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Diagnosis

The various symptom.complexes of infection met

puerperium may be the manifestations of an unalloyed puerperal mfe&‘mnr’ i

or of some affection totally unconnected with the puerperium ; between
these two extremes there occur now and then cases where the apparent
troubles are the results of a dire combination beween a'mild or a severe
puerperal mischief and a superimposed extraneous disease.

FARQUHAR MURRAY! writes: * Always be on the look-out for sepsis.
Influenza, pneumonia, debility, yellow atrophy of the liver and the breasts
are often provided as an explanation for a sequence of events which are
in reality due to septic processes. The headaches, shivers, nalaise, and
temperatures of a septic process are often attributed to influenza if it is
prevalent. Chest conditions of septic origin are often manifested within
three days of delivery, and to the inexpert might be believed to be of acci-
dental origin. Rapidity of pulse, with practically no other symptom than
increasing weakness, can be due to hyperacute sepsis, but may be attributed
to shock or haemorrhage. Jaundice, with only moderate pyrexia, or even in
the absence of pyrexia, can be due to a hyperacute haemolytic streptococcal
infection and not to hepatic derangement. Septic temperatures and engorge-
ment of the breasts are common on the third day. Always be on your guard
about sepsis ; always suspect it ; and always! ook at the perineum and lochial
dlScharges ”

1 British Medical Journal, 1933, Vol. I (Abstracted in The Indian Medical Gazette,
f’ecember 1933, p. 714.)
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Are above depicts one side of the picture. On the other side a
t set of phenomena may be observed. Thus, a given case may be a
fulminant condition of a flared up appendix very prone to be mistaken for a
case of theless urgent B.coli excursions. Or, the case may be one of a let-
in typhoid or a lit-up tubercle, both liable to be overlooked and so fraught
with danger. Or, again, the case may be one of mixed infection as occurs
when malaria complicates a morbid puerperium. Then, too, that ubiquitous
worm may raise its head at acritical juncturc in the course of a febrile
puerperium and put the medical attendant on test and tension ; for, the pain,
vomiting and tenderness, especially when these are associated witha bloated
abdomen and costive bowels, often do not admit of a timely diagnosis being

made between worms and peritonitis in the absence of a microscope, and,
on rare occasions, cven in its presence.

Verily, under such circumstances, to clinch the diagnosis in a case
of puerperal fever is often extremely difficult ; yet, in no other instance, is a
correct diagnosis so essential for happy treatment and brilliant results. An
intelligent sifting after a patient hearing, a thorough examination on all
available lines, a comprehensive survey of the various possibilities and a dili-

gent filtering of the evidence—all these together only will enable one to
arrive at a correct conclusion,

The diagnosis of puerperal infections may perhaps be best discussed
under two main heads: (1) Differential diagnosis of puerperal infections with
general symptoms predominating; (2) Differential diagnoesis of puerperal
infections with local symptoms predominating.

DirrERENTIAL DiAcNoOSIS OF PUERPERAL INFECTIONS WITH GENERAL
SYMPTOMS PREDOMINATING

Apart from the exanthemata and the epidemics that may be prevalent
at the moment, the fevers that generally disturb an otherwise normal puer-
perium and so require differentiation from the distinct variety are malaxia’
typhoid, influenza, pneumoria, and tubercle, and to a lesser extent, rheuma-
tic fever, scarlet-fever and kala-azar.

The evanthemata and the epidemics can offer no great difﬁculty
provided their presence is felt and remembered-

Malaria in the Tropics is always a sore point in the .dlagPOSis of
fevers, as it is almost endemic in many areas and may manifest 1tself in
diverse forms. In the puerperium, septicaemia and, more SO/ B. coli infec.-
tions are often exceedingly difficult to beclinically distinguished from malaris
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especially when the latter takes a quotidian course, or when the triple syn-
drome of rigor, fever and sweats tends to become irregular as in certain
instances of malignant tertian cases. Fortunately, a case of malaria that is
both quinine-resistant and refuses to show the parasites under the microscope
is extremely rare, indeed, almost unknown. Iurther, a healthy uterine
interior coupled with an arrest of all secretions in septicaemia, and the con-
dition of the urine in B. coli affections will differentiate each from malaria.

The enteric group of fevers may offer real difficulties, especially
during epidemics, in spite of their first-week four S’s (Step-like temperature,
Slow pulse, Spots on the abdomen and Spleen enlargement), and the later
Widal reaction. The onset and the early course in sapraemias closely
resemble those in the typho-paratyphoids: an insiduous onset, a step-like
temperature, intense headache, coated tongue, caecal gurglings, and
lochial anomalies being common to both, while the rose-spots and the
splenic enlargement are never constant in the enteric fevers. Clinically,
the slow pulse is the only distinguishing feature between the two, although
in a few cases early dysuria and delayed micturition may further help
and point to the fever being more one of the typhoid group than of
sapraemia. In the majority of cases,a caretul blood-count and possibly
an early blood-culture only will clinch the diagnosis; in typhoidal fevers,
the former will show a relative rise in the lymphocytes without leuco-
cytosis and the latter will evidence the bacilli, while in sapraemia the
result will be ditferent in either case. In many cases, however, especially
in general practice, the fever becomes diagnosed on the 10th or the 14th day
by the temperature coming down to normal on, or continuing beyond, that
date. Frank septicaemia should be easy of differentiation from typhoid.
Rigors which are constant in septicaemia are unknown in typhoid, except
perhaps in the rare presence of a cholangitis or cholecystitis that may occal-
sionally arise in a later stage of the disease, by which time, however, the fever
will have been defined. Head-ache, a common initial symptom in typhoid,
is rare in septicaemia. Further, an acute onset, great swings in temperature,
a progressively rapid and feeble pulse, early brain symptoms, quick emaciation,
a speedy grave general condition, euphoria, and, above all, a galloping nature
of the disease—the whole course rarely exceeding 3 to 6 days—are all charac-
teristic of septicaemia, and are the exact reverse of the features obtained in
ordinary typhoid. In yet doubtful cases, the blood-count will clinch the
diagnosis ; whereas in typhoid there will be a lymphocytosis without increase
in the total leucocytes, in septicaemia will be found an increase in the total
leucocytes with particular rise in the polymorphonuclears. Little needs be
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mentioned on the nervous types of typhoid; they are very rare, scldom
suspected in the pucrperium, and, even if suspected, thc conditions
obtained do not warrant an indulgence in the fincness of diagnosis: the
case will have to be, and will be, treated as an hyperacute sepsis, duce regard
being paid to the life of the patient and the reputation of the attendant, and
without indulging in heroic measures. Cases that start sapraemia-like and
run an atypical course will offer very great difficulties, and more so if their
onset had been some time before confinement. In such instances, onc has to
depend entirely on the blood count and the blood-culture, and, for consolation,
the Widal test, as this last, with all its charm, often tends morc to confuse
than confirm the clearer clinical findings, and in many cases, becomes
inclined to play to the tune of ‘locking the gates’....... «...as by the time
the results of the Widal are known, the patient has cither recovered or
succumbed. B. coli affections in puerperium, if not diagnosed early and
treated properly, tend to become chronic, and in the absence of the grave
signs of sepsis, are often dubbed as typhoid, as is generally done in all pro-
longed symptomless fevers. But care not to omit the urine examination in
all its details will avoid the error; the picture of B. colt urinc is typical,
and has been already discussed under clinical manifestations. Besides, in a
typical case of B. cols affection, the temperature will be characteristic ; the
pulse will be rapid ; rigors may occur ; the eyes, the expression, the tongue
and the general condition may not indicate severe toxaemia ; the patient will
not feel ill for all her fever; dysuria and loin-pains may be extreme ; and the
blood will show a distinct leucocytosis. The diagnosis between the nephritic
type of typhoid and the fulminant type of B. coli pyelitis may perhaps be
possible at autopsy, but not in life ; both are luckily rare.

Influenza, due to intrinsic as well as extrinsic vagaries, is often made
the sinner in acute fevers with no definite signs. From a practical point of
view it may require no great softening of one’s brain, as its treatment is entire-
ly symptomatic. Academically, an epidemic or pandemic prevalence; a sudden
high temperature with chill or rigor and severe aching pains all over, early
and peculiarly extreme prostration, speedy crisis with or without profuse
sweating and a short duration of 1 to 3 days or at the most a week—in the
general type; dyspnoea and respiratory distress out of proportion to the
pulmonic signs which in some cases may be marked over but a small pagcp
at the base or the apex showing roughened breathing and fine crepitations op
sticking rales, and marked asthenia—in the respiratory type ; a splitting heaq.
ache and other symptoms suggesting a meningitis—in the nervous type; anq
sudden fever with choleraic symptoms and perhaps jaundice—in the abdomipg]
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type ; these features may help to recognize the possible presence of the disease.
And, perhaps, blood counts and bacteriological tests may further help; the
former will show a blood.picture without marked leucocytosis, and the latter
will show B.influenzae in culture.

Pueumonia in the puerperium is not uncommon. The pulmonic
lesion per se may not be difficult to diagnose, but its pathogenesis is not
casy to discover, and, from a prognostic point of view, it is important to know
if a given lesion is pneumococcal, influenzal or septic, as the last, occurring
as an incident in a general septicaemia, is more serious than the other two.
The fact that, in septicaemia, the pneumonic lesion tends to be lobular and
not lobar does not case the situation, as instances of small septic emboli
causing infective lobar pneumonia or lesions resembling lobar pneumonia
are not absent, and, besides, the pulmonic lesions produced by the pneumo-
coccus and more especially the Pfeiffer’s bacillus are not always lobar in type.
Cultural tests will be of little avail, as in most cases a mixture of the orga-
nisms will be present. Blood-counts will not be highly elucidative, though
in predominantly influenzal cases it may be suggestive. In most cases only
a proper appreciation of the bed-side symptoms will help one to distinguish
the septic type from the rest. In pneumonia born of septicaemia, there will
be present an unusual severity of the symptoms, the usual signs of sepsis such
as a swinging temperature, frequent rigors, recurring sweats, an increasingly

rapid pulse, and an early collapse, or a continuance of the symptoms beyond
the normal period of crisis.

