so fast that the Camberwell Division could not meet a'll the
demands for donors, and recourse was had to the Press. The res n
was very good. This broaght in the London Rover SCOutsPOt;e
Y. M. C. A., and a large number of unattached volunteers, The Lo’ q e
Rovers bave since adopted Blood Transfusion as one of their forx: o
Service, 5 of
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Table 1. Analysis of volunteers for 1931,
Members. Transfusions.

Rovers and Scouts 517 664

Toc H members 125 209
Ladies 228 296

Other organisations and unattached
members 429 644
Cancelled calls 265
Total ... 1,299 2,078

It will be ssen that roughly one out of every five members is of the
gentler sex.

In 1925 the British: Red Cross Society took over the organisation:
at its headguarters. To assist in its work, a Committee was set up.
consisting of representatives of the Red Cross: Society, London' Rover
Scouts and of the Hospitals Association. The Office is at the private
house of the Hony. Secretary and it is open day and night. It is staffed:
by his wife and himself with two clerks, These latter are the only two'
who receive any remuneration whatever.

The chief work of the Service consists in maintaining a sufficient
body of volunteers spread all -over Londoa to cope with the constantly
increasing demands for donors, and to fill vacancies caused by resigna-
tions. To this end, lectures and demonstrations of Blood transfusion
by means. of a film are given by the Hony. Secretary two or three
times s week to interested organisations such as Y. M. C. A,
Rover Scouts, leading Insurance offices, Banks and large Commer-
cial houses. Even if no eligible donors be present at- these addresses,
the Hony. Secretary is glad to have an opportunity to dispel any fears
that may exist as to the dangers of the operation to the donor. He
impresses on them how great are the benefits they would confer
and how little they would themselves suffer by the operation. Mr.
Oliver is now about 60 years of age and has served as a donor nearly
ten times. He is none the worse for his generosity. At the end’ of the
talk he leaves a few enrolment forms for the use of intending volanteers

2
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The volunteer has to fill therein particulars of his name, private address,
his telephone number or that of his neighbours who would accept a
message for him, his business firm and address, hours of duty, times when
he would be available and special times when he would not be available
and return it to the Hony. Secretary’s office. Finally he has to give a
statement offering himseltf as a donor for blood transfusion and under-
taking to proceed, on receipt of irstructions, to any hospital indicated.

The volunteer has next to get himself grouped. Dr. H. F. Brewer
Medical Officer to the Service, is in attendance at St. Bartholomew's
Hospital daily except Sundays to group and test the volunteers and
also to examine existing donors who may wish to be satisfied as to their
suitability at the time for blood transfusion. Besides grouping the
blood, Dr. Brewer gives the volunteer a thorough physical examination.
After a Wassermann testis done a report of the blood group and the
suitability of the volunteer is sent to the Hony. Secretary. The
technique of blood groupiag is very simple and I shall be demonstrating
itin a moment. The cells of the donor are tested against known sera.
The serum of the donor is also tested with cells from persons of known
group who call at the Hospital once a week for the supply of cells.
Donors are classified according to the size and prominence of their
veins as +, + +, + + +. Volunteers with poor veins or with a
thick layer of subcutaneous fat which will render the introduction of a
large bore needle a matter of some difficulty, are not accepted.
Dissection of the veins for the purpose of extraction of blood is strictly
forbidden, the object being not to cause any pain or injury.

Donors are drawn from all classes of the community—independent
and professional men and women, barristers, journalists, shop men and
girls, labourers, apprentices, roadmen, maidservants and charwomen.
The namber of members on the official roll on the 3ist April 1932 was
1295, more than a third of whom belong to the London Rover Scouts,

The Secretary maintains a classified list of volunteers according to
their blood groups. Distinctive coloured cards are used for each\group,
green for 1, yellow for 2, red for 3 and biue for 4. Each card shows
all the particulars contained in the enrolment form. On the reverse

page of the card are noted the dates and hospitals of the donor’s
previous services,

The role of Blood T'ransfusion tn Modern Medicine 11

There are certain conditions under which blood donors are supplied
to the hospitals :—

1. No application is to be made unless there are no relatives of
the right blood group.

2. The blood group is to be specified, group 4 should be used for
a group 4 patient only.

3. Each hospital should undertake a share of the testing and
grouping of the voluateers for the general list free of charge.

4. Within 14 days of the transfusion a report for statistical
purposes should be forwarded to the Hony. Secretary.

5. The expense will be borne by a Fund raised by the Service.

6. No charge will be made for Voluntary hospitals, but any

spoutaneous donation made in respect of the Secrvice shall be paid 1ato
the above Fund.

7. The needle method of extraction should alone be used. Cutting
down on the vein or opening it is forbidden, and doaors are instructed
to refuse to serve unless this condition is observed. The operation is
to be carried out by a skilled surgeon and not by studeats.

We shall now suppose that a certain patient has bzen admitted to a
Hospital in London in an exsanguinatel canditioa after a street accident
or after a smart he@morrhage frum placenta praevia. What happens is
this :—The Surgeon at once telephones the Blood Transfusion Service
asking for a donor, specifying the blood group of the patient. Such calls
come in at the office at all bours of day or night. Occasionally appeals for
blood donors are picked up by the British Broadcasting Corporation and
transmitted to the Servce by telephone. Ths remarkable increase in the
demands upon the Service will be seen from Table II.

Table 11,
1921 1 1927 1,298
1922 13 1928 1,333
1923 12 1929 1,360
1924 62 1933 1,627
1925 428 1931 2,078

1926 737
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By reference to the Card index and distribution list
in a minute or two to choose a donar of the right grou
bourhood of the hospital calling. Most donors ar
telephone to their business office by day. After office h ours express
messages are telephoned to the donor’s nearest Post office, After 8 p. m.
when Post offices are closed, a number of Y. M. C, A., Toc H hostels
and private persons accept and convey messages to donors living npear.,
As a last resort, the Police are asked to call for a donor, but most people
have an objection toa Police Constable hammering at their door gt
dead of night. For donors in the neighbourhood of Dulwich, the Hony.
Secretary cycles out to call them. The record number of calls was 14
in twelve hours between 9 a. m. and 9 P.m. on 23rd September, 1929

Five calls were received in the course of an afternoon that I spent
in Mr, Oliver’s office

» it is possible
p in the neigh-
e called up by

Immediately upon receipt of instructions
by taxi, if required, first telephoning the Ho
doing so. The Secretary should know within half an hour whether he
is going or not, as it will make all the difference between life and death,
The Service is so well organised that it rarely takes more than half an
hour by day or an hour by night to get a donor of the right group to
the institution calling. Donors are instruct

ed to spare no expense to
get to their destination in urgent cases, Occasionally they have been
sent over 4C miles by taxi,

» the volunteer proceeds
0y. Secretary that he ig

I have observed volunteers thus sy
St. Bartholomew’s Hospital. A direct gro
with the recipient’s serum is done immedi
If no agglutination be present, the transfy
thing from 400 to 700 c. c. of blood is
means of a large bore needle, the site of the puncture having been pre-
viously anaesthetised by novocaine. The arm is dressed in the usual
way. The donor rests for about an hour, takes g cup of tea or black
coffee and the next hour he is at his work ag if nothing had happened,
The Service guarantees donors against any ill effects from transfusion
and the Eagle, Star and British Dominjong Insurance Co.,
sented a free policy indemnifying donors against any in jury f
fusion up to 50 per cent of aay claim from £100 to £500,
amount paid in the past ten years has been £82

pplied acting as donors at
uping test of the donor’s cells
ately before the transfusion,
sion is proceeded with. Any.
withdrawn from the vein by

have pre-
rom trans-
The total
» 10 every case due to
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auses, such as inflamed arms or iodine burns and 75 per cent
sic&!;:ahrz;;)een ;efunded by the Hospitals concerned.
)

i operation, the donor is reque§ted to
As soon po:'l‘}::e;g:;eth:ll l:he expenses incurred, includl'ng loss
report by leve” s, if any, and these are at once refunded. He is also
o sa.lary o Wag“; ;n delay, discourtesy or difficulty that has been- me;
reg i o itt):ee takes prompt action by bringing to the- notice o
with. The c"l))llmra’m thing that appears to them to indicate either lack
those r?spons.l eto t)IJe donors, or a failure to make use of the latest and
of consideration ethods. One General Hospital in London has now
most ap%ro:::,dn:r; its own service because no volunteer could be per-
been made to |

suaded to serve at that Hospital.

i is issued to each volunteer after under-
i A Certlﬁcalttiznoiog:tt;;‘:rwliih 1: copy of the Surgeon’s report on the
Boig O e is awarded to any member who has served 1.0 times.
case. A Badee 112} er cent of the total personnel hav.e_ quahﬁed' for
f61 mem s o ddedpto the Badge for every 10 additional services,
thie tAezi3 :x:eltsn?)ers have the bar for 20 services, 3 for 30 and 1 for 40
Sevente
services. + vear bt
3 are usnally called about once a y
Doﬂof; cf,f g“:(cl)z:) 14’ ii ::dgreat that so;:e are serving regularly every
e s o gl‘ess A limit of 3 months has been fixed as the mini-
e 0: o d.onations by the same individual more to prevent
mun;rzng:;:ndiv;location of private and business engagements than for
too
heat? 'easons'h transfusion a questionnaire is semt to the. HasPital
. Adter ;ﬂc following information. Surgeon, name of the patlen:i,
sakiog or ! 11 od group, disease or injury, amount of blc?od taken au;l
sex and age; ho transfusion, This is filed and a copy is sent to the
:ihe resu}\tnoa;a:ysis of the figures for 1923 gives the following figures :—
onor. A

. Excellent (life undoubtedly saved) ... 610 cases or 52%

.. 304 »  26%
isfactor :
?:,t;srovemeynt but followed by death ... zgz y 1522
b v )
improvement oy 3
Ig:nl::ﬁed or no report received .. 154 "
1,333 . - 100%
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I am sorry I am unable to give figures for more recent years as the
report for the quinquennium 1927-31 is under print,

Blood transfusion is now recognised as a life-saving measure,
particularly in cases of urgent hemorrhage, that it should be possible in
every hospital to give a blood transfusion to g patient within half an
hour of his arrival on the premises. Obstetric emer
Post-partum hzmorrhage, Ante-partum haamorrhage ruptured Ectopic
pregnancy, being of the gravest urgency, to save time in obtaining blood
donors of the right group, Titus in 1920 advocated the grouping of the
blood of all pregnant women well before the expected time of confine.
ment and having compatible donors available, Mr, P. L. Oliver, the
Hony. Secretary of the Transfusion Service, 8oes a step further. He

wishes that every man, woman or child should have his or her blood
group tatooed on the arm. He says *
knocked down by a mortor vehicle”.

gencies such as,

‘ you never know when you will be

I have outlined the working of the London Blood Transfusion
Service in a rather detailed manner., I may: now emphasize the most

outstanding points in favour of such an organisation for the supply of
blood donors.

1. No time is lost in testing prospective donors

several of whom ip
succession may be found unsuitable,

2. In urgent cases there may be no time of facility for bloog
grouping.

3. Uncertainty as to how or where to obtaj
result in the postponement of the decision to transfu
has passed to a more or less hopeless condition,

0 a blood donor will
se until the patient

4. The interestsof the donors are safeguarded b

nary examipation and laying down certain stipulation
to be adopted by the institutions.

Y a careful prelimi.
asto the technique

5. The volunteer, unlike a relative,
tion with the conscious heroism that he
therefore with equanimity, which is a great

u'sually approaches the opera-
is helping to save g life and
help to the surgeon,

May I, before I conclude,

plead for an extendeq use of blood
transfusion in our part of the cou

ntry ? Besides the surgical, medical and
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obstetrical conditions which are common to both the Tempera;tzlanj
Tropical climates, we here have alarge field for the use lod. ooe
transfusion, I mean in Tropical diseases. Aln?ost every Tropica lsez;s
causes a more or less severe secondary anzmia for which blood transdu-
sion could be advantageously tried. A beg:mnmg has already .been n;la : g.
Transfusion bas been used for intestma}l hemorrbage in typ otxh,
chiefly for combating the anaemia.. A‘ttennon has been call.ed toL e
Anzemia of pregnancy asan inchc'atxon for blood transfusion. Low
(1928) recommended transfusion during or after an attack of Blackwater
fever. Manson-Bahr in 1929 reported excellent results of blood transfu-
sion in cases of Sprue. Further research is need to show the possibilitics
of blood transfusion in other Tropical diseases.



