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Conteo! WHOOPIN

The advance in vaccine therapy represented by Dissolved
Vaccines G.L. is of special significance in the prophylaxis
and treatment of whooping cough. It is known that the most
satisfactory immunity to whooping cough is obtained by
giving large doses at short intervals,

In Dissolved Vaccines G.L. the antigens are in solution
and detoxicated. Thus (1) when injected, an im-
mediate antibody response can be produced; (2) high
doses can be administered without risk of
undesirable reaction. A large volume of
clinical evidence, covering the past three
years, shows that the incidence and course
of whooping cough can now be successfully
controlled by the use of the Whooping
Cough Dissolved Vaccine G.L.

COUGH

FOR PROPHYLAXIS
Over 2 years : 3 injections
—first 0.5 ce., succeeding
doses 1 cc. each.

Under 2 years: 3 injections
—first 0.25 cc., succeeding
doses 0.5 cc. each

At 3 to 5 day intervals, If
there has been exposure to
infection, first two doses
should be given on succes-
sive days.

FOR TREATMENT
Over 2 years: 3 or 4 in-
jections. First day 0.25 cc.,
second day 0.5 cc., then
1 cc. at 3 day intervals.
Under 2 years : 3 or 4 in-
jections. Two doses of
0.25 ce., and two doses of
0.5 cc., at the same in-
tervals as above.

e/ VACCINE G.L.

DUCT OF THE
GLA!\LABORA I£S

Z)[ﬂ oly

Glaxo Laboratories Ltd., Greenford, Middlesex, England.
Representatives : I1. J, Foster & Co. Ltd., P.O. Box 202
Bombay; P.0O. Box 2257, Calcutta; P.O. Box 108, Madras.
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" Fig. 3002.

Fig. 3000,
Fig. 3000, Tpngue Depressor, Hartmann, made of steel,
heavily nicke! plated. .

Fig. 30{)1. Tougue Depressor, as above, superior quality
stainless steel. :

Fig. 3002, Tongue Depressor, folding aseptic.

] : - Fig. 3003.
Fig. 3003. - Tonsil Snare, Eve’s, heavy pattern, simple slide action.

D]

. ) Fig. 3004.
Fig. 3004. Tonsil Vulsellum Forceps withside jaws and catch heavily
nickel plated.

Fig. 3005. Tonsil Vulsellum Forcéps as above, Stainless Steel,

ol

. Fig. 3006. ‘
Fig. 3]006(.1. Tonsil Vulsellum Forceps, curved on flat, steel nickel
plated.
Fig. 3007. Tonsil Vulsellum Forceps, same as above, Stainless Steel, .
Fig, 3008. Button Vulsellum Forceps as used in General Hospital.
Steel Nickel plated,
Fig. 3009. Button Vulsellum Forceps, satne as above, Stainless Steel,

246, Thambu Chetty Street, Madras.

, COMPOSITION * ~-- ' - -* -~ . - INDICATION
. - o . itus
Primary: Sulpho Schistol,- Titanic Oxide, | AlL forms.of Eczemas, Uleers, Pruritus,
: Collodigl Ortgo Titanic, Secondary Active | Burns, ’ Itonic ' wounds, Irntatflo_nsﬂ and
Principles: Distillod  Extract of fresh | lesions of the skin, All sorfs of inflam-
Hamamelis, Zinc oxide. . mations. i N
’ Incorporated in an excipient with marked smoothing and decongestive properties.
INOTON .. | ' [INOTON
French Government Laboratory . . French Govprnrrgntfgb_orabory
: Control No. 482-60 . Control No. 482-2
ANTISEPTIC SOAP .MEDICATED
Made from purest ingredients! e o TALCUM
. Contains powerful antisepticll ) .
- Keeps the skin free . 'Recornmended for Babies
from germs 11! ‘ "', and Children!
Also for :(—-

TREATMENT OF ECZEMAS AND ALL SKIN DISEASES

Occor F DEBAT
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INOTON OINTMENT

(French Government Laboratory, Control No. 482-4)

.
PRICKLY HEAT, DHOBIS ITCH, SORES OF THE FEET,} CHAPPED 8KIN AND SUNBURNS

Sole Agents .—French Medicines Agency,
Post Box No, 88, Madras.
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For Hernia, Abdominal Belts and other
Deformity Appliances.
Always consult or write of

International Surgical Co.,
Sandhurst Road, Bombay 4.

Direct importers of Surgical Instruments, Sick-room and
Hospital Requisites etc. ‘

Telephone : 42135. Telegrams : Splintwork.