Tuberculosis in the puerperium is a double-edged scourge ; it cuts off
the patient usually, and often injures the attendant. Three typical instances
cross the writer's mind in rapid succession where this disease brought disaster
to t'he patient and discomfort to the attendant. Tuberculosis in the puer-
perium may manifest itself in two forms. A partially healed or closed lesion
may become topically active after confinement ; or, as more commonly happens
(an.d almost always so in the young), an active lesion, becoming seemingly
quiescent during pregnancy, suddenly flares up with the birth of the foetus
and becomes acute galloping consumption or general miliary tuberculosis.*

* Most tuberculous patients, during pregnancy show an apparent improvement in health
and a real increase in weight, It has to be noted, however, that the tissues are never healthy,
not even subcutaneously thick as in thyroid deficiencies, but are flabby and hydraemic or ‘gassy .
The pathology behind these is not clearly understood. The following are interesting to note :

(1) Perhaps, the tuberculous germs, always preferring the young and growing, spare the
n;other and concentra.te on the fostus during pregnancy, and, when pregnancy becomes terminated,
the sudden deprivation of their prey incites them to run riot. But intra.uterine deaths are not
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Tuberculosis in the puerperium being scverely prone especially in the young
to produce successive multiple infections, the symptoms therein closely
resemble those in acute puerperal sepsis. An acute and sudden onset, a
swinging temperature, frequent rigors, profuse sweats, quick palse, rapid
anaemia, speedy emaciation, and a progressively waxy face are as much th‘e
features of acute sepsis as of acute tuberculosis ; indeed, bed-side differenti-
ation between the two is, in most cases, impossible to make. An early, dry,
hacking, unproductive cough may be attributed to an associated bronchitis,
or an imagined influenza, or at the nearest a * double pneumonia "’—an
euphimistic term for broncho-pneumonia (?). The ftirst one or two sputum
examinations may be negative. Blood-count and reading of blood-pressure
can In no way better the situation. In general practice, & clear family
history and an intelligent probing into the patient’s pre-pregnancy health

only will, in most cases, help the practitioner to appraise the true nature of
the disease, while, in hospital practice,

repeated sputum examination, cultural
tests and, above all,

a correct interpretation by an able radiologist of a
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good skiagram will tell the diagnosis ; in other cases, the disease wi'll diagnosp
itself, provided the patient has vitality enough to suffer and live suffici-
ently long.

Acute rheumatism is an affection of doubted exis'tence? in Inc.lia,
albeit one, now and then, comes across cases of hyperpyrexia \\'1t1.1 typical
rheumatic joint-swellings of text-book descript.ions., as :}150 car.dlac cases
with typical rheumatic histories. The follov&'lr}g is an interesting case o.f
rheumatic hyperpyrexia in puerperium. T?}e patxer?t. a Mussalman primi,
aged 14 years, got headache and fever during t.he fifth mo.nth of pre.gnancy
and in a few hours there appeared abdominal pain and vaginal bleeding, .for
which she was put under a lady medical attendant, who, however, ﬁnd.mg
abortion inevitable completed the process the next day through ecbolics.
The abortion was complete, the who.le of the embryo and the ;.)lacenta
having come off ; and with it, the b]e.edmg anfl the'pam were considerably
improved. The fever, however, continued, nelthFr increased nor decre:ased,
and on the third day of the abortion, the patl.ent begm} to complam. of
diarrhoea, having passed 5 or 6 loose rathfar painful motions Yhe previous
day. The most arresting feature at the tlme.of the examination .\\'ash the
wavy praecordial pulsation heaving over the jacket. The .thrf)bbm]g ezirt
was enlarged transversely, the apex was 1ll-defined, t}.le car.dmc impulse was
diffuse, and the sounds were foetal in character ; epigastric pulsations wlire
present, there wasno thrill, and no ‘murmurs could be tleard. The other
conditions were as follows: the patient th%n anc.l emacmted,'temperat.ure
102° F, pulse 120, eyes not anaemic' m.)r jaundiced, expression ?S%url.ng,
tongue clean, sudamina present ; respiration and lungs norr.nfml, pa p}:tntﬁon
present, no pain anywhere in the ches.t; abd.omen'not tympanitic but show ing
general tenderness and borborygml; urine high-coloured but other\\.'lse
normal, no oedema anywhere ; uterus not. felt on the abdomen and vaginal
discharge sanguineous but neither excessive nor foul.; head.ache and genfaral
pains were complained of, there was no mention of rigors, shg.ht sweats were
said to have occurred now and then, and the ‘womb’ was said to have b‘een
reported normal by the lady attendant (being a purdah-lady, vaginal
examination was not possible, and, besides, the .hlstory of the c.omplete
abortion and the nature of the vaginal discharge did not demm.ud it). On
probing into the'previous history, 1t was elicited that,' fro.m.her chllflhood, t.hﬁ
patient was having periodical attacks of high fever with JO}I’}t-SWE“l{]gS .whxc
used to last for 3 to 7 days every time. The heart COﬂdlthI’l, as it ?1d not
fit in with the clinical findings but fitted in well with the ,hlst.ory of rgkta-
vatam’, was put for a myocardial dilatation of ‘ rheumatic ' origin, and the
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fever was considered to be a continuation of the pre-abortion condition,
whatever it"was. Accordingly, the patient was kept under observation, and
put on hot lysol vaginal washes and four doses of dram measure of castor 0il
in emulsion with 5 grains salol for each dose to control the diarrhoea and
fever, as it was found that no laxative had been given to account for the
diarrhoea. On the 4th morning, the temperature was 99'5° I+, the pulse
was 112, the diarrhoea had stopped, and the patient was feeling better ; she
was put on four doses of ordinary diaphoretic with Sod. benzoas 10 grains,
Tr. Nux vomica 10 mins. and Tr. Digitalis 7 mins, for a dose. That evening,
it was reported that the temperature had gone up to 103° F, and that the
patient complained of some sore-throat and had slight pain and swelling over
the elbow joints. (It is worthy of note that no rigors, not even a chill
reported as having accompanied the rise in the temperature). Formamint
tablets for the throat, and menthol and methyl salicylas ointment for
were ordered and 7 grains Sod. salicylas and 3 grains Sod. iodide per dose
were added to the remaining two doses of the morning mixture while the
digitalis and the nux vomica were raised to 10 and 15 mins. ‘
per dose. Next morning, when the patient was examined, her temperature was
104° F, pulse 143, respirations hard, elbow-joints red, tender, swollen 'md
non-oedematous, and the wrist-joints following suit ; the patie,nt had ge\;ere
general pains, the whole skin was hyperaesthetic, and she was toxae;xaic to
a degree ; the vaginal discharge had diminished and was sero-sanguineaus, but
could not be termed ‘pathological’. A doubtful diagnosis of acute N
tism in the course of a sapraemic puerperium or an acute sepsis wi
arthritis was made, and novalgin and omnadin were injected \
ench twice, beginning with novalgin, all injection being six-hourly and ever
omnadin or novalgin being preceded by 1/30 gr. strychnine and 3 c.c. pitui}i
trin in one injection—all these in addition to general s§mptomatic
measures. The temperature fell to 100° F. twice and each time within 2 to
3 hours of injecting the omnadin, but it rose as quickly as it fell and reached
the pre-injection level on both the occasions. The patient had a restless
night, but there was no delirium and she was mostly conscious thougl;
stupourous at times. Next mf)rning, her temperature was 105° F, pulse was
150, elbow, wrist and knee joints were affected, and the general conditign
was very bad. A distant lady-specialist was called in, and, when she Came
in the evening, the patient was semi-comatose with an axillary temperaty,q
of 104°F. and a pulse of 140. Some arguments passed ; she, Mot hayiy,
noticed the joint-swellings, and -having forgot to enquire into the hijgyo.
and the patient’s shifting conditions, but only witnessing the then state, was
a bit up in spirits, but became perplexed when she was appraised of the
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whole facts. The uterus was explored, an intrauterine douche was given with
the return flow bringing a few small dark-grey shreds which, in all reason,
could not have produced such great mischiefs, } c.c pituitrin was injected,
and Ol. gaultheria with Ol. terebinthine was prescribed for the joint condi-
tion. The patient died in coma that night, and with very high fever (accord-
ing to report). Perhaps, the case is unique in medical experience, perhaps
it is not. And perhaps bold suspicion of sepsis and early energetic measures
might have saved the patient; yet, perhaps, the best that could be done
was done, and nothing on earth could have saved one with such a heart as
our patient had. The interest of the case, however, lies in the facts that
hyperpyrexia with joint swellings does occur in puerperium, and that, when
there is a clear history of longstanding ¢ rheumatism’, the case but rarely
offers for correct diagnosis, and perhaps never in moffusil practice, where,
microscope being a rarity and cultural results being ever ‘an hour late,” and
yet the case demanding urgent attention, and all diagnoses have to be made
on the spot and from the bedside findings.

Scarlet fever in puerperium has been sufficiently discussed under ‘clini-
cal manifestations’ when ‘puerperal scarlet fever’ was being considered.
There is no fresh ground to be covered except perhaps to mention that, in
the findings of some, throat-troubles, pathognomonic of typical scarlet fever,
are rare in scarlet fever of puerperal origin, while vomiting and a rapid
pulse-rate are much more frequent in puerperal scarlet fever than in strepto-
coccal puerperal erythema.*

Kala-azar, common in many areas and endemic in some, may put in
its appearance in the course of a puerperium. The disease can usually be
much more easily distinguished from puerperal infections than any other
fever. A symptomless fever with double diurnal rise and no great immediate
strain on the patient is kala-azar, apd, in doubtful cases, the Gel test and a
spleen puncture will make the diagnosis clear.

Other febrile disorders like acute indigestion and tropical liver may
now and then infest the normal course of a puerperium. But that is rare, and,
besides, in such cases, the fever will be leis urgent, and in most cases, the

* Since writing my last notes on ' puerperal scarlet fever ', there has come to my notice
an iltuminating paper on ' Scarlet Fever in Bombay ' read by Dr. P. T. Patel before the Indian
Science Congress of 1931 (Jan.) and published in the 1931 June issue of The Indian Medical
Gazette (p. 306). In that paper Dr. Patel establishes through facts and figures that * Scarlet fever
is an indigenous disease in India, particularly in big cities, hill-stations, and other places”. And
he further says that it has little tendency to spread and that the infecting streptococcus is not
generally virylent and haemolytic.