Notes on Anaemia during
Pregnancy,

By Dr. M. A. B. MILNE, M.B,, B.C.H,, B.A.0. (DUB.), D.P.H. (EDIN.),
Cochin, Malabar, South India.

In submitting the notes on anzmia of pregnancy which I am aboyt
to read to you this evening, I might mention that I was closely associa-
ted with Dr. Margaret Balfour inan Enquiry undgrtaken under the
auspices of the Indian Research Fund Association at Bombay between
the years 1925—1928, on the cause and incidence of this disease, My
part of the work consisted of the collection of material from the various
hospitals and its pathological examination at the Haffkine Institute
Bombay,

At the conclusion of my lecture I hope that as many as possible
will take part in the discussion which will follow. There must be
many among you who have experience of this disease which is so
prevalent in the tropics and isso frequently met with in the hospitals
in our midst, at Cochin, Muttancherry and Ernakulam and which yearl
takes a heavy toll of the lives of the women and children in Indi:
For many years past anzmia has been known to occyr during preg:
nancy, sometimes assuming the severe type asis seen so frequently in
India. I have heard of cases reported from other tropical countries and
in 1627 also saw similar severe cases in the Government Hospital at
Seremban, Federated Malay States. Itis only in recent years that
this disease has received any special attention, In the past it has
generally been regarded as being the result of previous or present infec-
tion of hookworm or malaria intensified by the occurrence o
and even today in many hospitals in India, this is commonl]

The low incidence of this disease in the United Kin
gathered from maternity hospital records. In 12
from the Rotunda Hospital, Dublin, 1921-23, only one case was included
and in 1,800 cases reported from Queen Charlottes Hospital Londoe
1923, one case was recorded and during the three years I was' i n,
of the Military Families Hospital at the Cyrra
come across one single case,

f pregnancy,
y believed,

gdom may be
000 cases reported

n charge
gh, Ireland, I did not
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In 1925 Balfour sent out a questionnaire to a number of maternity
hospitals in India and received from all parts of the country particulars
of 426 cases of an@mia occurring during pregnancy. These appeared
from the clinical symptoms to be of the same type as the case: seen in
Bombay but details of pathological examinations had not usually been
available.

This anemia occurred mostly in women between the ages of 20
and 30 years who were usually in either their first or second pregnancies
with a history of illness commencing from about the 5th to the 7th
month and progressing rapidly, sometimes with a fairly definite history
of sudden onset setting in with fever with or without rigors lasting
about a few weeks or perhaps less which then passed off leaving them
in a weak state of health unable to perform their household or other
work. But more frequently there was an indefinite history of ill health
with puffiness of the feet and body and increasing weakness.

The cases seen were.in women during pregnancy who were
mostly suffering from an acute type of the disease. In these there was
marked facial pallor with pearly white sclerotics and blanched finger
nails. The skin showed a sort of watery transparency and there was
much swelling of the face and often of the whole body with an cedema
or puffiness of the feet and angles. There was breathlessness on slight
exertion with palpitation and weakness accompanied in some cases by
gastro-intestinal symptoms, anorexia, nausea, vomiting, dyspepsia,
diarrhcea or constipation and in other cases by a soreness about the
mouth and tongue which often presented a glazed appearance; and
there was at times a burning sensation in the fauces. There were othrer
cases that seemed to have a craving for food.

Seasonal Incidence.—It was remarkable that the majority of cases
seemed to occur or at any rate were seen in hospital between October and
April and comparatively few during the remaining months of the year.
This could not be accounted for by the seasonal variation of the birth
rate.

Course and termination.—The majority of the patients who
entered hospital were severely anzmic, and under treatment, vis.,
rest in bed, good food, iron and arsenic injections, blood transfusions,
liver ‘extract or liver broth, they sometimes showed signs of improv-

3
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ment in health but more frequently no improvement took place. The

either left hospital or remained on for delivery which was so‘metimey
premature with a majority of the infants still born or dyin shortls
after birth and the patients themselves who had not died befogre lab d
succumbed during parturition or shortly afterwards. The non-f:tmi
cases somt'atimes got better soon after delivery and were discharged froa
hospital in an almost normal state of health. Cases have b .
recorded of complete recovery with subsequent healthy pregn o
and normal deliveries with healthy babies at a later date. Preghancies

Pyrexia.—The temperature charts showed
: usually a low i
type of fever with no marked periodicity. v fom iregular

Pulse—Always rapid.
Heart.—Invariably dilated.

Blood pressure.—~Low,
Lungs.—Sometimes signs of pulmonary cedema.

Spleen and liver.—Not usually enlarged thou

signs of slight enlargement. gha few cases showed

- Examination of blood.—The blood chan

. . geS were v imi
those found in cases of ordinary pernicious an ery similar to

. . xemia, [ i
consecutive cases examined the findings were as foll:wz; 'ser:;; 0;1 84
+~—L'he blood

was not normal in colour and had almost al i

C.. 1. was ab?ve unity in a large proportiovrlaZfs c:ser:utcli;iya tinge. ’I:he

1'05. The Erythrocytes varied between 430,000 :md 3‘;&7‘383 peine

c.mm, the average being 1,874,133, They showed proun ,d 0'090 per

in 51.ze, the' macrocytes being more numerous thanpthe c.e Vatiations

pockilocytosis was fairly frequently seen. Nucleated :lc;:mc?tes a;ld
rpuscles

occurred with very varying frequenc
y the Me :
nucleated red cell commonly noticed, andgaloblast being the type of

. it had been
when a high percentage of Normoblasts were present tl(::se{)ved th?t
was favourable. Insevere cases several Karyolytic form ~ Frognasis
were noted. s of erythrblasts

Polychromatiphilia and Achromia

‘ ) were const

blood picture, the former change being very co;:c:nfieamres of the
and nucleated red cells. Basophilic degenerat  Megalocytes

neration X
very severe cases and blood platelets were practiv:::;;e:;]w(::ly ll:hc
o ‘ ys absent,
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The Hzmoglobin did not diminish in the same proportion as the red
blood corpuscles: the percentage varying between 15 and 55, average
being 38°08. There was nothing abnormal about the appearance of the
Leucocytes except for an occasional Leucolysis. There was observed
to be a slight increase in the Polymorphonuclear elements and occasion-
ally Myelocytes were seen. The total Leucocyte count varied between
3,200 and 22,300 per c.mm. the average being 8,553. So farasl
observed a Leucopznia was only present in cases suffering from chronic
malaria.

The average differential Leucocyte counts of this series of 84 case
was as follows :—

Polymorphonuclears .- .o . 67°9%
Lymphocytes ... e e 2329
Mononuclears ... e 72%
Eosinophils e - v 0°7%

The blood of 23 normal pregnant patients was examined as
controls. Apisocytosis was noted in 2 cases, otherwise nothings
abnormal was found. In another series of 25 consecutive cases the
findings were as follows :—

Red blood cells ... 1,210,000 per ¢, mm,
Haemoglobin ... 33 per cent.

Colour Index e 16,
Leucocytes ... 8416 ,, .
Polymorphounclears . 571,
Lymphocytes ... 386 ,,
Mononuclears e 35,

Eosinophils .. 08

Poikilocytosis was present in 13 cases, Anisocytosis and Polychro-
matiphilia in 24, Achromia in 23, Malarial parasites in 1, Normoblasts
in 16, Megaloblasts in 11. The red cells varied from a maximum of
2,830,000 to a minimum of 500,000 and the Leucocytes from a maxi-
mum of 32,000 to a minimum of 3,200. Blood platelets were absent
or scanty. The foetal blood was always found to be normal. In 13
cases in which the blood was cultured I found it to be sterils in 11.
In 1 cage Streptococci (non-hzmolytic) were present and in 1 case gram
negative bacilli.
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Kahn’s test for Syphilis was done in 32 cases of which 15 were
positive and 17 were negative.

Blood grouping of mother and child was investigated in 36 cases,
in 24 the blood grouping differed between parent and child. Of 17
normal pregnancy controls 5 were found to be in different grouping,

Van denbergh’s test.—Qut of 32 cases examined 2 were negative
The remaining cases gave an average indirect reaction of 0°69 unjt
9 gave a reaction above unity, the highest being 2'0 units,

Examination of blood calcium contents,

Most cases normal,

Examination of gastric juice.~—No Achlorhydria.

: Only a {
cases examined. y ew

Examination of urine.~Catheter
precautions of 107 cases examined for
negative. Of 150 cases bacteriologicall

culture, fed on
B. Alkaligneus 23 cases,
B. Pyocyaneus . 1B
Streptococci 7 )
Staphilococci 5 N
Coliform organism 32 i

11

Gram negative organisms not identified further 28 cases

The urine was examined in 41 cases of normal .
partum and of these 32 weyge found to be sterile ¢
remainder 6 contained B, Alkaligneus, 2 gram negatiy

1 B. Aerognes.

Pregnancy Apte
D culture of the
€ Organisms apg

Exa,minatian of Faeces—From October 1925 April 1927

lia. In 35 of these cases the ova of ¢
Whipworm and in 1 case Hookw

orm, i \
Bombay). (This lest diseq
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In 1928, April to October, I examined the faeces for worm ova in
all cases as a routine and found in many of these there were multiple

worm infections. Repeated examinations however were done only ina
few cases and ova were seen on second or third examination which were
absent on first examinations.

Dr. Talpade visited a number of patients in their homes and made
observations as regards socia.l position and surcoundings. She found
that the patients were not chiefly those of the poores.t .clas'ses.' Many
were the wives of well-ta-do mer?hants and clerks living in airy and
comfortable houses. Others lived in ﬂ?ts of many rooms well vent'xlat?dA

d admitting plenty of air and sunlight, clean andin good repair.
anain others were living in dark, overcrowded rooms shared by more

than one family.

The Indian women of Bombay generally lead inactive lives an.d

Iv leave their homes. This applies more to Mahomedeans than their
rarely isters owing to purdah conditions. It is not customary for these
Hmdel:lsto join in outdoor sports or in fact take any exercise in the open
:;‘:r:s the women of non-tropical countries do.

Before proceeding fusther I would like to r'nention that Yvhile in
Bombay I saw this disease in one well-to-do English lady during the
half of her pregnancy. She was about 25-28 years of age, primi-
latter d her only previous illness was an attack of pleurisy with
para an about two years previously. I noted her gradually increasing
empymmad malaise with slight puffiness of the face and fect. There
Pl anb minuria. I left Bombay shortly before she was admitted
was 00 Al " Home for confinement and later heard that she had a
to 8 K and was delivered of a healthy child about full term and
ur 8th or 9th day of the puerperium with symptoms
s told by the doctor who attended her delivery
of acul:e v?::li):zeax:e;l ::rere con}Ziition of an®mia on admission with
that she

the usual appearance of cases of this disease.

normal labo
died suddealy on the

The following are details of two typical cases studied :—
2.3 28, Case 1. D. D, Aged 25, Hindu, Caste Marathi,
12-3-28. . D. | .
Previous pregpancies 4 at full term. Two children living.

?
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Diet stated to be * mixed’

Home surroundings, good, A twor i
. oomed airy h i
by three persons. ¥ owse occopled

History.~—Staying in Bombay for the last 3
at Sarantwadi. Had two normal pregunancies. ?:itliireﬁefl?:?nthat Sbe
had cedema during the last two months of her two previous . S.b €
and both children died one when 3 days old and the other wx;‘regnancxes
old. Was well one month after these two deliveries. o 6 days

Stated to have fever with ri 1 i
S gor 1} years back which lasted about 6

Condition on sdmission to hospital. Anaemia Severe, § 1
. wel-

ling well marked of fac
liog v e and body. Oedema of fest and

Liver and spleen—Not palpable,
Urine—Albuminuria— Heavy deposit,
Heart. Dilated. Haemic murmur in pulmonary greq

Uterus. Midway between Umbilicus and Ensiform cartil
i age.
Digestion—Sore mouth for the past 15 days :

Blood pressure. 145, Pulse 102, Temperature 98°F
15-3.28 Put on liver substance grs. 14 daily.
27-3-28 General condition improved.