NOBEL PRIZE WINNER

Dr. G. R MINOT ;

(Quoted from ** Times of India”, Dated 12-12-34)

¢ Professor Minot has made discoveries which suggest that Chlorophyll
the green colouring matter of plants, may greatly accelerate the
absorption of Iron—the stock treatment for ordinary or secondary
Anaemia." oot

“ [t is considered probable that the use of Chlorophyll may be of value
in cases where the taking of large quantities of iron causes digestive
disturbances.”

Further researches on Chlorophyll have proved that :—

1. Ttis rich in Vitamins A, B. & C., 1

2. It stimulates the function of Red Bone Marrow assisting répid
production of R. B. C’s in the body.

3. It helps assimilation of Iron.

4. It reduces enlarged spleen and

‘ BLOOD BEANS’

is the only combination of Iron, Arsenic, Strychnine and L
copper nuelsinate, with CHLOROPHYLL.

4

For samplés and literature apply tot—

YASMIEIN & Co,

* 10, Churchgate St, Bombay.

When ordering please mention Medico-Surgical Suggestions.
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MODERN VIEWS OF NEPHRITIS.
By DOUGLAS, J. THOMAS, M.p,, DMR, MRC.P,,
Hon: Physician to Out-patients, Royal Melbourne Hospital
In recent years we have seen the introduction of many classifi-

The iron salts with bone marrow extract and traces

of copper and manganese are valuable in anemias
of nutritional origin.

Myeladol is an emulsion of Cod Liv il 1
S i Liver Oil in Malt cations of nephritis. To many this has increased the confusion in a
an excellent source of nourishment. iti ich i i .
It contains 4% protein 25% f. o condition which is admittedly complex. I have no desire toadd to
- contains 47 [;d lbl % fat and 47% carbo- the reader’s difficulties, and for this reason I have tried to reduce
hydrate an yields about 150 calories per ounce. the contentious points which arise in any discussion on nephritis to
It is part.xcularly useful as a nutrient tonic in wast- aminimum, and have avoided lengthy descriptions of microsoopic
ing diseases, underweight, malnutrition and anatomy and pathology.
convalescence. Let us then in this article use a simple classification based on -

the acuteness or otherwise of the condition presenting. The terms
Super D Cod Liver Oil ... .120 mins. 'alcute,'rsu..lbacu{:e3 and chronie w‘rill l.)e made to embrace all thc.a‘ type.s of
Glycerinated extract red bone nephritis described, although it will be necessary at certain points
' to define the relationship to former classifications.

WEach fluid ounce contains :—

marrow w. 10 mins.
Iron and Ammonium Citrate 4 ors. We must briefly review the anatomy of the kidney. Essential-
Malt Extract (Non-Diastasic) 213 S, ly the kidney consists of units. Just as we use the term neuron in
" Dose :— ’ describing the structure of the central nervous system, so may we
. Dose l2 ieszsier;:pp:oo;lfilllss:fft?::;:;lssffoir :}i\lléts- refer to the nephron—the fundamental functioning unit of the
AVAILABLE IN BOTTLES OF 1idren. kidney. The nephron consists of a glomerulus with its agsociated
8 OUNCE. tubule system and the blood vessels which serve both. It will be
MANUHCT“RED THE UPJOHN GD remembered that the greater part of the blood-supply of the tubule
US.A. first passes through the corresponding glomérulus. The afferent
Sole Agents: LT branch of the.interlobular artery which enters the glomerulus breaks
T. M. THAKORE & Co. ‘(f A\ Head Office : * up in the glomerulus and the efferent vessels from it are then (in
5, Sunkurama Chetty x)/i“a 43, Churchgate Street, the main) the afferent vessels to the corresponding tubules. When '
: f?’ we visualize the possible routes taken by organisms {or clumps of

Street, Madras. Fort, Bombay. . .
organisms) and toxins from the blood stream into the kidney, the