40
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presepting symptom will not be fever at all; being so that mav be passed
over in our discussion. -

The zymotic and other extraneous fevers having been ecxcluded and
the case proven as one of definite puerperal infection, to distinguish the nature
of the systemic invasion is comparatively less arduous
distinctive features of its own, usually identifiable at th
the aid of the ordinary consulting-room tests.

» as cach entity has
¢ bedside and with
We discussed at some length
the symptoms of each under * clinical manifestations,” and therefore all that
needs be done here is, more or less, to recapitulate them. ‘

A case that gives a history of prolonged labour, or of the expulsion of
a ragg.ed.or lncomplete after-birth, and presents the following fe'lturc‘s vig
—an insiduous onset with intense headache, but ‘ nstant
chill'; a temperature, which, slight at first, but rising step-like reache
maximum of about 103” F on the 3rd or 4th day and maintains that Tcljlb: ;
the next 5 or 6 days; a pulse often dicrotic, always full, regular fL O(;
volume and tension, and keeping pice with the tcmp(?’r:lt;u‘o" N

; ; the eyes
. . - b N
assuring ; the expression encouraging ; the tongue moist, and clear or
<

f:oated; the skin, hot, but healthy otherwise; the breasts functi
ng f)ormally, or engorged; the chest always, and the abd&n{cn LII‘Ctrl(l)lh..
keeping normal; micturition, temiining free and casy and thc:ua‘),
showing only high colour ; the uterus, involuting slowly or not at '“l.mnc
vaginal discharge, keeping normal in quantity, or showing excess at all; the
becoming scanty, and presenting such pathological fCatureg. )
darkness in colour and clots; and a comparatively short Cours;\
or no complications, and the temperature reaching normnl by 1’_g
the 10th and the 13th day of the puerperium-—such ac ys
sapraemia.

O r1gOTs nor any constant

but never
as foulness,
with little
is between
ase is {mer[)eral

In septicaemia, the history in hos"pital cases will usua]]

. be a dj
labour with all the evils attendant on it, while, in general pry difficy]y

F].Cti(:eI

. . . . it .
usually point to some dire mischief by some meddlesome incxpert I\v1ll
typical case, the clinical features will be somewhat as follows : o n a

TT\Unset,

with rigor and fever, but no headache; temperature, irregular fropm

beginning, ranging between hypo- and hyper- pyrexias, and accompaniedtge
shiverings and sweats; pulse, raised, soft, becoming progressively o Y
and feeble and getting out of proportion to the temperature ; eyes, bfi“iar?t‘c?
face, flushed ; expression, anxious ; tongue, sore and red ; skin, moist, Punge ;
and perhaps showing rashes; breasts, lax, empty, and not f“nction nt

A . . Ing -
respiration, laboured ; chest, showing rales or other adventitious soy &3

nds N
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heart, featuring toxic disturbances; abdomen, tendcr, painful, usually
tympanitic, often rigid with liver and spleen palpable and bowels generally
constipated : loins and flanks, tender and usually painful ; urine, scanty and
smoky, at times distinctly nephritic; brain, affected early, and featuring
delirium, coma and perhaps euphoria; uterus, generally normal; vaginal
discharge, nil or scanty, and in the lattet event, usually peculiarly sweet-
smelling ; and course, short in the vast majority of cases, not lasting for
morc than a week at the most, and ending in coma and death, generally
accompanied by hyperpyrexia, wiry pulse, extreme anaemia or jaundice,
aphthous tongue, terminal diarrhoea, and other severe toxaemic features.

Pyaemia is but a sister form of scpticaemia; in fact, it is septicamia
with distinct foci of suppuration. If the multiple abscesses are visible,
the case will be clear ; if they are visceral, the diagnosis may be difficult,
especially when the abscesses are small and miliary. At any rate, the
clinical features of septicaemia are evident in pyaemia too; and.the former
have been discussed already.

Bacillus coli aflfections have one or two redeeming features ; if they are
remembered, they will not keep us long in suspensc, and if they are
remembered sufficiently carly and treated properly, they will gracefully
leave the scene.  The features that characterise typical B. colt affections
are a sharp onsct with generally arigor, a spiked and stcepled temperature
chart, a slow pulse, symptoms pointing to lesions of the urinary tract, and an
uncertain course espacially if discovered only late; in other respects, they
resemble those in a case of sapraemia.
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4. From the fourth ventricle out into subarachnoid space vig
(1) Foramen of Magendie—in middle line,

and (2) Foramina of Luschka—placed laterally,

5. Cerebrospinal fluid also passes out wig anterior and posterior
perforated spots, but these are too small by themselves to deal with the
cerebrospinal fluid if the other foramina are obstructed.

6. Cerebrospinal fluid is absorbed from subarachnoid space into
venous sinuses wig pacchionian bodies which are projections of subarach-
noidal villi with contained cerebrospinal fluid into venous sinuses.

Cerebrospinal fluid may be obtaind or removed by
(1) Lumbar puncture ;
(2) Cisterna puncture ;

or (3) Ventricular puncture ;

LUMBAR PUNCTURE
1. Spinal cord ends at lower border of the first lumbar vertebra.

2. You can therefore safely go into the space between the second
and third, third and fourth, or fourth and fifth usually,

3. Vary the site for repeated lumbar punctures Jest irritation and
blockage results,

Technique :

1. Join iliac crests by line.
Line passes over upper part of the fourth lumbar vertebra.
Space below = between fourth and fifth.

Depth at which cerebrospinal fluid is generally obtained = 2 inches in adults,

Go on gradually withdrawing stilette after 1 inch, 1} inches, etc., tosee if flujd comes
out.

Uses of Lumbar Puncture :
1. Diagnostic.

2. Lipiodol injections demonstrate subarachnoid block caused by
tumour,

3 Encephalography,
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4. Therapeutic,
5. Production of spinal anaesthesia.

0. Relicf of increased intracranial pressure.

1. DIAGNOSTIC.

Examination of the cerebrospinal luid is necessary for the diagno-
sis of—

1. Meningitis.
2. Encephalits—(1) Poliomyelitis.
(2) Lncephalitis lethargica.
(3) Post-vaccinal encephalitis, etc.
3. Parenchymatous syphilis—'1) Tabes
and (2) General parlysis.

4. Intracranial tumours—normal cerebrospinal fluid under slightly
increased tension.

Compression of the Cuord by Tumour or Abscess.
Cerebrospinal fluid shows fairly characteristic reactions—
1. Total protein is considerably increased ; normal=+02 ~ 04 per cent.
2. But cells are not increased ; normal=2 — 4 per cmm.
3. This is called * The Albumin Cell dissociation phenomenon,”

4. This excess protein with no increase in the number of cells may
also occur in—(1) Meningitis;

(2) Polyneuritis ;

(3) Cerebrospinal arteriosclerosis.

Froin's syndrome :
In additien to excess of protein—
1. Cerebrospinal fluid may be yellow—xanthochromia

and 2. May even coagulate spontaneously on standing.
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17. INTRATHECAL INJECTION OF L1r1onor.
1. To demonstrate subarachnoid block by tumour, etc.
2. Lipiodcl—(1) A heavy oily substance opaque to X-rays ;
(2) Consists of iodine and oil of poppy ;
(3) Harmless ;
(4) Very slowly excreted.

Technique :

(a) 1. Inject lipiodol throtgh a lumbar puncture.
2. Tnvert patient so that lipiodol flows down towards cervical cord.
3. See flow of lipiodol with X-rays.
t.  Lipiodol held up at a point=subarachnoid block at that level.
(b) Or
Inject lipiodol through a cistern puncture ;
Allow to gravitate down towards lumbar region.
Light lipiodo! can be used. It flvats up alter a lumbar puncture.

W

I1I. ENCEPHOLOGRAPHY.
1. Introdaction of air into suburachnoid space through lumbar punc-
ture needle.

2. After effects are often severe.

1V. SpiNaL THERAPY.
1. Meningitis—(1) Anti-meningococcal serum.
(2) Anti-pneumococcal serum.
2. Neuro-syphilis —Salvarsanized serum.
3. Poliomyelitis —Convalescent serum.

4. Tetanus—Anti-tetanic serum.
V. SPINAT. ANAESTHESIA

VI. RuLIEF OF INCREASED INTRACRANIAL PRESSURE.

1. Uraemia.

2. Apoplexy, etc.
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Significance of blood in cerebrospinal fluid :

Haemorrhage into subarachnoid space may occur—

(1) During the performance of lumbar puncture ;

(2) Prior to the performaunce of lumbar puncture.

1. Haemorrhage during the performance of lumbar puncture :

(1) Needle was pushed too far—

and (2) Damaged plexuses on dorsum of vertebral column,

2. Haemorrhage prior to the performance of lumbar puncture—
(1)  Apoplexy;
(2) Haemorrhage from a previous lumbar puncture ;

3)

Subarachnoid haemorrhage from a leaking aneurysm.

) ‘(a) During luml‘)a‘r puncture blood in cerebrospinal fluid is due to
going in too far and striking venous plexus—go in gradually

1. Cerebrospinal fluid —(1) thick with blood at start :

(2) clears if you wait and withdraw needle
a little.

9. Centrifuged or allowed to stand—-
(1) Red blood corpuscles not haemolysed ; therefore sink.

(2) Supernatant fluid clear.
(b) Prior to lumbar puncture—

1. Cerebrospinal fluid equally coloured ;

2. Centrifuged and allowed to stand—

(1) Haemolysis of red blood corpuscles :

(2) Supernatant fluid—red or yellow.