28.3.28 Faxces. Ova of Ankylostome,

e Trichuris Trichyr;
unfertilised resembling that of Ascaris LumbriC“f;a and one ova
abesnt. oides, B, Welchij

Blood Red cells. 1,630,250 per ¢, mm. Anisocy

chromia - Poikilocytosis 4 - Blood platelets nil Ach:::‘? +++ Poly.
) {F ]
Neutrophiles 847 Mononuclears 27 L
2 % Lymphocyt : .
0-528 . 6%, @b e E?é Eosinophils 19,
» 0,
Red cells 1,490,000 per c¢. mm. C.1. 0, 89, . ' 3%
pet c.mm. 57 Leucocytes 8,109
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Urine. Pure culture of non Haemolytic Strepococci.
Kahn's test for Syphills negative.
4-4.28 Put on liver soup.
Still anemic.
Given catbon Telrachloride m. xv in capsule at 3 a.m. breceded for
two days by p doses of glucose in water four times per diem also this

morning at 6 a.m. }oz. glucose given and a saline at 12 o'clock and
enema 5.0.5.

12.4.28. Urine. Albumen + + Oedema unaltered. Liver treatment
discontinued. Vegetable soups given,

20-4-28. Oedema less. Feels better.
1.5-28. Natural delivery. Baby 73 lbs.
Pulse 98. ‘Temperature 99° F.

Ansemia less marked. Oedema less.
8.5.28. Continues to improve. Bowels regular, Puise 100-120.
Temperature 97-99. Baby well.
10-5-28. Left hospital.
Case 2. A. Hospitla Cama Bombay.

A Hindu aged 18 years was admitted into hospital on the Znd April
1928 with a history of malaria three years ago. During the present
pregnancy she had an attack of fever with rigors during the 4th month,
lasting for one month. There was an attack of vomiting at the end of
the 6th month which continued on and off until the period of her
death. The previous pregnancy Wwas normal and child alive. On
admission to the hospital she was found to be anzmic, had irregular
fever, prostration, cedema of feet and puffiness of face and diarrhcea,
She left hospital on the 11th April and returned for readmission on the
20th April in a more advanced state of anszmia. On examination, the
liver and spleen were both palpable, she had albuminuria and a pulse of
100-140 per minute with a temperature ranging from 97° to 100° F.

Laboratory findings :—

, Exaﬂ:ination of blood —Red cells 864,000 per c.mm, Hb, 28%
c.I 16,
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Leucocytes 9,300,

Blood Films showed ' Poikilocytosis + Anisacytosis + + Polychro-
mia 4+ + Achromia + Basophylic degeneration + Blood plates absent.
No signs of malarial parasites. Normoblasts, Megaloblasts 4 6 and
many Myelocytes present.

Differential Leucocyte count.

Neutrophiles 38% Lymphocytes 33% Mononuclears 9% Eosinophils
nil,

Urine.—Albumen + Culture yielded a pure growth of Hemolytic
Streptococci. '

Faeces. —Semi fluid and of a brilliant green colour.

Ova of Trichuris Trichuria and many crystals of Leucin and
Tyrosin present.

Culture.~Abundant growth of Haemolytic B, Welchii.
Patient rapidly grew weaker and died on the 23th April undelivered.

Dost mortem examingtion,.—(Unable to get relatives consent for an
examination of Thoracic contents.) Large amount of subcutaneous fat
of a deep lemon yellow colour. All the .abdominal organs very anmmic
looking. Placenta adherent to the anterior wall of uterus. Foetus male
73 months and well nourished and normal in appearance, Uterus, tubes
and ovaries very pale otherwise normal.

Kidneys enlarged and fatty looking.

Stomach and intestines pale and empty, no thinning of walls, no
ulceration observed.

Liver slightly enlarged and of a pale yellow boxwood colour,
Contents of Gall Bladder a bright green colour.

Spleen slightly enlarged and of a slate grey coloar. One small
haemorrhagic patch seen.

Pancreas hard, pale and slightly enlarged.
Tibia martow red throughaut, showing hyperplastic changes.

Ferracyanide  reaction. Spleen 4 4 Liver 4+ Suprarenal
Kidney + |
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_ Direct smears made from Placenta and spleen showed absence of
malarial parasites,

Smear from mucosa of small intestine. Long chains of Strepto-
cocci and on culture these proved to be of a strongly Hamolytic type.

Bone marrow from Tibia showed well marked Hyperplasia with
large numbers of Eosinophilic Myelocytes, Megaloblastic cells, non-
granular Mononuclear cells and pigment granules.

Spleen.—No hyper or Hypoplasia of Lymphoid follicles Eosino-
philic cells + +

Liver—Heemosiderin granules in liver cells. Fatty changes
present,

Kidneys.—Showed patches of fatty degeneration with degenerative
changes in the epithelium of the tubules and Glomeruli.

Animal experiments.

Some strains of B. Welchii Haemolytic and non-Haemolytic were
isolated from faeces of cases of anzmia, normal pregnancy, and non-
pregnant cases of anemia. In view of the presence of B. Welchii and
Haemolytic Streptococci in the intestine in the post mortem examina-
tion. Dr. Mehta and I continved the animal experiments which had
been begun in 1927 by Drs. Mehta and Emanuelov. Whole living
cultures of B. Welchii given subcutaneously or intraperitoneally in
repeated doses produced slight anaemia and even death. Supernatant
liquid obtained by centrifying B. Welchii broth culture and given
either subcutaneously or intraperitoneally did not produce an immediate
effect, but in some cases death supervened without anemia., This
anemia was characterised by remissions when the injections were
discontinued.

Toxin, prepared by passing B. Welchii broth colture through
Chamberland filters when given subcutaneously or intraperitoneally
produced no anzmia.

B. Welchii culture and toxins were pathogenic to the unborn
young even when the animal herself remained healthy. The young
were invariably still born or died within a fortnight after birth.

4
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Feeding with repeated doses of whole Jivi
an'd Strept.ococci alternately either with o: l»:r::l:iuctum:-re 'Of 5. Welchii
:;;lat:!h c?odlum .Fluoride given orally failed to prodzc:v;(:,‘:mti;e:;ment
living Eﬁi’tﬁff l:f alafew“‘;alse;'.. Feeding with re oeh
. Welchii even
Na F, t‘reatment also failed to produce :::rlni:?c}llf o:: v:;s precedec! by
the a.mmals are kept without greens in diet death 'eh sam? time
anzmia supervenes, Treatment of pregnant animals wWLt out signs of
or followed by B. Welchii cultare was Toxic to thlt Na F alone
which were nearly always still born or died shortly after eb?rt::om young

These series of experi i
periments with B, Welchii
. s ) c i
toxins offered no evidence that pregnancy anazmia ip t;]etméiiind th'e"
ea pigs

and rabbits due to the Toxins of th ii ‘s
intestine, e Welchii Bacillis absorbed from the

Posterior N o-Loop
Gastro-enterostomies as performed
in the Government Hospital, Madura.*

By CapraIN C.S.S. SARMA, L. M & s.

The operation of Gastro-Entercstomy for Pyloric Stenosis is of
course a palliative operation. But it has none the less a perennial
interest to the student and practitioner of abdominal surgery, especially
in the south of India. It is an operation that demands the utmost
resources of the surgeon, his anasthetist and his assistants. It is a severe
test of his asepsis and that most elusive thing of all, his after interest in
the continued health of his patients, with whose entrails he has taken
such onerous responsibilities. It is an acid test of individual skill,
judgment and technique. It further affords a most elaborate training
for the would be aspirant in surgery in that it encompasses all conceivable
varieties of incisions, dissections and sutures that he will ever be called
upon to make through all varieties of structures. It also furnishes a

- ready measure of progress, In fact itis the one operation where one

should not only work “ on time ” but should at the same time be vibrant
with responsibility, intrepid in judgment, quick in resources, neat in
technic, perfect in details, and all with the Damocles’ sword of imminent
operative mortality! “Frequency of practice” is a trite thing to say, but
achieved only by a fortunate few and even amongst the favoured,
increasing perfection and unerring precision, fall to the lot of still fewer,
The surest test of the master in the art, is the constant supply of cases
for his clinic. Itisa fact that some surgeons have had the luck to
operate thrice a week for years and bave had on an average a Gastro-
Enterostomy every time. The breadth of mind and generosity to teach,
may, again, not be combined in the same surgeon who is sedulous
enough to perfect his technic but is incessantly rattling off his assist-
ants, who degenerate soon into unintelligent surgical orderlies. The
training of assistants and keeping them up ata high standard is the

‘key-note of modern surgical team-work and in no other operation is the

Being a paper read before Madura Medical Association by Capt. C, S, 8. Sasma,
L. M, 8, on 10th November 1929, .
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beauty of such team work so instructively manifested as ina Gastro-
Enterostomy.

A few words on the atiology of peptic ulcer in the South of India
requiring gastro-enterostomy, will be of interest. That it is fairl
frequent, common in both sexes, and debilitates and kills appreciabl y
are all common knowledge. Whether it originates in the bil;:)p emfa }Z,
ubiquitous hook-worm, or whether it is a septic embolus lod ng b
smaller gastric radicles leading to necrosis of the mucosa at timgf‘fn s
point, or whether it is due to the corrosive action of metalli e affected
and vegetable irritants administered therapeuticall eba i dm ereury
practitioners, cannot be stated for certain. But se s);s by Indigenous
othe.r has been thought to account for a Jarge "“mbef ofm one form or
sepsis is commonly met with in the gums, teeth, pasa] cases. Such
and the alimentary and urinary tracts. The delz;y - tlS"!nuses,.throat
acute ulcers may be the result therefore of low-grade b e heletng .of
of the b}ood-stream as much as it is thought to be dye taC;erl.al'mf?cuon
the acid gastric juice. The rigour of quack-the: the irritation of
treatment of gonorrheeal and syphilitic affections js ai‘::l‘]];;c?ealn tl'le

ure in

the cetilogy. Often semi-starvation limi

. 0 mited to .

simultaneous administration of imperfectly p::lliﬁ:?ndeﬁ of diets and
me

and sulphur by mouth, in the sha L mercury, arsenic
be held respo.nsible for starting thepi]‘::igt;’:’ie;;re;n lxe:d in oils, should
tl‘he cr.ude liquor as well as imitation pottable spiristzs IE. the stoma.ch.
in Ind}a consume in such quantities, have been V;;lch the natlv?s
c.leletenofls essences and ethyl alcohol in excessi shown to contain
just possible that this factor also enters into th ve proportions. Itis
ulcers. € causation of gastric

The use of chillies :
i and highl : .
excessive use of cocoanut oil, tagpi:;asplced articles of condiments, the

chunam, have been avanced as cauces bywstj:;n deficiency, tobacco and
The eati : o
eating of the fruit of the prickly pear is a common habit with

all classes of the agricultural i
. opul .
is always at hand in the ﬁeldz pulation of southern India. The fruit

. ; it is so ;
the same time highly astringent, mewhat sweet, refrigerent but at

h . When taken i i
impaction. ! n excess it causes foecal
paction. In the mofussil the enema nozzle has often to be buriec:i (i:nl

the insoi .

Wh:tlsi[:u;s:::c; mass to rlq the. lower bowel of this troublesome repast

alat tc:lwn bel?w 1t might do above just as well and originate.:
€ gastric mucosa and pave the way for bacterial infection
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Cumbu and Cholam of South India have a glistening epicarp and
when freshly eaten from the stalk, raw the mucous membrane of the
mouth. They are slightly irritant and start a mild catarrhal enteritis.
They have sharp edges and the way they are eaten is, curiously enough,
fraught with mishaps. The stalk is held between the palms and with
the thumb and forefingers the grains are squeezed in the hollow of the
hand, the epicarp is blown off and the grains swallowed; necessarily
taking a few of the sharp scales in. Sometimes these scales and grains
work their way into the gum margins between the incisors and give rise
to an alveolar abscess. It is just possible that some are found
accumulated behind in the voluminous folds of the gastric mucous
membranes perforating their delicate structure and affording a site for

the ulcerative processes.

Taking the statistics of this hospital, one can say that no class, age,
or sex is exempt from these peptic ulcers. The highest age met with
is sixty; the lowest, twenty. The average works at 32'8 or 33.
The longest duration of symptoms is fifteen years, and the shortest
three weeks. Almost all have had prolonged medical treatment;
both allopathic and indigenous. The patients are at times frankly
exasperated at the out-patient department for the suggestion of any
further medical treatment. In one case, the out-patient department,
decided to try a few days more of medical treatment. But the patient
managed to steal into the office room of Col. Harley and laying
himself prostrate at his feet, begged “ to have his stomach out and his
pain cured.” He would have no more of the same out-patient
mixtures of which be said he has had his fill in half a dozen hospitals.
This a young man of twenty and he had all his exquisite gastric
suffering due to a Vvery long, much kinked, nasty appendix which was

subsequently removed.