; ' importance of this anatomical fact becomes very great.
‘ The kidney then is composed of units or nephrons, of which
- there are possibly two million in each kidney. Probably all of them
. are not working at once. While some function, others rest, and it
Branches :—CALGUTTA, RANGOON, N is likely that the contraction of the afferent artery determines toa
. OVA GOA, KARACHI, LAHORE. large degree which units work and which rest. The fluid which is

secreted by the glomeruli by a process of selective filtration contains

When ordering please mention Medico-Surgical Suggestion,
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sugar and sodium chloride, and hasbeen described as ‘‘ plasma with-
out proteins.” The membrane of Bowman'’s capsule is very fine, and
its permeability is easily disturbed, so thatalbumin may escape from
the blood stream. This capsular albumin may be added to by the
detritus of degenerated tubular cells. It has been suggested that if
a big protein molecule ig traverging the capsule it may help to block
the passage of smaller molecules. Possibly thisisa factor in the
causation of Na Cl retention. The first impact of toxins and organ-
isms borne to the kidney by the blood-stream is upon the glomeruli,
and it is here that the first mechanical obstruection to the passage
of organisms is offered. Nephritis is never exclvsively glomerular
or tubular or interstitial, and I intend thereforeto drop these.
terms in the basic classification employed, but reference to such
torms as “‘glomerulonephritis’” will be necessary.
ACUTE NEPHRITIS.

This may occur during an acutas infective illness or ofter such
illness has apparently terminated. If the nephritis develops during
such an illness it is an acute focal nephritis. If it occurs after such
illness it is an acute diffuse nephritis. In the former type we know
that clumps of organisms become filtered out in the glomeruli,
but in acute diffuse nephritis this probably does not ocear. We
therefore have been driven to admit that such acute diffuse nephritis
may be toxic, or may even constifute an acute allergic reaction.

SUBACUTE NEPHRITIS,

Cases with onset as acute diffuse nephritis may drift on,
as cases of subacute nephritis, But many casesof subacute nephriiis
begin in an insidious manner, and which seen first exhibit album-
inuria, oedema, and slight rise in blood pressure. Let us now consid-
er the clinical aspect of the three types of case already classified ;—
This is, acate focal nephritis, acute diffuse nephritis, and subacute
nephritis (whether this is the later stage of acute nephritis or re-
presents one with more insidious onset).

ACUTE FOCAL NEPHRITIS.

This is seen typically during some febrile illness, most com-
monly streptococcal in origin. If daily testing of the urine is not
being done, attention is drawn to the presence of the condition by
the change in colour of the urine, this suggesting the presence of
blood. Examination of the urine then confirms the presence of
albumin and blood, the latter in at least microscopic amount. These
changes almost certainly mean that clumps of organisms have been
caught in the glomeruli. The patient, however, exhibits no, oedema,
and the diagnogis is made on the urinary findings. If such a kidney
is examined post-mortem, it is seen to be finely studded with haemo-
rrhagic spots, but the greater number of the glomeruli are unaffected.
This explains the absence of oedema. There is no rise of bload
presgure, The prognosis is good, and the condition rapidly subsides.
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Apart from the exhibition of free fluids as part of the general treat-
ment of the toxic state accompanying the febrile illness, no special
treatment directed to the kindney is necessary. Care is necessary
in making the diagnosis. TFor example, a febrile case with haema-
turia and albuminuria may really be one of subacute bacterial
endocardits and not a passing infection with a passingfocal nephritis
So that there is need for caution. But if the diagnosis is definitely
that of focal nephritis occurring during febrile illness, the prognosis
is good, and special renal treatment is unnecessary. But this is, a
very different state of affairs to that which is found in—
ACUTE DIFFUSE NEPHRITIS.

This is commonly seen after an acute infective illness, a period
of ten days to three weeks having commonly elagsed before the
nephritis develops. If daily examination of the urine is not being
made, attention is drawn to the condition by the development of
either cedema or haematuria. Examination of the urine will then
show the presence of albuminuria, haematuria, and of casts. In focal
nephritis there is no oedema, and no rise in blood pressure. In
diffuse nephritis both oceur. Probably the whole vascular system of
the body is affected, and not merely the vessels in the kidney. The
subject is generally young, the disease not often being seen after
middle age. The patient is pale, and some anaemia rapidly appears.
The change in colour of the patient is, however, due more to the
accompanying vascular spasm than to anaemiz. As the condition
progresses, spasm may become less and the anaemia greater. The
blood pressure will then drop to normal or near normal, but in any
case we do not see very high manometer readings such as occur in
cases of chronic nephritis. We should remember that even a conti-
nued rise to 150 ram. Hg. means {in a young adult confined to bed) a
very serious circalatory disturbance.