Significance of yellow cerebrospinal fluid :
The yellow colour is due to bilirubin formed from hwemoglobin—
1. Previous haemorrhage

or 2. Xanthochromia.
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Xanthochromia and loculation syndrome :

1. Xanthochromia=The peculiar colour of cerebro spinal fluid found
in certain cases of obstruction to the spinal canal by—

(1) Tumour;
(2) Meningitis, etc.
2. Blood vessels running longitudinally upwards are compressed ;

3. And behind the compression, i.e., below the block,
(1) Red blood corpuscles
and (2) Protein
escape from the congested vessels into the cerebrospinal.
4. The red blood cells —(1) Are haemolysed,
(2) Converted into bilirubin.

5. Bilirubin gives the yellow colour.
6. Protein content may rise to a very high figure,
7. The cerebrospinal fluid clots on standing.

CISTERN PUNCTURE .

1. Cisterna magna is a large space filled with cerebrospinal fluid
situated behind the medulla and underneath the cerebellum.

2. Cistern puncture consists in introducing a needle into this space.

Technique:

1. Usually the second cervical vertebra in the first palpable vertebra,

2. Introduce an ordinary fine lumbar puncture needle below the first cervical vertebra ot
atlas and above the second cervical vertebra in middle line of neck.

3, Pass it up inside ring of atlas.

4. It enters foramen magnum,

5. and pierces cisterna magna.

6. Take external auditory meatus as your line of direction.

7. You will obtain fluid at a depth of 13 inches.

8. To avoid striking the back of the medulla—vital centres, etc.

{1) Do not go too far forwards;

(2) Do not go too far upwards.
41
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(1) Do not go too far forwards :

1. Direct the needle more v

ertically rather thanin the direction of the external atditory
meatus.

2. Thus, instead of striking foramen magnum at first shot, you will strike occiput.

3. Now, gently direct the needle forward, when it will slip ove

) r edge of foramen magnum
and enter cistern.

4. Thus, you will not damage spinal cord as you pass through foramen.

5. Nor will you push needle too far and enter the floor of the fourth ventricle
6. There is a danger of injury to the cerebellum, but even if needie did enter cerebellym

it would probably have no effect as cerebellum is a * silent area’" of the brain.

(2) Do not go too far upwards :

1. Toavoid so doing introduce needle to a distance considerably short of that at whiey
you expect to strike cistern, e. g., 1 inch.

2. Take out stilette.
See if fluid is obtained.

4, If no fluid, push it on £ inch.

5, ‘Take out stilette again and see if fluid is obtained.

6. ‘Chus, you connot go too far as cistern is never day,
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Advantages of Cistern Puncture :

1. Alternative to lumbar puncture when difficulty is experienced in
getting cerebro-spinal fluid therefrom, e. g., occasionally in old people the

} lumbar vertebrae may be almost fused together into one bony mass like

sacrum,

2. Lipiodol may be injected through cistern puncture in diagnosis of
subarachnoid block by spinal tumour—

(1) Lipiodol gradually sinks down spinal canal, and

(2) Is held up at level of obstruction, ¢. e., tumour on X-ray.

(3) Compare cerebrospinal fluid above block with that below
~ block.

3. Cistern puncture relieves headache in such cases of tumour.

4. Therapeutic sera may be introduced vig cistern puncture and so

get more directly to seat of trouble, e. g., base of brain in meningococcal
meningitis.

VENTRICULAR PUNCTURE
Fontanelle Technique in Infants:

Use an ordinary fine lumbar punciure needle.
2, Toavoid the sagittal or longitudinal sinus you must not o in the middle line.

Go in about § inch to either side of middle line, depending on which ventricle you
are aiming at.

Drive needle downwards and slightly outwards.

You will reach the lateral ventricle at a depth of about 14 inches.

N. B.~Depth is about the same for all punctures-—lumbar, cistern, ventricular,

Trephine in Adults :

1, Trephine skull in occipital region.
2, Direct needle forwards.

3. Noapparent damage to brain or blood~vessels results, DProbably they are pushed
aside as brain during life is semi-fluid.
Advantages:

: 1. Therapeutic—In meningococcal meningitis in infants get serum
direct into ventricles as well as by lumbar route,
2. Air ventriculography—
(1) Replace cerebrospinal fluid in each lateral ventricle by air,
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(2) By changes in symmetry you can lateralize and localize
tumours,

(3) Internal hydrocephalus shows symmetrical dilatation of both
ventricles.

3. Ventricular estimation—

(1) Withdraw as much cerebrospinal

Huid as possible from
each ventricle,

(2) Carefully measure and compare : normally equal on two sides.

(3) Pronounced difference indicates parti

al or complete oblite-
ration of that ventrice by tumour.

4. Intraventricular injection of dycs —in hydrocephalus and tumour :

(1) Inject phcnolsulphoncphthalcinc.

(2) Estimate amount excreted in urine g lirst two hours after
injection.

(3)  Decreased excretion =gbstruction to ventricular outtlow.
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RGANIZED MEDICAL
A O R OFESSION

We have often referred in.these_ pages t‘O th? unhorganiz'ed
state of the medical profession in this countl)’-. ‘Wi‘ ti\fe Ple;
viously touched upon some of the evil cqnseque(if}(:ﬁf 0 . t.lS. wan
of vrganization. Hurther, wheuever a few I.n'i ica LtnTac mtgne;rs
meet, they rarely disperse without commenm.li., on ‘t 1118 un 01: u-
nate condition. 'I'he evil is probably much greater than W*_f_ éf'ﬁ
aware of. KFor it has at;tra,ut;e'd the attention of the B.lltlb
Medical Associasion. And it Is sendng one of 1ibs p}‘OIHHleI‘N-
members to this country to exanine the co;ldLCJoxl of me pro-
fession and to suggest measures to remedy the ‘evu. ‘ W;)
are sure the profession in l}h.ls country WU““ }N@lb_umi’ 's'u(,
help. But before we could protit by advice, 1t is esaenpal? mp .\ne
should have as clear an 1dea as possiLle about the d.eteccg. which
are in the way of such an organization, Du. AII(:iel:?‘OI?. Yvhqwﬂl
bein our midst in a few days 13 the Mgdwal Decretary ot. the
British Medical Assoclation. He is therefore welil aware of the
difficulties of bringing togethor ‘& vast number of 111eQ1ca1 men
who have differing aims and ambitions. ke may thcrfatorgr fngre |
easly detect the real obstacles wiuch hinder a bc.a.cter organization
of the profession here. But eminent and experienced though he
be, Dr. Anderson is still a ‘stra.nger. And unless we1 he‘re are
able to lay our ditficulties before nuu_ demunel}y,‘ he 1ight arrive
at conclugions which may not be entirely satistactory.

The British Medical Association is pyimax'ily an  Associa-
tion of British medical men. And i'cs object is naturally to
safeguard and further the interests of the 'Bnmsh medical men‘
in their own country. In recent years it has éxcent‘ied‘ lis
activities to parts of the British Empire where 1ts influence could
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g:eva;l.n. Its inﬂt}enoe on the medical politics of this country has
Zﬂ ellng. ;t 18 therefore natural that the Association should

éndeavour to increase its influence still further., But whether

that inﬂuenpe could be useful to the progress of the profession
as a whole is for the Indians to consider,

group g;: I;sezicc(imglon- belief that the presence of the licentiate
sroup edlcal practitioners is a great hindrance to the solidarity
p’r‘otess';mn in this country. Nothing could be further from
facts.. I'he licentiates form the vast majority of medical men
in t;.ht;sdcoun‘try. The graduates of this country and foreign
qualified medical men are a mere handful against the licentiates:
If there be any complaint, it must be from the licentiates that
the smgll number of the former, forming a class apart prevents
the unity in tne rapks of the profession. But we have not heard
any such cqmplalgt. That the existence of practitioners of
moderp medlc_med O.t varying standards of education is not in the
way of the unity of t}he profession is exemplitied by the fact that
even among the various groups, if groups they can be called, there
is not that cordiality and singleness of aim which one’would
expect. ch undouvtedly there is disunity and dissatisfaction in
the profession. I'ne cause should be sought elsewhere o

There was no evidence of this di .
: ) 18content in th
of this century. Medical men were then few and t © early years

f—)ntirely in government employ. [f there was tahelil :‘3:1;‘7912 R most
it was merety a gcramble for a healthier or more lucratige ez’ax}ceg
But at present_‘a in addition to the large number of medm:latmn.
and women In government services, there is a large numbemen
practitioners outside the various services. r of

) L. ) Medical men
theretore d1v1deg1 Inio two large classes, viz, those Who area i
government services and those who are not thug employed ,;;n

. y V.0

the independent practitioners. There has heen an iNcreng:
dissatisfaction between these two classes. sing

| Medical men in government employ draw salaries, 7
addition they have the privilege of engaging in practice. Tpg n
was no grievance on this question so long as the salarieq re
were the only available medical men in many Parts of the
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country. But with increase in number of independent practi-
tioners who depend on their practice for their living, the
government medical men who are in charge of hospitals and
dispensaries feel that these practitioners encroach on their pri-
vileges of practice and thus to a certain extent curtail their
emoluments. While the independent practitioners feel that these
galaried medical men interfere with their means of earning a living
by their engaging in practice instead of confining their attention
to government work. The men in service fight to retain their
rights. The independent practitioners struggle to maintain them-
gelves usefully. The government encourages its employees to
live well, but is unwilling to provide the bulk of the practitioners
with facilities for a mere living. Isthere any wonder that there
is no agreement between these two ‘groups of practitioners ? It
is enough to engender bitterness.