Some present nUMErous branad. marks on their belly. Often the
whole epigastrium above the navel 1s marked with confluent dots or
linear streaks sometimes numbering between twenty, to thirty, and
inflicted by burning with hot seed or small iron rods. Patients have
bellies indubitable evidence as to the genuineness

thus stamped on their .
of their pain and earnestness ** for a cure surgical” when all else has

been tried and abandoned. Some date their troubles to a love philter
which was administered to them by their wives. «
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The patient is generally of typical appearance. He is a thin ill-
nourished adult, with the abdominal fat all wasted away, the skin
thinned out and transparent, with the veins showing out prominently.
The face bears a peculiar pinched look of chronic hopeless suffering.
He has a sallow earthy complexion. The appetite is practically lost,
either due to dread of the pain or the longdrawn-out and futile experi-
ments in dieting. The attitude of mind is bordering on hypochondria
or gastric neurasthenia, often mistaken for malingering.

It appears to me, that the stomach is to be distinguished, from all
other hollow muscular organs, by the peculiarly indescribable character
of its pain. Some have a sub-conscious feeling of weight in the
stomach and protest they have a lump inside and talk of an attack of
wind and a point of obstruction against which it is hard to get over.
The pain is decribed sometimes as gnawing or griping or grinding,
burning or boring. Some describe it as starting above the umbilicus
and passing backwards and upwards. A point of maximum tenderness
is found just to the right and sometimes to the left of the middle line
and in other cases between the umbilicus and the xiphisternum. The
pain in gastric ulcer is said to come on dramatically at night and wake
the patient up in a seizure of agony. The humbler duodenal ulcer
gradually unfolds itself from the fogginess of many dyspepsias wherefrom
its peculiar hunger pains gradually emerge as a separate entity amidst
the vague abdominal discomforts, acid eructations and flatulence. The
patient may exhibit all varieties of subjective sensations from more
taciturnity to violent suicidal mania,

The upper portion of the rectus is in a chronically contracted state
as though its segments were perpetually on guard over the painful and
irritable viscus. Often it is rigid and the skin over it hyperwsthetic.
The appearance in thin individuals is characteristic. The upper portion
of the epigastrium is peculiarly full in contrast with the markedly
scaphoid nature of the lower half of the abdomen. Often small lumps
of fat could be felt and the skin freely moved about. There is
tenderness of the rectus on deep pressure,

Next to pain, vomiting is a constant symptom, This has a definite
relation to food and is either natural or induced by the patient. There
is retention of food in the stomach and fermentation of the contepts.
This goes on for months or years with periods of remission or exacérba-
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tion. Vomiting is the culminating act of the painful contractions of the
stomach and it ushers in comparative restfulness. It is the painful
contractions, more than anything else that drive the patient to seek
relief. In women the pain is often of such intensity to make them cry
piteously and in the highly strung nervous creatures, it often provolfe.s a
hysterical outburst. Often the pain becomes constant and vomiting
si induced on the slightest of provocations. Even a draugh‘t ' of water
provokes the characteristic pain, which is relieved by vomiting. The
sodawater which originally gave relief is now dreaded, the slight l3yperae-
mia induced by the carbonic acid gas apparently aggravating the
stomach condition.

The third diagnostic sign of pyloric stenosis next to pain and
vomiting is visible peristalsis. This is elicited by making tl.le psftient
drink water, as much as he can at one draught an'd the.n.gettmg him to
adopt the recumbent posture. Succussion splash is ellc'lted by gently
shaking the body sideways. Often the stomach contour is mapped out
and ina few minutes with the patient quietly breathing, the st.omch in
cases of pyloric stenosis enters into vigorous peristalsis. Often in cases
of atony, there is intestinal peristalsis. Melzna is an early symptom
and wortb investigating. But the history is seldom volunteered and in
late cases it is not present.

The more elaborate tests iaclude radiographic examination of the

alimentary tract, both on the fluorescent screen and b

‘ y filming the
opaque meal at stated intervals, Major H. Hingston, I.M.S., of

Calcutta, attaches more value to the screen than the photo, In Madura
doubtful cases are alone subjected to Radiological examination

The occult blood-test and fractional test
methods of investigation available.

show high and sustained acidity cur

meal are two other
The duodenal ulcers are expected to

ves and gastric ones, normal curves,

Major H. Wingston, I.M.S,, relies on a sextette of signs and
symptoms to clinch his disgnosis of peptic ulcers, th . ;
rigidity of the rectus, black stools ;
blood test, radiographic demonstrati

stomach contents and appropriate acidity curve-readings Here in
Madura Hospital practice, the majority of cases one encounters with
are those which have gone on to well-marked pyloric stenosis, In such

ey being, pain,
» supplemented by positive occult

on of delay in the emptying of
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cases pai}l, vomiting and visible peristalsis then form a triad of unmis-
takable signs and symptoms, which have been found safe enough to
form a diagnosis and operate upon. §

The Preparation of the Patient.

The preliminary preparation of the patient is in the medical wa d
It is neither prolonged nor drastic. And this is as it should be, as rths'
patients are such poor surgical risks and do not stand well el; orate
preparatory treatment. On admission,
patient is made after completely stripping
his urine is examined for sugar and albumen and microscopically §
casts. Hookworm treatment is given the day after admissiony o;
repeated a week later. A blood film is examined for Malarial para it
and in appropriate cases the Wasserman test ig done, Theps st‘tes
is examined for tubercle bacilli and the motionsg for am:aeb::)u ‘m‘;
parasites. The patient where he can afford, is adyised to d‘m
dental treatment—all should undergo dental treatment and jt iunh e
tostart a dental clinic soon in this hospital—all cases showisn ogeg
pyorrhoea are given gargles aud have their gums painted with tig :
of iodine. The stomach is washed twice daily for a week withnch.ue
solution and a carminative mixture containing 5 to 10 minims ?ahne
Belladonna per dose is given to allay the spasms. The atio T.r'
an®mic, is treated with six injections of the cacodylates:firem’ .
sodium with strychnine, or plain sodium cacodylate grs. 3 subcutanon a{]d
Some have gross scabies, pediculi, or eczema, Others have ulce 30\;513’.
mouth. Al these are studiously eradicated before putting themrsu; tfof-

operation. One occasionally comes across a histor
. .. . of old
in addition. If found to have a stricture as well, thiZ is a.ttenggcz1 (::,"hoea

borate
a thorough examination of the

him. His weight is recorded,

The patient is throughout fed an plain milk, 3 pints a d i
3 ozs. of sugar. Where inanition is extreme, the pat’ient s ot a;}’dwuh
glucose saline per rectum straightaway. The patient is started on
operation after the eighth day stomach wash and an enema P;‘}],t up for
before and another three hours before the operation. i w?eigtgftil:
:avk;r_:nt;e day before the operation. A warm bath is given the previous

The operation done in Madura for pyloric stenosis is the * posterior
no loop gastro-enterostomy without clamps.” There cari*be no question
of doing this operation from mere text-book knowledge alone. One has

Postertor No-Lioop Gastro-enterostomies 33

to watch it being done several times by a surgeon accustomed to do
abdominal operations, assist him first at instruments, then at the
operation and finally do the operation many times under his guidance
before one can confidently undertake this operation himself. Each
surgeon has his own method. It is well to study every one of them
and assimilate each under the direct guidance of the master before
adventuring on one’s own hook.

Some do a partial gastrectomy, others do a preliminary appendi-
sectomy as a routine and to save time entrust this to be done by their
competent assistants, what time they are engaged on another table. Some
do not remove the appendix as a routine. Some advocate the use of
clamps. There are differences in stitching, the material to be used in
suturing the roucosa, and whether the anastomosis should be completed
in two or three layers, and also as to the number, clozeness, and the
time of application of the stay sutures to be applied to the slit in the

transverse meso-colon.

The following suture materials are required for a Gastro-enteros-
tomy operation. ' o

(1) Four full length thick silk on half curved needles for stays.

(2) Two full length thin but strongA silk on fully curved intestinal -
needles, for the serosa, one being both a spare one and for the purse
string suture for appendisectomy.

. (3) Twelve medium cat gut strands half length for securing vessels.

(4) Two full length fine but strong catgut on fully curved intestinal
needles for the anastomosis, one being a spare one. .

(5) Two thin catgut half lengths on fully curved intestinal needles
for securing the slit in the transverse meso-colon.

(6) Two full length catgut on two fully curved Hagedorn’s needles
for closing the abdominal parietes, the thick one for the peritoneum,

the thin one for the aponourosis.

(7) Twelve silkworm gut sutures half lengths on half - curved

. .

needles for suturing the skin,

5
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 Technique.

The operation can be considered conveniently in five stages :
(1) Anmsthetising the patient and towelling.
(2) Incision and muscle displacement,
(3) Inspection and “ packing ” off the field of operation
(4) Gastro-enterostomy with or without appendicectomy.

(5) Closure of the abdominal parietes,

Chloroform is the anesthetic used and occasion
morphine and atropine precedes its administrati
hysterical patients. The patient is brought on g st
the table. The anaesthetist commences hig operati
is getting under his clothes are removed, the hand
sides and tied across below the buttocks by a h
with a piece of bandage, The screen is ad justed
table. The whole of the abdomen and pubis,
previously shaved are now painted liberally with Tr,
starting between the nipples to down below both P,

£ : . h ) oupart’s ligaments,
including the pubic regions, penis, and scrotum, Special attention is

paid to the umbilicus.

ally an injection of
on in nervous and
retcher and put on
on and as the patient
s kept close to the
alf knot at each wrist
at the head of the
which have been
Todine on a brush,

Feur towels are arranged as follows,
abdomen in a line with the two anterior superior iliac spines, one across
the pit of the stomach, The right linea semi-lunaris is the’n followed
and a towel is laid by the first assistant, who stands on the left side
and he lays it vertically and cxactly in the middle line. Four towe,
clips are applied to the four corners, the abdominal sheet is then spre ;
out by the surgeon and his assistant, slipped over the screenp aad
secured below it by an artery forceps. The first assistant lays o, t:
abdominal sheet two large towels, four smal] tailed towels, tail:d gt;uz:

pad, a long gauze wick, sponges and in addition soaks plaj -~
. . . : a
gauze in warm saline, The instrument agq Fam sterilised

surgeon and at the same time, lays on th
curved scissors, two Rairs of dissecting forceps, one pair of rat-tooth
forceps, one finger grip forceps, and a dozen artery forceps, B, 0(;:.

time the patient usually comes under the effects of the anaes‘:h.eficy s

~—One across the lower
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Incision and Muscle Displacement.

The right upper para-median or lateral rectus incision is made
vertically down, starting about four inches above the umbilicus and to
the right of the lines alba, and ending about two inches below the level
of the umbilicus. The length of the incision varies with the individual
shape of the abdomen. In narrow cylindrical abdemens the incision is
necessarily smaller. The incision should be made boldly down to the
anterior rectus sheath, which is at once neatly incised throughout the
entire length of the incision in the skin. The muscle displacement is
now commenced. The assistant steadies the divided anterior rectus
sheath with a pair of artery forceps, on his side after securing any
spouting vessels in the skin or muscle. The surgeon with delicate
strokes of the knife dissects the anterior rectus sheath from the undeclying
muscle. At the linea transverse or the tendinous inscription of the rectus
muscle, the sheath is intimately incorporated with the muscle. The
surgeon makes a neat and careful dissection here, and shaves off a tiny
bit of the underlying muscle, both to facilitate dissection and avoid
buttonholing the apopeurosis. Two fingers are hooked beneath the
loosened anterior rectus sheath and the muscle separated from the
posterior layer of the rectus sheath by a sweep of the fingers, until it is
held attached by a few tendinous filaments posteriorly, which are care-
fully divided. The muscle which is now free, is displaced laterally to
the right. The two prongs of the dissecting forceps are dipped and a
fold of the posterior rectus sheath with the uaderlying peritoneum is
picked up and raised. * The assistant immediately steadies this fold by
lightly catching it in a pair of artery forceps, and at the same time lifts
it upa trifle. The surgeon nicks it carefully with the belly of the
scalpel. If the peritoneum is not immediately opened or if it is thick.
ened, what happens is, a raw surface is seen, The surgeon again picks
up a fold of this deouded area with his dissecting forceps and the
assistant’s artery forceps, and cautiously nicks it until the peritoneum is
buttonholed and the admission of air makes the intestines asnd the
omentum fall away from the incision. The incision in the peritoneum
is now rapidly enlarged upwards with the scissors while the two fingers
which are immediately insinuated underneath and held parallel to the
incision guard the viscera below and serve as directors. The lower
portion of the incision into the peritoneum is similarly enlarged (by
reversing the direction of the same two fingers without withdrawing
them) either with a pair of curved scissors or the knife, It is g point of
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grea.t importance that the peritoneum must be neatly and quickly i )

by,sxg!)t as otherwise the viscera may start protruding anqc;‘l;l: y incised
extex.lsxon of the original nick. It is advantageous to cultiv ta“;:per fhe
ambxd?xtonty, and also to familiarise oneself with the y : o 'Of
and scissors to rapidly incise the peritoneum. wse ol the knife

Inspection.