The conditions in the various medical services are such as
to set one acainst another. Equally efficient and capable men
are set in disagreeable combinations. Ambition in one is looked
down upon as presumption in another. High place and larger
emoluments are not infrequently conceded to the less worthy
and more incapable. And yet, those who look upon such con-
ditions with perfect equanimity are often loudest when they
bemoan the absence of unity in the profession. The profession
is not merely divided horizontally into the licentiate, graduate
and foreign qualified groups. It is again divided into service men
and- independent practitioners. And the services are again
divided into superior, inferior and subordinate officials. The
profession is in layers, in columns and in squares ;and there are
different forces which jealously guard against any possible
merge, even by rare accident. The profession might gaze on
this horrid monster in check suit with thin, thick and stout
lines in lurid colours. Some one may suggest a more pleasing
clothing.
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if it comes to be remembered, its discovery at the proper moment is none too
easy ; indeed except in a very limited number of exceptionally lucky cases, its
presence becomes felt at a time when it is too early to be dogmatic or too late
to do positive good. The condition, on the one hand, will closely simulate
B.colt pyelitis or inflammation of the uterine appendages, and, on the other,
it may resemble the conflagration of peritonitis in its early stages, from all
of which it has to be studiously excluded. Whereas pyelitis and pelvic inflam-
mations will allow of expectancy being followed, and purely medical measures
adopted, the latter especially in pyelitis, a case of appendicitis will nearly
always demand surgical intervention, and to a greater extent in puerperium.
The needto distinguish appendicitis from peritonitis, though both are
catastrophic, will be appreciated when we compare the inflamed appendix in
puerperium to an angry cobra by the side of an invalid, and the peritonitis
to the invalid already under the influence of the venom; it should be
obvious that, while ridding of the cobra is the need in the former, the
rallying of the patient is the indication in the latter. The three credentials in
the diagnosis of an appendix lesion in puerperium are: (1) to remember the
existence of the vestige and its potentialities for mischief; (2) to suspect its
probable peeping in when a fever in puerperium is accompanied by acate
lower abdominal pain, more so when the pain is circumscribed over the
right iliac fossa, and, most so, when it predelicts and points to
McBurney 's point ; and, (3) to set aside all notions of prestige and seek the
advice of an expert or colleague in all doubtful cases—the last, especially in
general practice, and both for the good of the patient and the good name of
the practitioner. When these together as basis, usual symptoms as adjuvants,
and Rovsing’s sign and other special findings as ‘correctives, a good prescrip -
tion may be got for correct diagnosis. The cardinal features in an acute
appendix are: rapid onset of severe pain, usually at McBurney's point
but varying with the position of the organ; tenderness and rigidity over the
right iliac fossa, compelling the patient to lie still with the right knee drawn
up and the abdominal breathing partially or completely suspended ; a diffuse
palpable fulness or a distinct swelling in the right lower abdomen ; and general
symptoms such as moderate fever, raised pulse, furred tongue, vomiting*
and constipation. Sometimes, especiaily when the inflamed organ is low in
the pelvis, additional symptoms of urinary. troubles may appear. In the
diagnosis of appendix lesion, Rovsing’s sign is of importance and is positive,
if, on pressure being applied on the pelvic colon in the left iliac fossa, pain
is complained of in the right iliac fossa which is due to the gas being

*The writer has seen two cases with temperature 102° F, pulse 100 and no vomiting; both
Were operated in the Headquarters hospital.
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fOfced backwards into the caecum. Another suggestive sign is the pro-
minence of the congested superficial circumflex iliac vein on the right side.
Thﬁ difficulty of distinguishing appendicitis from pyelitis has been already
pomted‘ out under B. coli pyelitis. Perhaps, a positive Rovsing’ s sign, and, in
appendicular lesion of low pelvic type, the discovery of a tender right-sided
fulnf:ss or swelling per vaginum or rectum, may help to some extent Acute
salpmgms‘ or otherallied pelvic lesion will offer the same difficulty. HRRBERT
FREN(‘:‘H,m discuss?ing t.he differential diagnosis of,* pain in the right iliac fossa’
says, “Acute salpingitis or iflﬁammation of the right ovary is generally
Secondary to some other pelvic inflammation... ..The skilled gynaecologist
may, b): vaginal palpation, be able to determine the cause, though doubts
;na);:;(;st as to hwhether' the condition is one affecting the right uterine
Isp ges or the vermiform appendix, until laparotomy is performed.”*
err:ay b'e nc:ed, however, that a much less precipitous onset and,
gs aps, In the course of a general sepsis, general symptoms as severe
» Or severer than., the local ones; ill-defined features per vaginum of
rectum, showing bilateral troubles of the uterine adnexa pand s gon !
matting of the pelvic tissues, the uterus itself remainin retta gener;l.
greatﬁe}' fever, anc} a more rapid pulse; less intense suffering ,\i dp " )t'.ﬂo;lma c;
vomiting; neg.atlve Rovsing’s sign, and possibly a more l:n;lrkeg l:ulca yn
anc:l less fulminant course—are all features of some acute puer erEIOC)’tlost
%esxon as opposed to those of acute appendicitis in puerperium Pzrito pelvic
lts. onset ?-l'ld possibly also in the early stages when the storm is' but nms_ at
will be difficult to differentiate, especially to the un-initiated, fr o Batheriog,
tis ; bu.t, it s.hould not be so when the disease has become est’ab;)irsnh
storm is ragm.g———generally speaking, diffuse rigidity and tendernes
ably severe pain, a purely thoracic breathing, marked tympanitis .
generally, a very fast pulse, and the characteristic peritoneal ’f
evidence the fury of the temest. All things considered, the diag
appendicitis in puerperium will yet remain elusive ReNDLE Su
“That we would do well to improve our diagnostic methods is shown 1,
confession that of 1,298 cases sent into hospital at Zurich as acute ap y -th.e
tis (in five years), 252 (roughly 20 per cent.— T, S. A.) were intf):ndlm-
diagnosed as such and that6 per cent. of the patients operated on l:'rectly
appendicitis (Clairmont).” The $ame author? further observes, *R. SO:d no
and G- Seille call attention to pelvic appendicitis. ..., They are ver pa‘ult
portant, because so apt to mislead the medical attendant. There is neithey ;m-

tenderness, nor rigidity in the right iliac fossa. If the appendix is lfwl?'
n

—

appendici-
ed aud the
incompar-
hyperpyrexia
acies wil] all
nosis of acyte
ORTY observes

* HerBERT FrRENCH—Index of Differential Diagnosis, ath Edition, 1928, P. 559,
t Medical Annual 1931, page 46. 1 1bid 1932, page 55.
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the pelvis, there will probably be frequency and painfull micturition, and there
is tenderness on rectal examination. If it lies high in the pelvis, these signs
fail, but lower abdominal pain of acute onset with vomiting and fever, and
some tenderness in the hypogtstric region, are enough to warrant the
diagnosis in boys, girls, and men. In women, acute salpingitis has
to be considered” One may not entirely agree with the warrant for
diagnosis of high pelvic appendicitis, as we cannot entirely ignore the
nomadic B. coli, especially in boys and girls, but, the rest are uncontestable
and well worth carrying in our memory. It is noteworthy too that the obser-
vations noted above are on casas of appendicitis in otherwise normal persons.
It may be imagined how often we shall get confused and how often we shall
have to confess when we are dealing with the affection in puerperium. Under
such circumstances, no sentimental apology needs to be offered tor having
allowed the vermiform vestige to take up so much space in our discussion.

An old salpingeal lesion may become lit up in puerperium to one of
its acute phases, or a pyosalpinx may become burst, giving rise to all the
consequences incidental to it. The diagnostic features of the resulting lesions
will be those of acute salpingitis in the former, and probably peritonitis in the
latter ; sufficient has been said on both.

Acute indigestion with raised temperature and pulse, vomiting,
abdominal pain, and initial constipation may simulate some serious abdominal
malady, especially if the helminths too are active. In puerperium, acute
indigestion in its early stages will have to be distinguished from peritonitis
in its early stages, neither condition in the later stages offering much difficulty
in diagnosis, as the diarrhoea and possibly the symptoms of dehydration in
one, and the toxaemia and the facies Hippocratica in the other, will
be pathognomonic, In the differentiation of the two conditions, the
history, and such phenomena as rigidity and distension on one hand, and
peristalsis and borborygmi on the other are of little value. The history in all
acute indigestions will generally be some offending food. But, in puerperium,
under normal circumstances, it is doubtful if such a history will be obtained,
as a puerperal woman is under strict dietetic regime, unless it so happens that
personal idiosyncracy has caused disagreement with some food, the possibility
of which, however, will seldom be suspected in the absence of allergic
symptoms like urticaria. Though rigidity and distension are the special
features of peritonitis, in many cases of acute indigestion, the abdomen is
distended and the abdominal muscles are reflexly contracted and rigid;
besides, rigidity, as SNOwWMAN® points out, is not usually well-marked in
puerperal peritonitis Peristalsis and borborygmi, the common features of

* Mannal of Emergencies by J. Snowman, 1926, page 184.
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acute indigestion, are not uncommon in the early stages of peritonitis In

t%)e d.ifferential diagnosis of acute indigestion and peritonitis tten-
tion is to be paid to the pain, the character of the respiratio ' ire;;ter. atte d
tht? b.lo?d count, and the greatest reliance is to be placed on ‘:ij the lacxes;rl:e
pain in indigestion is paroxysmal, colicky, courses round the umb'e;' s, d
shoot up to the shoulders, the front of the chest, or the int ) l'cus, an. mey
dePenfixng on the direction and the velocity of the gases in il;deg“lr.!r >pache-
Wl‘lthl}lg pa:tient welcomes pressure on the abdomen‘and ref < 0“.915; .
:‘md with pillows beneath. Breathing is norma} oft’en c: t elrlS e pron®
ing, and usually thoraco-abdomina], Facies is,one of : r? 'Ed and gru.nt'
with fe.atur‘es. contorted and expressiog wetched,  Bing .CoanlOl'lS suffering
In peritonitis, on the other hand, the pain is Constaniount is unz.lltcred.
stabbing or lancinating and agonising, diffuse anq enerali a;d’ COntmu‘ous,
to the abdomen; it imposes immobility on the patiint andse »and confined
adop.t the characteristic still and supine decubityg with kne Corf]pels he:r to
as will put the least train on the abdominal muscles ;Seslr:liril:iatmudc
. ations are

SO&.’ sighing, rapid and extra-abdominal, with the intercostals i
active, and abdomen free. Facies is one of agony, with fea: and ale nasi
' atures

sive and expression anxious. B . :

) € : lood-count will show a marked ]
with a great increase in the P°lym°fphonuclears I o e
as has been already said, will give the b . .. n either Case,

) o e best indicatjop :
every ten minutes, it is found to rise at syce H
should be the diagnosis of choice ang safety.
ever, that the above are the featureg in typic
are many, some indistinguisable except throug
cases it will be safer to exhibit patience and pi
i rgatives and paregorics til] ; . Placeboes thay to indul
1n purga paregorics till the incubation periog jg pas nNdulge
Having excluded all other acute infecti ’ sed.
and labelled correctly the given case as one of
with predominant local symptoms, we have to 4
of the lesion, and this involve a consideration of
parametritis, as salpingo-oophoritis, the only other condition of
occurs alone and has its features merged in those of the associat:d “Ot.e’ seldom
Peritonitis and perimetritis, being the general ang th .Penmetritis.
lesions respectively of the same serous peritoneum, differ b:tcfrcumscribed
their clinical manifestations; in fact, many caseg begin 2, c!n degree in
perimetritis, and the resistance to the invasion being unequa] be:‘:umscribed
into a general peritonitis. Being so, they should 'be difflc’ult o;n? Spread
in their early stages. But one will not be kept long in s lagnogig

original lesion, if at all it is to flare up, will do so withig 24 hxzsf,} s the
onset,

ucocytosis
. the pulse,
ation cxf, o:x counting it
ounts itoniti

It should be obs.ersz:,m:;:f
hall cases. But, atypical cases
aprotomy. In 4 doubtful

e the particular naty e
Peritonitig, perimetritis 44
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when all thc symptoms like pain, tenderness, rigidity, distension and vomit-
ing, as also the temperature, pulse, respiration, and the general condition
will become worsened and show themselves i all their direness and frightful-
ness. The chief distinguishing features, however, will lie in the findings per
vaginum. These will be nil in general peritonitis. In pelvic peritonitis
on the other hand, all the organs of the pelvis will be tender and painful, the
vaginal vault full, the cervix in all probability centrally fixed, and the pelvic
tissues matted, oedematous, or showing small swellings corresponding to the
pockets of pus; in later stages, there may usually be felt a bulging in &
narrowing of the posterior fornix and a tumescence behind in the pouch of
Douglas, due to the collections of pus having gravitated to the bottom
and formed ar abscess there. The other helpful features are: whereas in
general peritonitis paralytic phenomena of bladder and rectum such as
anuria and ‘ achezia ’ respectively will be prominent, and a short, tragic, fatal
course will be the rule; in perimetritis, obstructive phenomena such as
dysuria and dyschezia as also pre:sure oa pelvic veins with consequent swell-
ings of legs will be evident, and a slow, toxic, invalidating course will be
manifested.

The differentiation of parametritis and perimetritis is important
from a prognostic point of view, as the former is usually benign while
the latter is seldom so. But, unfortunately, the two conditions often
co-exist, and as such their identification will not be ecasy—at any  rate
in the early acute and subacute stage. The following, however, are
note-worthy. In parametritis, the onset is late (usually between the
Sth and the 10th day of the puerperium), the general symptoms are not
alarming, the toxaemia and the suffering are not great, and the pain (the
lesion being cellulitic) is of a constricting or compressing nature. Further,
the local lesion being generally unilateral and in the vast majority of the
cases left sided, the vaginal findings will generally be on the left side, at
least in the early stages ; the uterus will be (if it is to be) tilted and fixed
laterally, and not centrally, and the pelvic tissues and the organs of the
Pelvis will be free, or at their worst be pressed upon by the effusion to
produce obstructive symptoms. The swelling formed by the effusion is
usually single, has a great tendency to rove, and prefers to do so anteriorly
(by virtue of the anatomical distribution of the cellular tissues in the
Pelvis) ; if, however, it chooses to wander behind, it will surround the
rectum like a horse-shoe, and not settle on it in front and pressing it. The
inflammation itself will be found to be of a low grade form, the fibrinous
elements preponderating and consequently the swelling tending to remain
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hard and ind
e anc Tl;zatsej;lxlxin“less, 0; course, pus forms, which, however, is not very
tendency to burrow along, t: le'ther indurative or suppurative, has a great
ously especially if an abg e lines of least resistance. or l'uptu,re s~ ontane-
is towards resolution SSCSS has foned- The natural course of thg dis(ease
most cases. In Perim’e; ":t‘overy Without untsward sequelae occarring if
sudden (usually abrapt iritis, on the other hand, the ong t i g 3
pt on the 2nd or 3rd day of the puerperie ;S ;:arly o 1
um), the genera

symptoms are s
ainp e ) severe, the toxaemia and the sufferin
P e lesion being serous) is stabbing g are great, and the

bilateral, di indefini Th ic lesion wi

Wi; Zr:;;ndxfbfus; and indefinite. The utecus may bz t?lilvc;c lesion .m” be
N y be fixed centrally. The pelvic tissues will ed to any side, but
xudations, and consequently will be spongy vill be bathed in serous

multiple miliary abscesses, showi
high grade. ey oreby

ravitating to i show no

iouch o Ig)ougtll;: ;0::):1, V;llilsettle as the well-knqwnte:jirimy 0 rove, but:

chronic, has no tendency t‘(’); e rectum and Pressing on it C:’;l:]sccss " th_e

induce a slow poisoning in th U‘TOW. nor to rupture spoma.n - fhscess "5

et g inthe patient. The courge j eously, and will
very are, and iavalidism with salpin 1s prolonged, complete

sterility as the sequelae is the result in 80-oophoritis ang c

‘ ! most onsequent
some detail the main features in i _Case§, We have ¢j ed i
the differentia] g discussed in

complexes in puerperal infections

well-arranged descriptions in theses and text.h

e.n'ise when we feel pricked and become inzﬁts C,l Piquant situations will
instance, scanty an.d a peculiarly Sweet'smelline to ‘burst forth  For
puerg)ex:al septicaemia, and a profuse foul blood gd.vagmal discharge in
debris in sapraemia are the time-old text-book de);c }sciharge with clots and
not be one amongst us but that he or she has not"{‘;tlons; but, there may
case w.here facts‘ went a differeat way. In puerpe el‘:n confronted with a
of the infection, in most cases, does not lie in theg ral Infections, the cause
with the sower individually, but rest on an ‘:)ll’ .°" the seeq
combination of all the three; as such, no two cro DWwitting,
for the mower to discriminate and be on the qui 'va's: :aﬂ ever agree. It is
he wants to make the best out of a bad job—not to g5 or a]l eventualities, if
Hope and Charity are the triads of salvation; Factg ¥s to win kudog | Fa’ith
shall be those of diagnosis. + Tudgment and Clarity

h the studied and

' Or again
yet formidable,

SOME ELEMENTS OF NEUROLOGY (12)

M. GERARD KELLY, CapT, I. M. S.

Physician, General Hospital, Madras.
CEREBRO-SPINAL FLUID: COMPOSITION

spinal fluid similar to{ 2. Plus 2 to 4 cells, chiefly lymphocytes,

Composition of Cerebro- {l. Minus almost all the‘protein.
that of*blood plasma : per c.mm.

Protein :

1. Albumin and Globulin: 1. Mere traces.

2. Approximately equal proportions.

2, No Fibrinogen : 1. Normal cerebro-spinal fluid will not
clot on standing like blood or lymph.

2. Clotting means that fibrinogen has
escaped from the blood-vessels into
the cerebro-spinal fluid as a result of
excessive dilatation.

3. Clotting therefore points to an inflammation of the meninges:
1. Meningitis;
2. Poliomyelitis ;
3. Reaction after injegtion of sera, e.g.,

anti-tetanic serum into theca.

4. In searching cerebro-spinal fluid for tubercle bacilli in tubercular

r.nem'ngitis you will often readily find the tubercle bacilli in the tiny clot
$n which they seem to get entangled.

(If you suspect tubercular meningitis add sodium citrate to prevent clot.)

Teats for Protein:

Heat and Coagulation Test for Albumin and Globulin:

Normal cerebro-spinal fluid gives only the merest opalescence on boiling.

43
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2. Sochlorides are reduced in meningitis :
Nonnc-Appelt Reaction for Globulin ‘ ' §
1. Half saturate cerebro-spinal fluid with ammonium sulphate "' salting out,”’ - BEIOW’ 0-7.})31’ cent Strongly Suggests
. . . ) . meningitis.
2.  Ammonium sulphate is more soluble than the protein.

3. Protein is merely a colloid. 2. Reduction to 06 per cent or under : is
4. Tlence, the protein is knocked out of solution and precipitated by the ammonium absolutely diagnostic of tubercular
sulphate which takes its place.

meningitis.
5. The bigger globulin molecule is more esily knocked owut than the small albumin
molecule, ’ ¢

Estimation of Chlorides :

Use a standard solution of Silver Nitrate, and Potassiumy Chromate as an indicator,

6. Therefore, in the Nonne-Appelt reactjon only .
! actye globulin of cerebro.sp; 1 oeen
cipitated, spinal fluid is pre

. . Sugar:
echnique : .
, As in plasma =008 per cent.
1. To some cerebro-spinal fluid gently add an ¢ .

@ é qual quantit . e  epe .
sulphate solution. antity of - saturated ammonium Significance of reduction of sugar content :
2. A white ring of precipitate appe

ars at the junction of ) ids i . . ic fe 5
corebre spinat fd et 1e two fluids if the globulin in the 1. Dead pus cells liberate glycolytic ferments.

2. Hence reduction of sugar points strongly to meningitis.
Sigaificance of Increased Protein :

Estimation of Sugar:
1. Increased protein in

cerebro spinal flyig
permeability of blood vessels.

is due to increased 1. In ordinary way, ¢.&., by McLean's method.
2. More usually a simple Febling's test is cmployed.
2. Hence, its causes are the same ag those of

: s . . . . Clotting; any Technique :
meningeal inflammation, e.g., meningitis, poliomyelties,

etc. 1, Make a J'ehling’s solution in the ordinary way using equal parts of Nos. 1 and 2.

3. Usually albumin and globulin are increageq hand.in.hapq 2. Take 1 cc, cerebro-spinal fluid,
-in-hang,

- . . . 3. Addone drop of Fehling.
4. Excessive increasc in globulin

alone = syphilitic Meningitis

5. Slight increise in protein and strong Nonne-

4, Boil the mixture.