- The abdominal contents are now rapidly ins

and ?lflentum are exposed to view. Tl?e gy;::up:‘i:stesc:;u }’fth: Stoma?h
f:ondltlon ascertained. The anterior surface of the st Sach s o s
inspected both along its lesser and greater curvat S !
the perliltonel;m, indurations, adhesions, etc oo
stomach is lifted out of its bed along wi \

oment.um and spread out above ginw;thf::elitl:n:::s: COIoo't}.le great
posterfor surface of the transverse meso-colon and ther e e
posterior surface is rapidly inspected. The main i Z.stor.nach. The
gastro-enterostomy is confirmed and demonstrated to tlr:e l:1::‘5? otn tfor the

stant,

f s rapidly
' or stippling of
With a piece of gauze, the

The surgeon selects an avascular spot on th

the transverse meso colon, which should also be a:
as near the greater curvature i :

.with dissectin.g forcops and ni(:(ss ;;:)s‘s’:li:;lt;a.cu;l‘"l;g i;sxstant picks this up
mtroc.luces his thumb and forefinger and tears t;SOrS.h The surgeon
sufficiently to permit the introduction of three fin e:oug the opening
throx.xgh the r.ent a segment of the posterior wallg Ofst.h He then puln
making the sht- through the posterior layer of the tra > Jtomach. Ia
one shoulfl avoid carelessly injuring any of the brancrlllsve;se miso-collso
of the middle colic artery, This accident is said t e}sx o ne arches
Kocher and so might happen to anybody, o Have happened to

posterior surface of
near the pylorus and

The surgeon now applies the four stays,

ment of the stomach between his fingers and stHe ' stll holding the Seg-

stomach stay as near the pyloric end as possible.a l:;‘sh:I;?]lgll:i ats};e;etf[: hand
ed through

the serous and muscular coats at the e imi .
m‘osis and is handed over to the assist}:r::.me'rhhrz‘;s(;fi tth c lntende.d anasto-
chps:. onan artery {orceps, cuts the threads short, and stant pulls it double,
the instrument assistant. The surgeon now ap;;lies t}:ﬁtu.ms the needle to
stomach stay as near the greater curvature as possibl e right band corner
the assistant. The surgeon thrusts the index finge e and hands it on to
wards the vertebral column, feels for the abdomin fl :o:::;d :23 tl;urnb on-
) close to the
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left of it he feels again for the very first loop of small intestines. He
hooks it between his fingers and brings it out of the abdomen and
demonstrates it to be the very first loop of the jejunum, its direction
being from left to right. He kneads it flat to squeeze out its contents
and lays it perallel to the segment of the posterior wall of the stomach
already held between the stays. He then secures the left hand corner
intestinal stay and then the right hand corper stay and hands them
both to the assistant, as before to clip them short on artery forceps, and
return the needles.

The two upper stays are held gently lifted up by the assistant and
the surgeon lifting up the abdominal parietes, applies the square tailed
abdominal towel (handed by the instrument assistant) to the upper cor-
ner of the wound, pushing the transverse ocolon and the omentum gently
back into the abdomen above. The two lower stays are similarly lifted
up and the surgeon then applies the lower square tailed towel to the
lower angle of the wound. Then the right side of the incision and then
the left side are both shut off by two towels. A gauzce pad is then insert-
ed into the lower angle of the wound over the square towel, in order to
shat off a gap between the entering and emerging coil of jojunum where
otherwise soiling might take place. A long roller gauze wick three inches
in diameter is then insinuated between the stomach segment and the
jejunum between the intended line of anastomosis. Two large towels
are now spread out on either side fixing the portion of the gauze which
now protrudes beyond the gut and clipped by artery forceps to each other
above the stomach and below the jejunum, so that now nothing is visible
except the portion of stomach and jeéunum isolatec-i for anastomosis.
This keeps the anastomotic surfaces quite steady and in close approxima-
tion as though they had been clamped. Noinjudicious pressure is made.
If the towelling (which is the secret of this achievement) has been good,
the rounded convex borders of both viscera are invariably in excellent
ready for stitching, without awkward folds or crypta under

apposition warc
pp ’ d to manceuvre his stitches.

which one has to get rout
| The Anastomosis.

The instruments assistant gives a full length fine silk threaded on a
fully curved intestinal needle. The surgeon commences stitching the

i i des the serous and muscular
the left. The suturing mclu. :
s:::s‘: :::;; and is applied Lembert fashion. The assistant draws the

b
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thread, makes the first knot after the stitch is passed and keeps the end
clipped by an artery forceps. The assistant draws the thread in bet-
ween the stitches, just taut enough to raise the viscera iu apposition for
the next stitch. The surgeon applies the stitches roughly at one-eighth
of an inch interval and this sero-muscular posterior line of stitches ex-
tend from two to three inches, according to the condition flabby ot
otherwise, of the stomach. The instrument assistant is all the while
maintaining gentle traction on the two right hand corner strays. When
the stitching of the serosa reaches the right hand corner the stitch is

locked and the needle is taken below the two stays and kept pinned to
the towel above,

Steadying the left hand stays with the left hand, and with a small
knife the surgeon incises the stomach } of an inch away from the poste-
rior sero-muscular suture line, down to the mucous membrane which he
carefully buttonholes. Then with a pair of curved scissors, he neatly
and rapidly enlarges the incision right up to the two corners of the
ellipse. The redundant gastric mucous membrane pouts into the incision,
and ozzing and spouting gastric vessels are encountered. The surgeon
and his assistant, each on his own side, pick up the vessels, teasing open
the cut mucosa with a pair of dissecting forceps and catching the bleed-
ing point. Often from six to eight vessels require thus to be secured.

The instrument assistant hands over thin or medium catgut, after
testing them to see they are not friable. He holds each one of them
streatched horizontally bstween the thumb and forefingers of each hand
and the surgeon picks them up. The assistant cocks up each artery
forceps while the surgeon slips on the knot and ties it and hands over
the loose ends to the assistant who cuts off the ligature short. When the
hamostosis is complete, the surgeon incises the jejunum rapidly in a
similar manner, but never has to tie any vessels here.

The instrument assistant hands him the thin catgut on a fully
curved intestinal needle for the posterior-all-coats-running suture. The
surgeon enters the needle from the mucosa of the intestine at the left
hand corner, traversing through all coats. The assistant knots after the
first stitch has entered the mucosa of the stomach, the kaot being on the
mucous side. The redundant free end is kept clipped to an artery
forceps. The instrument assistant keeps traction on the right hand
pair of stays with the left hand and mops the area with strips of warm
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ist pauze, in between the stitches. The surgeon himself draws the
e ’ to make sure that he leaves no weak spots. \Vheﬁn the
ca.tguf tagt eached the right hand corner, the instrument agsistant
stichine has ; ht hand pair of stays. The stitching has been so far a.xll
femOVes.th? ngutwards. The surgeon now commences the ante'ru')r
from '“:l (:hrough layer of stitches. At the extreme corner it is
throvgh ant'call and then continued parallel to the sides of the
fmt?r‘ed v'er(li n:ell fashion alternately unfolding the stomac.h and the
l'm':lsmn mw;en the stitching reachs the left hand corner, it is knotted
e & d. kept clipped on an artery forceps and cut short by. :(he
v 'the . (’; eaiJ care should be bestowed in getting sound apposicion
R loose tags of the gastric mucous membrane protrudes out.
?lt‘llcile ::]i:(t:hil:): now, will be evident, is all from without inwards.
The silk thread pinned to towel is now taken and th(:1 anteno:s'
glar-running suture is now putin. This mclude.s the serox'nd
o lar coats as before. The assistant now helps in the rapi
and o usen ¢1f this line of stitch by drawing out the needle and handmg
application © he surgeon for the next stitch. Thus the surgeon and his
it Pack t?i tt‘:ot chinge hands and the stitching is rapidly concluded
asl“:lsmntista(:’lt uses a special forceps to gently draw out tl?e. needle and
o eon takes care to receive the needle in good position to ?pply
thh'e ui‘;rtgstitch while at the same time drawing out the thread sufficiently
is

taut to raise the nexr point to stitch.

When the running sero-muscular-suture has thus been returned to
.t ti:g point on the left the assistant removes the left hand corner
its star .
l;:isr of stays, knots the silk, and cuts the end short.

he square towels, gauze pad together with the two large towels
The squ 4. The roller gauze is now gently pulled upon at both
are nNOwW rem'O"e. . the transverse meso-colon is sought for and carefully
nds the shit tlln nastomosis. Its two extreme ends are secured to the
adjusted over the 8t ut sutures, which are knotted and clipped short by
 rant ?r;ae ,goner guaze is cut short and c!ose by the assistant
the assistant. removes it by gently drawing it out, and at the same
and the. surge.ont be posterior line of the anastomosis. The viscera are
time he "‘,spec: bdomen, the great omentum and transverse FOIOP are
returned 17 9 ttl ; ?nto their natural position. The anastomosis will be
?djuztt:g slgi;nupy behind the transverse colon and the omentum.
ound -

jejunum by tW
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At this stage the appendix is investigated and removed if desirable,

The abdominal parietes are closed as follows. The posterior layer
of the rectus sheath and the peritoneum are closed by a running catgut
suture of thick catgut, starting from the lower angle of the wound to
the upper. The assistant secures the first knot, cuts the redﬁndant end
short, and draws with one hand the thread taut while at the same time

keeping the parts well in view by the other hand, As soon as the |

peritoneum is stitched warm saline is poured into the
clots and debris are sponged dry. The rectus muscle is ad justed in its
bed and the aponourosis is now stitched with thin catgut from below
upwards. At the tendinous inscription of the muscle, the stitch
includes a bit of the rectus muscle. The assistant knots the stitch

wound, blood

below, cuts off the tag draws the thread through and knots it above and.

cuts it short as before. Warm saline is again poured into the wound
and the skin wound cleared of clot and debris,

The skin is stitched by interrupted silk-worm gut sutures, The
first assistant commences stitching from the lower angle of the ‘;voun q
L]

and the surgeon from the upper angle, the instrument assistant handing_

them each a half length silk worm gut on a straight half curyed
Hagdorn’s needle as oftea as they finish stitching, He has to kes fve

stitches in his hand in advance and thread fresh anes as ofteq l;s :il:r
ncedle is returned to him. He at the same time sees that all the inst e
ments are cleared off the abdominal sheet and counts the needleg 'Iftl:
first assistant then mops the wound dry, by gentle rolling with d :
sterilized gauze. A cuating of Tr. Iodine is applied on 2 brush I-?
applies sterlized dressings to the wound and sees to its bandagin b the
nursing orderley. The patient is then carried on a streacher toghi: b ;
and the nurse in charge administers glucese saline per rectum. In :

uncomplicated case the operation thus done, should not take ﬂ.lore tha:

25 minutes and if the team is working properly not one word need b
spoken throughout the operation. o€

Delay in Operation.