A . ) " 5. Normal cerebro~spinal fluid gives a yellow or red precipitate a few: seconds after
meningitiS- ppelt = syphilitic bringing to the boil=Immediate reduction with Fehling,
6. If the sugar is reduced in amount
Chlorides : '

1. No precipitate occurs,

1. Slightly more than in plasma, i.e., 0°'75 per cent (for or 2. Is very delayed in appearing.
maintaining the osmotic pressure of a fluid poor in colloids,) Phtposes of

Boveri Reaction for Tubercular Meningitis :
2. But the chlorides are not. the only salts in the blood gl

form the majority. 0ugh they

i

Specific for tubercular meningitis.

Technique :
Significance of Reduction in Chlorides :

1. A solution of permanganate of potassium is made up in water to give a light port wine
. . colour, strength=0'025 per cent.
1. Blood chlorides: Fall in any genera] infection 2 1 . . L
an index of the.Patients' » and are + It does not keep, so it is better to make it up fresh each time, judging the strength

resistanCe. Toughly by the colour.
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» q Yy f the per anate so
. ] h.\tlon
3 I 0 some cer ebl O‘spl“&l ﬂul add an e(ludl uantity o

mang

= positive boverim tubercul ingiti
M . . uiar memngitis,
ethod of counting cells in cerebro-spinal fluid :

1. i
Use Thoma-Zeiss or Burker instrument for

2. Cerebro-spinal fluid must not be diluted
Technique : |

counting blood cells.

1. The whole fieldm9 sq. mm,
Search the whole fisld—n

‘ —normally yo
Divide by 9 to bring it to 1 sq. m:) 4 fnd 0‘3‘)’ " fow clls,
Distance between cover slip and ruled |

Therefor i
o 1o do re, multiply by 10 to bring the figure 10 1 ¢ y
4 . OINg an accurate count, repeat say : .

rop of cerebroaspinal fluid each time oral times,

L

ines~1/10 mm,

Washing slide and repeating with fresh
Example :

Suppose the figure for successive counts are .3 2,52

Average=3 per whole fisld, P R for whole feld.
Divid.e by 9=3/9 per sq. mm, = 1/3 cell, per s

Muitiply by 10=1/3 X 10 = 3 callg {approx.) p:.rx:m‘
Count may rise to several hundred cel o

Menin iﬁs Poliom 1) iti l : C., mm. .ﬂ i
g » y htls, etc. 1 lnﬂnmmatiou Qf ‘h ﬂi
e meninges,

Method of distinguishing t
o loare s ype of cells: lymphocyt.. or polymorpho
1] p !

.8

1. Centrifuge some cerebro-spina} fuid
2. Take a drop of deposit on slide,
3. Dry, fix and stain with methylene biye

Increased lymphocytes = acute non-pyogenic ingqcs:
ection :

1. Tubercular meningitis,
. Poliomyelitis.

. Encephalitis lethargica.
. Syphilitic meningitis.

N

H W

Increased polymorphonuclears = acute pyogenic mepjoo:.:
‘ 1. Meningococcal, lngitig :
2. Streptococcal,
3, Pneumococcal, etc.
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Sterile Meningitis :

1. Irritation of meninges results from intrathecal injections of
antitetanic serum.

2. Resulting cerebro-spinal fluid is exactly like that in meningitis :
i. Quite turbid.

i. Cell count up to several hundreds per c.mm.

3. This sterile meningitis may have a curative effect.

4. Possibly, anti-meningococcal serum acts in fhis way, f.e, its
curative effect in cerebro spinal fever may not be a specific one and might

»

just as readily be obtained with horse-serum or diphtheria antitoxin.

5. This is supported by the fact that there is no complement in
cerebro-spiral fluid (Boxwell).

6. Serum cannot act in the absence of complement.

Wassermann Reaction.

1. Wassermann reaction substance in blood is combined with the
colloid globulin.

2. It cannot therefore under normal conditions leak through the
capillaries of the meninges and choroid plexus, into the cerebro-spinal fluid.

3. But when there is meningitis with congestion of and damage to
the capillary walls you get cerebro-spinal fluid with

1. Increased protein,
2. Globulin,
3. Positive Wassermann,

and 4. Lymphocytosis.

Colloidal Gold Reaction—Lange'’s Curve.

1. In parenchymatous syphilis, globulin is greatly increased.

2, Asa direct result of increase of globulin the cerebro spinal fluid
is able to precipitate colloidal suspensions.

3, Hence, Lange's Colloidal Gald Curve.
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. (Clotting is due to the -escape of ﬁbr{nogen from excessively dilated
blood vessels into the cerebro-spina) fluid).

3. Sugar is reduced because dead Pus cells liberate glycolytic s B u l ' N
ferments. SR Iy A E

4. Chlorides are reduced, as the blood chlorides which index } A T )

of the patient’s resistance, fall in any general infection. hich are an , M u I' F o R D
5. Cells are increased (beyond the normal f . ot | '

exceeding 6 per c. mm.) rmat lew lymphocytes n

(1) Lymphocytes are increase ] jn acute non-pyogenic infections :

i. Tubercul ingitis -
ar meningitis — lO €. .-

ii. Poliomyelitig (later stages) ;

L.
5 1. Encephalitig lethargica,
A NS S i Syphilitic meningigs

BULIN - mULFO

' . 0 uUnits per «©
L ! N standardized
r iy R \)&)1(2) Polymorphonuclear le '8 ‘ i, on, ‘

“ '"g”., Patented 10

ucocytes are ingpe i i
ased in acyte pyogenic b,

. infections—
i. Meningococcal ;

ii. Streptococea] ;

iii. Pneumococcy, : Mtory Bialog <ot 19
o _ : i SHARP & o
6. Causal organism, co B HILADEL pHiIA, Uod

7. Boveri reaction for tubercular _meningitis
' [ ‘ A.~,. .

: - 'r‘ .
N

e,

Y

SOLE IMPORTERS
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VOLKART BROS,
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Technique :
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1. Make various dilutions of cerebro-spinal flujq = 1 ! 1 1

10, 20, 40, 80, 100.
2. Add the diluted cerebro-spinal fluid to the Collodial Gold Suspension
3. Note any change in colour.

No change of colour = 5 (ic., complete Precipitation), -
Blue = 2,
Pink or Red = 1,

Normal cerebro-spinal fluid :

‘No flocculation in any dilution,

Luetic Curve—1124421 1.

1. Tabes.
2. Syphilitic Meningitis. Menineit:
3. Dessiminated Sclerosis, catngitic Curve,

Paretic Curve—5 554321 100.

General Paralysis.

Colloidal Benzoin.
1. Cheaper;
2. Easier to perform ;
3. More certain results.
Also—Collargol, Mastic, and Bi.coloured Guiac tests,

Note.—

1. Lymphatic drainage of parenchyma of centr

. al nery .
subarachnoid space. Ous system is into

in parenchymatous syphilis you get ; .

2. Hence in p Y. yp you get in the Cerebro-spinal fluid
1. Lymphocytosis;

2. Increase of protein;

3. Globulin in abnormal amounts;
i . 4, Typical Colloidal Gold Curve; |

5. Positive Wassermann, Wassermaon Reacyjy, substance §
bined with the colloid globulin, ance is com-

/
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MENINGEAL SYNDROME.
1. Symptoms of fever ;
Symptoms of increased intracranial pressure ;
Symptoms of anterior root irritation ;

Vasomotor disturbances.

“voa W

Cerebro-spinal fluid changes.

1. Symptoms of fever :
Modified by slow pulse, etc.

I1. Symptoms of increased intracranial pressure :
Except optic neuritis.

111. Symptoms of anterior root irritation :

l. Stiffness or spasm of the neck muscles produces head retraction,
and pain when the head is acutely flexed on the chest.

2. Stiffness or spasm of the hamstrings is responsible fo.r Kernig's
sign or inability to extend the knee with the thigh flexed at a right angle
on the abdomen.

3. Brudzinski's two signs—

(1) Neck sign—When testing for neck stiffness both legs tend to
be drawn up or flexed.

(2) Leg sign—When doing a Kernig’s on one leg, the other leg
is drawn up or flexed.

4. Attitude—The legs are drawn up.
IV. Vasomotor disturbance.
Tache cerebrale.
V. Cerebro-‘spinal Auid,
1. Under tension (Normally, 60 drops per minute).

2. Albumin is increased due to increased permeability of the blood
vessels : globulin is increased in syphilis.
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Captain I .
p nglefield Dall, Superintendent, Borstal School, Palamcottah. This
» P ottah.

is the first time that Zxhibiti
ks she first Ur a Health LExhibition was held in the Borstal School,

Lieut. Col. T. S. Shastry, LM S., the P a
comed the guests an-d. e u‘etsr e’dI.Mk ‘.,]t)a o o.c he He ]' h. bitio
the guest request IS, (lzl tres‘d(:xnttOf Tle -i\l:hsoc’l uionit\i\.cliﬁ
p 4 DB :
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to the audience th
how to prevent the same. e prevalence of Cholera in the District an

He al i
of ot i : h s0 explained :
her infectious diseases such asp Tubert:hu? causation and prevention
osis,

P. S. Srini . > .
S. Srinivasan, explained in easy Tamil the gist of Small-pox, ete. Di
W

Dr. E. Arumainayagam, L.M.r, and Dr P :at ol shastry e
. . n

assistant su .

the prevent;§§022 l(l)sfatt?e Borstal School, explained in T,am.“ Nayanar, sub-

of aboat 400, ion of Tuberculosis, Flies and C amil, the posters on
nmates and families of the warders Cholera for the benefit

Thi .
his was very much appreciated by the Bathering

THE
MEDICAL PRACTITIONERS’ ASSOCIATION NUZ
' VID.