Where one watches the master doing week after week gastroen-
terostomies by the dozen, one comes across a number of causes which
tend to delay. Some are in the nature of accidents,
table. Although the irreducible minimum of tweuty
in the expert and with the permissible margin of up t

others are preven-
to thirty minutes

6 45 to 60 minutes’
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in the novice are rarely exceeded, still minor mishaps not chronicled in
any book do happen and the sugeon has got to depend on none but his
motber-wit fo come to his rescue. It isat such junctures that the
surgeon’s best traits of head and heart are displayed and they betray a
strong family likeness to the indomitability and resourcefulness of the
general in the field of battle. It is far easier to scare and rattle off one’s
assistant, and make him a more nervous automaton for the next
gastroenterostomy. But the real master tides over these with the
supermost non-chalance and conserving his spleen strikes silent uncon-
scious responsibility all round. 1 shall ebumerate below some of the
accidents, all small in themselves, but pilfering to me enormously in the
aggregate which 1 have actually observed.

1. Delay due to anesthesis,
(@) The patient stopping breathing.
(b) The patient straining.
(¢) The patient’s respiratory passage getting clogged, with mucus
and the patient retching.

2. (a) The silk getting drawn out of the eye of the needle, due to
too short a length of the end beyond the eye.
{b) The needle breaking.
{c) The thread snaping short.
(d) The thread being accidentally cut by the instrument assistant
while removing the right hand stays.
(€} There being knots or irregulariry in the silk, the irregularity
catching in the serosa and becoming difficult to pull through.
3. Blunt knives,
4. Bleeding from transverse meso-colon while drawing stomach out,
5. ‘The difficulty in securing haemostasis owing to several causes:
(a) A vascular stomach.
{b) Friable ligatures.
(c) Blunt pressure forceps.

(d) Formation of a sub mucus haematoma.

6

N
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(e) Accidental ra

. gging of t q ..
scissors. § he mucosa while incising it with

(f) Friable gastric mucous membrane
(g) Pouting and non-apposition of the mucoug membran
. e.
(k) Accidental encountering of an ulcer in the anastomotic Ij
¢ line.

6. Patient coming out of ana

. . esthesi ; .
being stitched. esis while the peritoneum is

First Assistant’s Duty,i

1. Tosponge, secare any spouting vessel

steady the anterior rectus sheath while making ths in the skin, and to

. e dissection,
2. To lift up the peritomeum while incising it

2-a. To nick with seissors the transverse meso

posterior surface of the stomach, colon and expose the

3. To cut off the loose ends of th
forceps, and lift them up when the su
inside the abdomen, and * packs off ’,

€ stays after fixing each in artery
rgeon tucks the rest of the viscera

4, Todraw thg silk while applying the

suture. posterior sero-muscular

5. On his side, to sponge, secure

vessels i
them up and cut short the ligatures, S In artery forceps cock

6. To knot and draw catgut while

. keepi \
between stitches, €eping steady traction on it

7. To cut off the left hand corner

them carefully without cutting the silk b:]‘t-,?'s at the top and dislodge
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8. To draw the needle for the anterior-sero-muscular silk
Lembert’s suture and hand it back, knot and cut off the ends,

To knot and cut off the ends of the two stays of catgut introduced
into the slit transverse meso-colon and the jejunum.

10. To keep traction on the continuous peritoneal suture of the
abdominal parietes, knot and cut the ends off.

11. To keep traction on, knot and cut the ends off the continuous
catgut suture of the aponeurosis and keep parts well exposed.

12. To stitch the skin at the lower end without crossing hands:

13. To dress the wound.
The lustruments Assistant's Duty.

1. To hand over the instruments for muscle displacements,
towel clips, knife, curved scissors, two pairs disszcting forceps, two
pairs rat-tooth forceps, one dozen artery foreceps.

2. To hand over the four stays and collect the needles.

3. To hand the small tailed abdominal towels spread out be-
twecen his hands, the two larger towels, the gauze pad, and the gauze
wick to ¢ pack off’ the peritoneal cavity.

4. To hand the serous suture silk and steady the stays on his.
side. ‘

5. To test every ligature and hand them, holding them between
both bands and discard the artery forceps used in securing the vessels.

6. To hand over the catgut to suture the anastomotic hole and
to steady the stays, mop in between the stitches with the firm short
squeezes and to remove the right hand corner stays when the stitching

approaches his corner.
7. To take back the needles used in the anastomosis.

8. To hand over the two catgut half-length sutures for securing
the slip in the transverse meso-colon and take back the needles.

9. To get ready for appendisectomy.
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10. If necessary to stead i
' . \ y the peritone
peritoneal stitch of catgut, and pour salg’ne um and hand over the

11. To hand over the apon : .
saline. poneurotic stitch of catgut and pour

12. To be ready in advance with four stitches of sitk.

for the skin-sutures, and remove all instruments worm gut

13. To count the needles.

Even with this scheme of tea
m work ienti
delays due to the patient are considerable. » conscientiously followed

.. T :
abnormalities met with in the course of the hey are mainly due to the

operation,
They are due to difficulties.

1. In opening the peritoneal cavity dye to past peritonitis

2. Adhesions of the stomach and
. . uod .
in the nelg'hbourhood, viz., liver, gallbladder, :;;“‘;dtlo -the structures
tures forming the stomach-bed, the posterior abdomina] ii;c;;] s to struc.

3. Difficulty in extricatin i
g a2 suitable
through the transverse meso-colon. : segment of the stomach

4. Stn.ctufe and adhesion of the jejunum at the d ia
flexure necessitating an anterior loop operation uodeno-jejunal

It would be interesting to catlo

. ugue here al ; .
ties that bhave bf:en from time to time metl:‘:tt!hva.nous abnormali-
Gastroenterostomies extended over many years In the course of

1. Lumps, hard and soft of various g
us si
orange at the pylorus, the first part of the duofie:;m:om a marble to an

2. Scarring near the pylorus,

saddle
carvature. back ulcers of the lesser

3. Adhesions of the stomach and duodenum

bladder, to the transverse meso-colon, the greater om tOt the liver, gall-
entum,

4, Cancer of the pyloric end, rare,

5. Tubercular nodules on the jejunum

6. Various conditions of the stomach, low
]

atonic, fatty, vascular, hour glass, leather-bott]e stomach, muscular
3

highly scarred stomach,
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stomach struck back against the posterior abdominal wall neat the
vertebral column. :
7. Round worms, food, fresh blood, slots in stomach.

8. Mucous membrane at the site of the anastomosis friable,
thickened, gelatinous, or actually ulcerated and otherwise unhealthy.

9. A small piece of detached omentum on the upper surface of
the pylorus at the site of an ulcer.

10. Several scars of old ulcers in the intestines.

11. Congested gastric veins.

12. Dilated gall-bladder owing to pressure of pyloric and duo-
denal adhesion to the posterior stomach wall.

13. Hypertrophied and friable gastric muscle.

14. Where gastric symptons were indefinite, the following
abnormalities were found in the appendix; .

(¢) Long appendix with sigmoid, curve, acute kinks, bulbous
~ tips, retro-caecal in position, discovered and and dissected -
up with difficulty.

» Feetal type of cecum.
(c) Appendix represented by a button-like stump.
(d) Ceecum not descending below the crest of the ilium.

(¢} Constrictions, congestion, worms, inspissated feeces, concer-
tions, ulcers, mustard seeds.

(f) Extremex mobility of the cecum.

(g) Appendix curled up in a pocket by itself with remnents of
Jackson's membrane.

After-treatment.

After the patient recovers consciousness, he is put in Fowler’s
position. Vomiting, post anasthetic, as well as ushering the onset of
reaction after the operative shock, is usual at this stage. The usual
stale dark blood, sometimes, dark, tarry, clots, are vomited. Sometimes

several ounces of dark liquid blood are vomited, but such is unusual.
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1f the abdomen is distended the banda

ge is slightly loosened and the
flatus-tube is passed.

Nothing is given by the mouth durin
gargling the mouth and sucking of iceare
rectum is the mainstay to allay the troublesome thirst and up to3to 6
pints are given. Usually the urine is passed naturally. If not a catheter
is passed every 4th hour, After this period whey and albymen water are
given. Later barley water is given and egg-flip with brandy. On the
third day and if the abdomen is obstinately distended, earlier still,
Magnesium sulphate in dram doses is given upto 8 doses every hour untj]
the bowels act. Excessive action of the bowels js not aimed at. Black
tarry motions are sometimes passed signifying melzna. Patient is next
fed on plain milk, then broth then bread. Thuyg in a week the patient is
brought again on milk-diet. On the eighth day the skin-sutures are
removed. The dressings are inspected on the third day and the suture line
painted with Tr. Iodine. Rice is added at the end of a fortnight and
by the third week the patient is brought to ordinary Indian mixed djet.
The secret is to stimulate the patient to eat, the test of a return of
normal gastric function being the progressively increasing appetite. The

trick to achieve this is just to keep the patient desire some food and to
yield to it making haste slowly, He s put on an alkaline

mizxture if such a thing secures him a relish for his humble

g the first 24 to 36 hours but
permitted. Glucose saline per

Carminative
dietary,

Post-operative Complications,

The following common post.o

1 perative complications of Gastro-
enterostomy demand notice and treat

ment on well recognised lineg

1. Shock.—Recognised by quick thread
of sweats, cold clammy forehead, a falling te
ing and a distended abdomen.

y pulse, profuse drenching
mperature, shallow breeth.

This treated by glucose saline
or Pitutrio 1 c.c. subcutaneously,
warm blankets.

per rectum up to 6 pints, Adrenalin
hot water bottles to the feet,

and

2. Vomiting.~Post-anaesthetic vomitin
to four or five hours at the most,
abundant. If at all persistent and ab
rest and obviously exhausting him,
effective,

ing is usual, and is limited
Sometimes gastric mucorrhoea is
undant and disturbing the patient’s

the follow'ing plan will be found

b 1
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- §. Wash the stomach with saline. .
2. Morphire and atropine } gr. and 1/200 gr. hypodermically.

3. Bismuth subnitras and Sodi Bicarbonas grs. 5 as in powder
for 6 doses every hour.

4, Cerii Oxalas grs. 2T.D. S.
5. Iced orange juice and bits of ice to suck.

Haematemesis,—Morphine Tartrate } 'to ¥ grain' hypodelr.
. uys'calcium Choloride grs. 5 to 10 with potassium bromide grs, 10
mically,

in mixture T. B. 5.

4. Retention of urine.—This is an evidence of shock ;nd -lf:::
i . ff with a few catheterizations. If the bla'ddef shows 2
o P & dency to fill in spite of regular catheterlzatl'on and the
Obs't e tent;ndglncy to pass but cannot actually pass urine by him-
e t'ms . enous injection of * Cylotropine ™ immediately starts the
sel.f. a;,; 1{;1::: ' The patient should be put on Urotropine grs. 10 T.D.S.
urina .

5. Pain.—This is complained of but by few.. l:’:fhireA:ti;Ll
r;d disturbing sleep, sleeping draught for the nig ;3 pThe
P ium Bromide grs. 10 for the first day will suffice.
gl'S-t7 I?o;f:;:asion that all is well and assurance of uneventful recovery
Doctor's

will go a long way to secure adequate rest.

: i troublesome. If loosening
; ion is sometimes very 1 R

6. Distens of the flatus tube, turpentine enema, an mj‘ectl‘on

the bandage passage . Ihate ers. . and Mistura Carminativa

of Pituitrin 1 c.c. or Eserine Sulphate 810' 80 dose on the first 24 to
. na minimums 5 to per > o8 .

with Tr. feu::tor;ppreciably reduce the distension, it will be miucmh

36 Do toart the bowels moving with dram. doses of Magnesti‘:ne

e Sevelr hour for eight doses and give at th; samfatb for

5u1pl.1at15 yof Calomel (sixth of a grain every l')out) y mo i

fractional dose; me authorities recommend the routine use of a turpen

o

a few doses. for the first five days.

tine enema every day

; istended cases as well as in toxaemic

icoup.—In very badly distended cas hould

7. Hw‘;:{)m occasional complication. Vigorous meas?rzsti:n A

ones, h‘cc:il;tely instituted to rid this most ugly comp “; p ma.y be
be "lx:'mee' injection of % grain should be given at oncea
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repeated. Adrenalin m. 10 by mouth may be tried and the bowels
made to act early.

8. Constipation.—Where at all severe requires the daily use of
glycerin and soapwater enemata, and Mistura Cascara Sagrada by
mouth.

9, Pneumonia directly attcibutable to the irritation by the
anaesthetic as well as the hypostatic variety in debilitated individuals
is occasionally met with. Wherever possible, it is best treated by fourth
hourly hot turpentine stupes to the chest, garlic juice by the mouth,
potassium permanganate enemata once daily, a mild Diaphoretic
mixture containing Potas. Citras, Potas. Bicarb, Viu. Ipecac, Tr.
Belladonna, and Liquor Ammon-Acetatis. The heart is supported by
brandy, two to four ounces daily, tepid sponging, the ice-bag, or the
evaporating lotion to the fore-head, where the pulse shows signs of
failing injections of strychnine and digitalin (as well as Tr, digitalis in
15 m. doses in the mixture) or Camphor in oil grs. 3 intra-muscularly
may be used. Adrenaline is best avoided. However treated, pneumonia
occasionally proves a fatal complication. It is sometimes influenza
and the signs are chiefly bronchitis or bronchopneumonia. Curiously
enough, the thin and wizened individuals appear to be better surgical
risks so far as this complication is concerned than the apparently more
robust-looking.

10. Parotitis is an occasional complication. This is a tell-tale
phenomenon pointing to the fact that attention to the mouth has been
defective. Pot. Chloras or Pot. permanganate gargling and painting
the swollen gland with Tr. Iodine or external application of glycerinum
Ichthyol cam belladonnae will give relief.

The patient is usually discharged at the end of three or four weeks,
and the criterion is the freedom from the pain of his characteristic
contractions, improvement in appetite, and steady gain in weight. The
immediate results as enumerated above are most gratifying, in the
cases of well marked pyloric stenosis. ‘

But in small proportion of cases vomiting recurs, and the patient
goes steadily down-hill and rapidly wastes. This may be due to
stagnation of bile and pancreatic juice in the afferent loop as well as
numerous mechanical causes affecting the drainage of the afferent loop.
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Continental surgeons have tried and abandoned a number of ingenious
devices to circumvent this stagnation in the afferent loop. Mqynihao
abserves: ;.. : L

"7« The whole question as to regurgitant vomiting has, ‘hov&évéﬂf.
receded into the background ih'my' ‘experience. T never see it in any
case of mine now, nor have T seen‘it in the last few. hundred cases. I
believe regurgitant vomiting to be due chiefly to a mechanical defect in
the operation, a defect which consists mainly, if not solely, in the leaving
of a loop of jejunum, between the flexure and the anastomosis. This
loop becomes * water-logged”, Lile and pancreatic juice distend it,
being unable to escape from it easily into the distal limb. Regurgita-
tion through the pylorus then occurs, or the weight of the heavy loop
causes a kink at the anastomosis which closes the entrance to the distsl
limb. In some cases post operative adhesions distal to the opening may
be the cause of that obstruction, which is invariably present in cases of
“ regurgitation.”

The above cause and the over looking of an intestinal stricture as
well as at the time of operation are the common causes of regurgitant
vomiting, where one encounters it. In one case it was found that the
anastomosis was done half way down the jejunam. It may be due to
faulty technique, to a too narrow anastomosis, the anterior loop opera-
tion, etc. The treatment of regurgitant vomiting. as Moynihan says,
must be by operation, in serious cases. An enter-oenterostomy must be
performed. In the slighter cases relief is often afforded in a remark-
able manner by lavage of the stomach every 24 hours for a few days.”

12. Diminished appetite and return of symptoms,~—These are
almost always attributable to irregular and injudicious dieting. Some
advocate a routine use of alkalis and belladonna extended over six
months, even after a gastro-entrostomy, to get the full benefits of this
drainage operation. Magnesia Carbonas as antacid, and Tr. Belladonna
as an anti-spasmodic, together with the stomach wash, must be the
main line of treatment in the milder forms of apparent failure. Omis-
sion to do an appendisectomy is often responsible for a return of the
painful Dyspepsia where that organ was not inspected at the time of the
original operation or the patient’s general condition precluded it.

13. Gastro-jejunal ulcer—~In a country where desperate and
urgent surgery is the order of the day and where people wander far and

7



50 The Madras Medical Journal
wide in search of a cure, the ** follow-up
of accurate statistics to show that from the very few cases on record of
secondary operations mostly done on middleaged men and women.
complications under this head must be very rare indeed. And there is
3 strong reason for this. Moynihan says : L

Syctem of cases in place

, “ My own experiencg shows that the unsatisfactory results which
follow upon gastro-enterostomy are due (apart from technical errors)
almost exclusively to the performance of the operation in improper cases.
If the operation is restricted to those cases in which d
disease is discovered in the stomach, distal to th
or in the duedenum, the results are uniformly s
are due to the adoption of the operation in ca
present to justfy it.”

efinite organic
e suggested anastomosis,
atisfactory. Bad results
ses where no lesion is

4midgut.' _But as the liver enlarges rapidly at this. time and cGa

~‘Anomalies in Intestinal Rotation: -

- and Fixation and their Surgical

: Complications. SR
DR. N. MANGESE RAG, M. B. & C.M,, F.R.C.S.E.

- 'Development of gastro-intestinal canal in the embryo.—About the
fifth week the gastro-intestinal canal is attached to the aorta in the mid-
line by a mesentery. This canal is supplied by three arteries from the
aorta which delimit the three parts of the canal. '

1. The foregut supplied by the ceceliac axis gives raise to the
stomach and duodenum as far as the bile papilla. There are practically
no anomalies in rotation or fixation of the part, SR

2. The midgut supplied by the superior mesenteric artery gives
rise to the rest of small intestines, cazcum and colon as far as “the middle
of transverse colon, Anomalies of rotation and fixation chiefly occur in
connection with this part. ‘ :

3. Hind-gut supplied by the inferior mesenteric artery gives rise
to the rest of the colon and the rectum. _ . -

-~ In the fifth week the midgut is in the form of a U-loop lying in the
mid vertical plane, the proximal part being in front and distal part be-
bind the superior mesenteric artery, the two limbs of the loop being
called prearterial and post-arterial respectively. From the apex of the
loop the viteljne duct passes into the umbilical cord. ‘

At this time a band like formation in the upper part of mesentery

-of hindgut fixes it to the left side of the or?gip of Superior l}‘l_e‘senite.rfc

‘artery and as the hindgut develops in length a loop ?a?'ef* th COh?jgi;gle

" ‘forms on the -left side of root of superior mesenteric’ artery:” '['he

‘terminal end of foregut also gets fixed to the right side of root of

" superior mesenteric artery. The midgut t.hus bas a narrow base for its
mesentery between the above two fixed points, . S

" During the fifth to tenth week further development occur

cavity is still small the mobile midgut is forced into the umppig

L— 3
EATI

y \ A
\/mz;%;— EIRTEN
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this process and the further development
s a 00" ) _ r of the mid
tghe rigbtggf‘t;:?nt:tti: CIOC";Wlse rotation, the p;earterii.‘lxt.q::;zizzpl P
bounded._ by, the fixed he root of midgut mesentery is narrow and
oo e o ehe fixad . points of foregut and hindgut mentioped abos
e e do-co ic angle. The mesentery of mideut is . Anove
right and a .lei@'ileaf by the superior me iy divided
preartengl segment (right leaf) now grows ra idl Se?te”c artery. The
postatterfal segment in thickness. The -c’ae%&l yb 4 cngth and the
g;:starten'al segment and develops in size wj h nd- appe ars in  the
stal to it. The left umbilical vein Jv; e the ascending colon
segment forces it further to the right and ‘
postarterial segment upwards and to the left. The increase length of
S€ 18 length o

midgut an in i i
g d change in its position causes an S curve t i
* o appear in it.

Thi .
i:;s.coqcludes the ﬁr.st stage in rotation. Anomalies ; i

rotation are only possible in the presence of co 8s in this stage of
cloaca (Dott.) mplete sxtroversion of

large caecum finds the umbilical openi

and the prearterial segment returns ins
loops returning first.

0g too small, it remajns behind

m, th.e most proximal
th-e primary ones are

ide the coe
As further loops pass ip p

and downwards to occupy i
Py its future nor i
the rest of post;:rterial segment now mal posit th
caecum now lies anterior to the e coelom, but th
uf ; mesenteric a M e
umbilicus. Further development iq the coloni oy 2d at the level of
‘p'usbes the caecum upwards to . C part of thig segment
right lobe of liver. In the second
totates counter clockwise through 1 the prearterial segment
and to the right in front of dypode

returns into

aum and sup

it conplete 360° rotation in the tv

 “only completes 270° in its rotgtion
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"' Anomalies -in this stage may be (1) Non-rotation, (2) Malrota-

tion, {3) Reversed rotation. ' ’
According to Norman Dott the non-rotation is due to sudden.reitufﬁ

of both segments togetber owing to large size of umbilicus at this time,
The condition in such cases would be that the caeccum would be on the

loft side. level with. umbilicus or just below it. the small intestines

occupying the right half of coelomic cavity with the terminal part of
ileum crossing from right to left. The ascending colon and trapsverse
colon - which are usually -small in such cases and descending colon, will
all occupy the left half of coelom cavity. In these cases the mesentery
of caeccum and ascending colon persist. The case reported in this
article belongs to this group. In ‘ Malrotation ' the caecum may pass
across in front of the superior mesenteric artery and be fixed near the

ylorus or sub-hepatic region and the prearterial segment invaginate
into the left leaf or postarterial mesentery but in front of the mesenteris
The postarterial mesentery in such cases forms a sac in which
ent, i.e., most of the small intestines, are found. 4
which the postarterial segment remains in the_left
1 segment is pushed in front of the artery into
| segment which stretches out a sac and the
front in the middle line, A third type may
occupies the pyloric region and the prear-
terial segment shows no signs of ro.tation. In these cases a long parrow
mesentery fixed at the duodena-colic angle result‘s and most of the small
:ntestines occupy the right and aspect of abdominal cavity. Such cases

are very liable to ‘volvulus. o | o

Reverse-Rotation.—The pmaftedal segment passes Jn front to the

feft and postarterial segment behind the artery to t}he'ught‘, Hexce the

duodenum is in front of superior ._m.esgx.lteng aftery and trapsverse colop
bebind the artery. But this cond;tan is very _rg;e. | -

Third Stage.—The caecum and-,as;:.e_ndifng colon increase in sige

3 m travels down to OCCUpY the right iliac io§sa. Next fixation

testines occurs, The postarterial mesentery fuses

i peritoneym except the porti;m belongt:g to pz,;
lop., The prearterial mesentery fuses with parie

:ferittr::::rents:o ::rm its normal attachment. The mesenteries of caecum

ascending and descending colons fuse with parietal peritoneum and are

obliterated.

artery,
the prearterial segm
second type is one in
gide, but the prearteria
the mesentery of postarteria
caecum etc., come to lie in
occur in which the caecum

and caecu .
of different pasts of in
completely with parieta
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- - Anomalies in the third stage may be.—(1) Non
(2) Mobile caecum and terminal ileum from non-fixation of postearter;
mesenteric segment, (3) Mobile caecum and aséénding é&log‘? -arterial
obliteration of their mesentery, (4) Excessive fusion or abpoy ?91’9 non-
may produce a variety of conditions. ' e nogzn;a. fg§1gp

-descent of caecum,

© - Surgical complications of the above ' conditio; i '
condition may be noticed while a laparotomy -fnc;t“:):;:rt:zp::::i’:;ot::
Either. volvulus . or -obstruction ‘may occur in n&n -
rotation or in reversed rotation and where the ,postaiterial ‘mesentery i
not fixed. This may occur in infants. . Volvulys of this t e‘; eIy 18
cause immediate obstruction to circulation but only to lumez-p of t;e ® not
Later however obstruction to circulation also occyrs, ‘Clin'itl: lf y
condition is difﬁcult to diagnose. It resembles pyloric stéubsis of ‘ilnfy the
but bile is present in the vomit. In older children and adults it i a‘m'?;
more difficult to diagnose except with the help of barium mea] roents .
grams. In older patients the obstruction is of the high type and fie no
unconnected with taking of food and bowel movement, e ot
right side of abdomen is suggestive (Waugh).
only vague abdominal symptoms or none at a
discovered in an exploratory laparotomy.

-rotation, mghl-.