A monthly meeting of
in the Local g of the above Associati
De. P. Anaish Naidur atp: o shor-sunday the 29t Nowernanr oo 20t
M. P. : A m 1
by Dr. T. Satyanarayana, L.I’.M., w;gh::;;. After light refresh:e;?: t:)f;::::t:l

meeting commenc at ho
read thge minut;ng?ih:t pieg.ir:(:s wnlllen Dr. N. Rat‘:: Rt:l)o tt:“leembers, the
eeting which w s L.M.P,, Secretary
ere duly ad .

members then began to di
Ay g discuss on several professiona] topics ofopt;:d. The
which wcre

1. Mr. N. Ra

1. . N, ma Rao reminding the mem}

neuralgia of lower extremity simulatix:g ;ciattica ) I the f
S o case O

bim during the last i tha
consultatign to Dr. Gt?r?:r;:::ers?ry Meeting, said how ttl:?s demonstrated by
as Fibrositis due to faecal 2“’“ Mudaliar of Madras who d-c aSe was sent for
and also an old though trgﬁgifetltons resulting out of q:: §nosed the same

s . . en 3 oni .
patient claims a radical cure ever siztct: ck [?: d(‘;:“:l'rhoea fro;c?x‘il%a"%“
. reat ch the

vaccine constipation relieving remedi reatment
patient improved a good deal. edies and anti-neuralgic bs);dg}t(i)nococcal
ves, the

2. Mr. P. Anjaiah Naidu menti
! ntioned about
2 days igot;hat gvas born with moderately well d:v:lew Dora child of
incisor teeth and as §uch caused much inconvenie °Ped upper ang oy
suckling and so he said he bad to extract the teethnce 1o the mother lot\;ver
. while

3. Mr. V. Ananthachari narra s
case that simulated Malaria for a time ;Tdt&‘;f:;::‘gal course of
Wednesday about a month. Anti-malarial remedi eVer began 14 :o Peculiar
but as the patient gave a history of syphilis'some LS Were ‘ngt of mme ever
that scratched his sole just superficially as not to me back ang als ueh use
doctor was tempted to give Neosalvarsan which :?fuse any blt:;)d?,f1 a rat

e

surprisingly. Cted a3 reljef tzat:‘l:

SCIENTIFIC ENZYME DIGESTION
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SIX OUTSTANDING ADVANTAGES

. dme :PTALAG Is a saf
1 PEPTALAC Is * made in a minute " by the sim PEPTALAC '8 P Safe s of pept

wilcr. o
8}0 addition of hot water giving in an instant 8 powac B estod at a tomy

0]
gested milk food of high digestibility. milk was pr tw

esulting ina final roduct teemn ¢ with bacter
rR:c‘:m: tuted PEPTALAG is ce from patho-

PEPTALAG is fool-proof and uires neithet r
2 technique, skill nor addition of milk. 1t renders genic organisms and practically sterile.
obsolete the medlodolpeptonlsntionwherolnmﬂk

minutes under ca ly controlled condidons.

had to be held at o temperatutl 117°F. for 20-30 PEPTALAG ls therefore invatusble for intants,
5 young children, the aged, convalescents, and the
wenk in health, who are prone to contract milk

tically sterile
and prac ‘nlsa oo, the
re whic'h is

from ordinary milk or pre~

- bome diseases
3 PEFTALAGC S guamtmeed %2;,“,";{;“},’3;‘{ l::d parations made with it.
milk protelns hroken down to sugara ptones,
od amino-acids. With O oethods ol p :

peptoni- 6
sation this cleavage is uncertain and unreliable alates—-salt or
e maiix which is added 8 not predigesteds [elate Aavouring If desired:

Sapplies can be oblained from the following Special Distributorsi—
BANGALORE PHARMACY, BANGALORE,

WILFRED PEREIRA, MADRAS,

COW & GATE LTD.,

Agonts for S. India:—CARR & @0, LTD,, First Line Beach, MADRAS,

C is pleasing to the most fastidious
PEPTALAG I8 P ?n. be added for
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ASSOCIATION NOTES.
THE TINNEVELLY MEDICAL ASSOCIATION, PALAMCOTTAH.
(Affiliated to the Indian Medical Association.)

The Tinnevelly District Medical Association held its monthly meeting
on Saturday the 21st of November 1936, at the St. John's College Hall,
Palamcottah. Members numbering 54 including 7 woman doctors gathered
from all parts of the District.

. Aft(il: Tea Party and sweet music, the meeting began ander tiig
I resxdcntsl_np of Lieut. Col. T. S. Shastry, IM.S.at 6 p.m The Secretary
read the minutes of the monthly meeting held at Srivaikuntam on Sunday

the 31st of October 1936 which were passed.

. Dr.' P. G. G. Unnithan, M.B B.S., B 8.5C., D I".H. (Hopkins), .T.M. & H.,
(Eng.), District Health Officer, Ramnad, gave an interesting lecture on
newer knowledge of ** NUTRITION.” C

The following clinical cases were demonstrated :—
Details of the case.

By whom
1. Lieut..Col. T. S. Shastry, A specimen of a case of Ovarian
i I. M. 5. Cyst. R
2. Dr. P.S. Srinivasan, L.M P, A case of Duodenal Ulcer and “ Burst

Abdomen.”

Dr. P. S, Srinivasan, L.M.P., sub-assistant surgeon of the Government

Heac_lquflrters Hospital, Palamcottah, read case notes of (1) A case of Septic
‘l}‘lemngltis as a result of fall, (2) A case of Chronic Duodenal Ulcer .and

Burst Abdomen,” and (3) A case of rupture posterior tibial artery right
leg. Dr. Miss A. Lazarus, r.m 1, of the Vannarpet Hospital, read case-
notes of a case of Ovarian Cyst, which was operated on by Lieut.-Col,

T. S. Shastry, I, M. S.

The above cases and the lecture were fully discussed by the members.
Th‘{n the President brought the meeting to a close by his remarks on the
Subject of the learned lecturer and summed up the salient and important
features of all the cases. He thanked the Principal, St. John's College,
P‘fla“}COttah. for placing the College Hall, at the disposal of the Tioncvelly
District Medical Association for holding the meeting.

Thereafter, an excellent Dinner brought the happy gathering to a close

late at night.
HEALTH EXHIBITION. .
: Under the auspices of the Tinnevelly District Medical Association,
In conpection with its monthly meeting at the Headquarters V(Pala.mcottah), a
he Borstal School, Palamcottaly, on

Heaith Exhibition was arranged att : .
Saturday the 21st of Novembj 1936 at 10 a.m. under the _Presxdgntsbxp of
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CALOGLAND
| STIMULATES —
GASTRIC-HEPATIC ACTIVITY

Under the influence of Calo . .

ivi i . improved, liver
activity s_tlmulatgd'a.nd_ the flow of bile is improved bn:,h in(qu.mtit)’
and quahty_. Ellmlna;lon of waste Matter is more complete and thus
th?l absé)rpuon of toxic matter from the Rastro intestinal region is
reduced.

COMPOSITION :~—Calom

of Peppermint.

DOSE:—3 ¢ 6 tablets daily,

el, Stomach Extract, Liver Extract, Oil

Bottles of 48 Tablety,

The Angﬂo-Frenc

P. O. Box 460

h Drug Co. (Estny L¢d.,

BOMBAY.
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CARDEQN

THE NEW HEAR‘T TO
- COMPOSsITION

Vaso-motor nucleosides, C
Cardiac extracts,

NiC

h]
Calcium ang ;/;‘)phyll,

TONIFIES ang PROTEC
THE HEART Is.

———

2, 4 or 6 tablets Per day, }

taken between meﬂl. .

Bottles of 48 tablets, . .
The Angﬂo-Fréncﬂn Drug C“*, (E,Q!) Lﬁl
P. O. Box 460 ——_ BOMpy
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ASSOCIATION NOTES

ient that was
4. Mr. T. Satyanarayana demonst_rated a fe“r‘:%el—})oastk;gtal, Madras,
operated for cervical adenitis (excision) in the Gz?ethe choulder muscles.
which later on resulted in a temporary paresis iating though she does
Now the patient, he said, is getting weaker and emizl(t that she complains
Bot manifest definite tubercular lesions ’f“}’“’her.ehex“,s le which he suspects
of impaired movements at the left tip joint w1]t' qtagel.J
to be of tubercular origin though in its very early ¢

5. Mr. S. Hanumantharau mentioned :d f}?:e]ater condi
primarily ‘and then developed very bad obesity erhma still persits. Very
controlled by Thyroid medication, though Amenht on discussion and the
many topics of interesting nature were brought December being Xmas
members decided not to have the next meeting in
season. The meeting came to a close by 7 P.M.

THE COIMBATORE MEDICAL ASSOCIATION.
(Registered).

of Amenorrhcea
tion got

ot held in the
premiscs of the Moses Gnanabharanam Eye H"fil 'the general body met
Sth December 1936. After a group photoat 5 P. "a Rao. The Annual
under the presidency of Dr. C. N. Ananta Rang for the coming year
Report was read and adopted, and new ofﬁce-bearers] ted President who
wel?e electea. Dr. Rao Sahib Y. P. Vasudevan was elec

, ere elected.
now took the chair and the following office-bearers w

Patron.—Major A. 1. Cox, I.M.S. ‘ ,

* President,—Rao Sahib.Y. B. Vasudevan, M.B.B.S, B.S.5C.
Vice-President.—Dr. R. Sundararajan, M B.B_.S.“
Secretary.—Dr. L. Seshadrinathan, M.B.B.S.

i .B.S.
Asst. Secretgry.—Dr. J. K. Gnanaolivu, M.B.B

. Guru.
. L.M.S.; Dr. S.
) ‘ .—Dr. N. Krishnaswami, ntaranga Rao,
batham"."g:"'f{'ﬁ:gfg,bfgr, Mrs. Jayakaran and Dr. C. N. Ana 8
T . the outgoing
= Resolutions appreciating the servxcez of the Patron,
President and Secretary were placed on record. .

vmi Dr. M. K. Samba-
A resdlution of condolence on the sucli)den s::?dl?:g?f
sivan of Kumbakonam was passed the members

iati building of its
ion li Association to have a :
tion list for funds for the 85 to have |
own wat g;::ed, and about Rs. 700 subs:ribed on t h[;h e alonad by
was i inment after this whit s wed by a
Di 'Th'i‘r:ert‘:asv:a? ZSIf::g?;::::dance, and the gathering dlSE)erse
X - nner. ‘
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