Emptiness of
In adults there may be
1I, the condition being

Case Report.—Mrs. S. 1., aged. 29, Was"aamitfed into General
Hospital for symptoms of chronic intestinal obstruction of about 9 ears’
duration. R o A years

AR

A History.—About nine years previously patient had pain in th
left side of abdomen and felt something. “ rolling ™ inside: " There wa,
vomiting and she was unable to retainfood. This lasted
days. Similar attacks occurred now.and then lasting for cou
During this period she gave birth’ to two'children.” During t
‘to four months “the" attacks have ‘become worse and: more:

““There was
gbqut three
ple of days,

‘ frequent,
Examination- revealed couple of tender lumps on. the - i;ft‘sid e of
umbilicus. The abd’c_amen.Was;diste.nded; esp'eci.ally,‘Whm,pai'n Was.severe
Roentgenograms aftex -barium meal showed a.tion rotation. of . intestines
with caecam and colon lying:in the: left: of abdemen, In.addition dela

of barium in-the terminal part of iletm was also noted., A.qlinjcal diagy'
nosis of tubercular entero-peritonitis was also made, -,

Sl

he'last thrae -

Small intestines are all

One hour and a half,

Picture 1I,

Duodenum and upper

Half after barium meal,

Picture 1.

Barium is biginning to

seen to the right side as before.

part of small intestines are seen all on the right of

pass to the left in the last part of ileum,

vertebral column,



o
>

ium is passin

Bar

up the ascending colon,

Thre‘e hours and a half.

Picture IV,

Picture V. Five hours. Shows delay in the ileum, The

terminal part of ileum is visualised and shows a narrowing
in one part and also shows the distended ileum proximal to
it. Barinm is just passing through transverse colon into

descendinyg colon,

Barium is passing across

through terminal part of ileum.

i

=3

S

©

= These rentgenograms were done by the X.ray Institute, Madras, and the writer of the
. article is obliged to Capt, T. W, Barnard and his Assistants {or their great help,
=

(2]

—

=

]
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Laparotomy on 4th October 1932, A left para-umbilical incision
was made and peritoneal cavity opened into. The duodenum passed
straight down on the right side and jejunum, ileum occupied the right
half of coelom. The last portion of ileum crossed from right to Jeft to
end in the caecum. The caecum, ascending, transverse and descending
colon were all occupying the left half of _abdominal cavity, The
cz&cum and ascending colon, had a mesentery of about five inches width.
In the terminal 14 inches of ileum, hypertrophic “tubercular areas about
one to two inches in size and three inches apart were found. The ileum
proximal to them was hypertrophied and distended. The ileo-caecaj
graup of glands were enlarged. Tubercles of the size of pinhead were
present on the peritoneum over the lesions. An iso-peristaltic lateral
anastamosis between the ileum proximal to the hyperplastic areas and
proximal end of trangverse colon was done. Wound healed by first
intention with relief of pain for sometime. The pain again appeared
but there were no signs of obstruction and bowels were regular.

I am greatly obliged to Dr. M. R. Gurusawamy, Second Physician,
for assistance in the clinical diagnosis of this case. I am also obliged to
the Staff of X-ray Institute, Madras, for the barium-meal roentgenograms
and assistance in then interpretation.
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Editorial.

We offer our hearty congratulations to D
_ \ ' r. T. S. Thi
murthi, Professor of Pathology, Medical Colle S prniru-
patam, on the well merited honour of “Rao Ba

ferred on him by the Government.
* * 3 ™

hadur con-

.
We understand that the proposals of the Retre
Committee, regarding the revised scales of pay
Madras Government Servants, as approved by thy
ment of Madras, are circulated to the heads of de' Z
As we are not in possession of a copv of the sa,nr:e w
not in a position to consider it in detail. Byt what We B
to press on the notice of the Government is this - I?c wish
been conceded that the Madras Medical Service i.s ah has
geneous one. The Assistant Surgeons, Civil Surgeon e
Selegtion Grade Civil Surgeons all belong to the s and
Service just like the Captains, Majors and Colo e
to the same Indian Medical Service,

All the permanent Assistant Surgeons ent
with the full hope of becoming Civil Surgeons a,
Grade Civil Surgeons under the existing scales of i
is only a legitimate aspiration of the Service n?:v' This
new sqales of pay and prospects of Service should n:t. The
the existing men. They should apply only to the faﬁGCt
entrants who come with open eyes regarﬂing their ro
pects. But to disappoint the existing Service men b pro§-
ficially dividing them into separate groups, by infe y a?“‘
new scales of pay and by dulling their pro‘spécts is PI;Osmg
the least, bound to create discontent and stra{ b Sa.y
loyalty to the service. This, in our opinion, is an ung t}le"‘
precedent which, if allowed to occur, is lik,elv to calthy
attraction and integrity of Government Serv‘ice‘ mar the

- \tNe ttrus’; that the Government in their .
effect retrenchment will not fail to i ;
the question which, in our opinion, i(;éor;s;(,eili.ot&]; ona ot
are not sure that the retrenchment cannot beon:ﬁeczgg

nchment

for the
Govern.
rtments.

nels belong

ered Service
nd Selection

anxiety to

o7

Assoctation Notes

without resorting to the application of the new scales of
pay and prospects to the existing men in Service. We
shall consider the new scales of pay to the Madras Medical
Service when we get further information.

* * * * *

We are happy to learn that the Madras Government is
going to restore the 10 per cent cut by the 1st April 1933,
in due fulfilment of the promise of the Finance Member to
the Legislative Council. We offer our grateful thanks and
congratulations to the Madras Government as this wise
step will enhance the confidence of their servants in the

Government.

Association Notes

The Annual General meeting was held on Saturday the 17th
December 1932. The Annual report and the auditor’s statement of
accounts were adopted. The following office-bearers were elected :—

Dyesident.
Dr. A. Lakshmapasami Mudaliar.
Vice- President.
Dr. M. R. Gurusami Madaliar.
T. Madhava Rao.
Executive Committee.
Dr. P. V. Cherian (Treasurer).
,» G. R. Dinker Rao.
N. Mangesh Rao.
N. S. Narasimhan,
P. Venkatagiri.
Miss E. Maduram.
C. Abbu.

» S. Ramakrishnan )
A. S, Mannadi Nair }Sec"etanes,

Mr. Y. Ramaswamayya was appointed as auditor for the next year.

Dr. P. Kutumbayya moved a resolution that the Executive Com-
mittee be requested to represent to Government through the Surgeon.
General regarding the posting of certain memnbers of the service to the
Teaching appointments in the Civil Surgeon grades but drawing a pay

of an assistant surgeon.
8

»
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Burma Medical Times.

The only Medical Journal in Burma.
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_ Annual Subscription, Burma & India, 5 0
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Single Copy ... .. 0 8
EDITED BY
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Medical Review of Reviews.

Sixth year commenced from
January 1931.

It numbers amongst its contribu-
tors, able writers and acknowledged
authorities. Its tone is bright,
fearless and strictly impartial. It
belongs to no clique or party, and
to the CITY as well as the
VILLAGE PRACTITIONER it is
of equal interest. o

Subscriptions, Rs. 5 .
(post free) per annum.
Published monthly.
Subscriptions from any month.
Specimen copses 1o the Medical Profession
sent post free on application.

318, BALLYGUNJ AVENUE,
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Radium, Radiology and Electrotherapy.
SPECIAL ISSUE OF THE ANTISEPTIC IN JULY 1931,

The above special issue of the Antiseptic will be the third of the series that bas been
n

decided tc bring out from time to time. The last two of them, viz., S i

(April 1929, Price Rs. 2) and Eye, Ear, Nose wnd Throat nuxnbex"(o:;l;:)ege, ult;l;%e {)ss,“e
Rs 2), have been much appreciate¢ and the forthcoming one will maintair tb, hr-’ce
level of its predecessors, several prominent Radiologists having promised article’s ofemnlﬁg

interests to the specialists and the general practitioners alike Subscribers to th v
* e

Antiseptic will gst the copy of the special issue without extra chargs i .
non-subsctibers the price of the special issue will be Rs. 2 a copyg;:{]i d;lfdc:::r‘se.ld ll;o
registered now. So if-you'are notalready a subscriber to the A,ntisepﬁc pl‘m;ou be
your subscription to-day to the undersigned and get the special issue free, Subs:r:et‘?‘xt
to the Antiseptic may begin trom any period. The 28th Vol, of the Journal has bp ion
with the January 119311 issue. ‘;‘\ few back copies of 1931 and the last two special issue:g;‘;
ilable. Annual inland subscription to t iseptic i : ;
?Ka::a‘kl:b ) s 0 the Antiseptic is Rs. 5, post paid, and Foreign
Full particulars of the last two special issues and a specimen 3 ;
issue of the Antiseptic will be sent free on application, P copy of an ordinary

MANAGER .
The Antiseptic,
(Estd. 1904) Post Box No. 166, MADRAS.

P. S.—Contributions to the special issue are invited,
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This Monthly Medical Journal of great prac-
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circulation among the rank and fle of active
practitioners in~ every quarter of India,
Burma, and Ceylon and other countries where
English language is spoken. It is eagerly
awaited by its numerous readers, and is read
from cover to cover. Its original articles,
selections and reprints are a great help to
busy practitioners, it economises your expen-
diture for periodicals, it saves your precious

time, it gives yon cream of the world’s medi-

cal literature and its query departcent is of
great use to subsciibers in difficult and

complicated cases.
Subscription : Rs. 3-8 per year.
Specimen copy free on reguest,

Best medium for advertising anything
and everything of use to the medical pro-

fession,
Publishers:

PRACTICAL MEDICINE,
Nai Sarak, Delhi,
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¢ Doctors kmow the insstimable value

L 4 of Horlick’s in convalescence and
“N

\ prescribe it whensver possible
1y ,

b

.4 he

L  Unanimous Verdict

DURING an attack of malaria, enteric'*ﬂ”pther acute fever,
excessive destruction of tissue I:ak ﬁ”i)lace Medxcal
authorities to-day are agreed that tissue destruction is best

d by giving a fluid diet, containing a liberal supply of

convalescence. Horlick’s is composedb of pure riéh

k combined with the soluble extracts of malted barley and
Q‘ /{t is easily digested and assimilated and except for a partial

™ ,.,‘i/esu{ctxon of C the vitamins are uninjured during manufacture,
e

Horlick’s is invaluable in all cases of malnutrition, in diseases
of the alimentary canal and myocar-

dial diseases’ during pregnancy and
lactation and whenever maximum
nourishment with the minimum
digestive effort is required.

‘HoRLICK’S §

The Original Malted Milk

(
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Drastic cathartics are known colloquially as dynamite, or T. N. T.
Purges are as much out of place as T. N. T. would be in raz .
Broadway building. Constipation calls for ang @

This product is an exact replica of Nature’s pan-
crobiliary machine, and it stimulates the liver to a
freer biliary secretion. One or two Pancrobilin Pills
Plain after each meal enable many people to establish

a definite habit of evacuation. .

For those patients whose alimentary systems do not
respond readily to Nature’s own enzymes, prescribe
PANCROBILIN PILLS COMP. Each Pill con-
tains aloin, 1/5 grain, in addition to the usual amount

of bile and pancreas. Aloin assists the bile in provid-
1, o [l ing slow, but constant, stimulus to peristalsis.

e Sl il PANCROBILIN LIQUID, for women and chil.
ez 4 dren, should be taken, one tablespoonful after meals,
the dose to be increased, or decreased, as necessary.

o oot i e Pancrobilin each day keeps constipation away,

orp——

REED & CARNRICE

REED & CARNRICK, Jersey Ci

N.J,U. S. A,
PANCROBILIN is obtsinsble from ell t(yiumi;t‘n,’ E,‘: gmﬁ(h

MULLER AND PHIPPS (ASIA) LIMITED MULLER AND PHIPPS (HA
Hong Kong, Prince’s Building Honolulu, 10155 (Portwser!e]e)g LIMITED
Colembo, 46 Keyzer Stroet MULLER AND PHIPPS (INDIA) LIMITED
MULLER AND PHIPPS (MANILA) LIMITED Bomiey, Je16 art Honse Strest
MULLER AND, PHISRS (GhIs) LIMITED Madean 21, Sugkurama Chetty Streat
$anghai, No. 24 The Buad rachi, 726 Napier Road

Rangoon, 4.5 Shafraa Rood
COATES & COOQPER, 41, Grest Tower St., Londo: ;;.nc. ? !;rr;:nd
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1931 Model . .
SPHYGMOMANOMETER
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7 While retaining the accuracy and reliability of
its predecessor, the 1931 model is smaller in size,
more elegant and is provided with a silk-covereA
rubber armlet of small convenient dimensior

9 No alteration in price.
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