Let us describe a typical case clinically. A schoolboy of
sixteen comes home complaining of sore throat. He is found to have
an acute tonsillitis, presumably caused by streptocooci. He isput to
bed, given fluids, aspirin, and possibly liquor hydrarg perchlor. His
throat is very sore, and he is very miserable for three or four days.
But then histemperature comes down, his throat clearsup, and apart
from some degree of debility he appears to have made a gaod'recavery-
He may even go back to school. Ten days or so later be is found, on
waking one morning, to have oedema of the eyelids. Perhaps he
goes to school that day. But when he gets home his ankles are
slightly puffy. A hasty examination of the urine shows the presence
of albumin and of at least a trace of blood. He is summarily return-
ed to bed (if perchance he has been allowed up). He may have a
headache and ‘stomach ache.” Thereafter he runs a variable
clinical course. Extremes are met from acute to very mild. The
output of urine drops and the specific gravity rises. Except in very
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severe cases there is no rise in the blood urea. What is the prognosis ?
Much more guarded than in a case of acute focal nephritis. He will
probably recover completely. But while most recover completely
others drift on into subacute nephritis, and a few die. Suppression
of urine is a serious complication, but I have recently seen a case in
which, after complete anuria for three days, the child made a
complete recovery. Itis well alwaysin these cases to give a rather
guarded prognosis. Thedaily output of urine must be measured, and
the quantity of albumin estimated every two or three days. Such
careful checking of the urine will warn you when the case is drift-
ing on into one of subacute nephritis.
TREATMENT OF ACUTE DIFFUSE NEPHRITIS.

Put the patient to bed and keep him warm, nursing him with
blankets next to his body. In this condition there is widespread
vasoconstriction and surface temperatures must be carefully watched.
The old idea (once fairly prevalent) of flushing the kidney by fluids
has been utterly abandoned. Restrict all intake (whether this be fluid
or food) to a minimum. The diet must be low in calories, and these
be provided mainly from a carbohydrate source. This is necessary
to rest, not only the kidneys, but the whole circulatory system.
Dr. Horace Evans (to whom I am indebted personally for much help
in this whole question of nephritis) begins this low diet treatment
with a preliminary period of starvation. During this period
no solid food is given. Fluid is given as orange-juice, one pint of
this being taken in’the twenty-four hours. The patient quickly
learns to portion it out over the day and night. Generally speaking,
three ounces are taken at a time. This period of *‘ starvation ** goes
on for a week or ten days, at the end of which time the oedema and
elevation of blood pressure have usually disappeared. If the blood
remains elevated he frequently employs venesection, removing
about 400 ccs. of blood in a child and 600 ccs. in an adult.

After return of blood pressure to normal, the diet is gradually
increased by the addition of potatoes and vegetables (other than
peas and beans), bread, butter, biscuits, custards, jellies, junket, tea
with milk, and milk pudddings. Later fish, raboit, chicken, may be
added. Buf the fluid intake is carefully restricted until all signs of
oedema have disappeared. Salt in the food is kept to a minimum.

Anaemia should be treated actively. Evans feels that the presence
of anaemia definitely delays healing. Half drachm doses of Ferri et
Amon Cit may be given three times daily for weeks, or one of the
jron pills may be given such as pill ferri (gr. 30 t.ds.) Cardiac
failure may occur, and immediate venesection should be undertaken
if signs of cardiac distress appear. The bowels can be controlled by
giving salineaperients, Marked suppression of urine is an exceeding-
" ]y serious complication No value attaches to giving large quantities
of flnid by mouth when this complication exists, but a more liberal

1
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allowance of fluid must be. made than when no such complication
has occurred. Intravenous injection of a pinf of 5 per centf. glucose
solution or of 100 ces. of 15 per cent. saline may help. But the

outlook is serious. T
SUBACUTE NEPHRITIS.

As already stated, this may result from an attack of acute
nephritis which has failed to be followed by healing, or may arise in
a more insidious manner without pre-existing acute manifestations.
Here the essential symptoms are albuminuria, elevation of blood
pressure and some degree of cedema. Blood may be present in urine
but commonly is absent. Attention should be drawn to the presence
of rise in blood pressure. This is absent in nephrosis. I shall refer
to the difference between subacute nephritis again. Most of us
recognize subacute nephritis as one variety of our old friend, “ the
large pale kidney.”” The patient’s main complaint is of the oedema.
A pale, puffy countenance greefs him every morning on waking.
The matutinal shave reminds him (if he be an adult male) of his rather
grotesque appearance. The urine shows the same changes as are
found in acute diffuse nephritis, but fo a lesser degree. The total
output is reduced, the specific gravity is increased. But the quantity
of protein in the urine may be very high (up to 35 grams per litre),
and the blood protein may be correspondingly reduced. The clinical
course varies greatly. The severe cases go rapidly downhill, and

little or nothing can be done to help them. The less severe cases, .

in which haematuria and elevation of blood pressure are minimal,
can be treated on the same lines as cases of nephrosis., Which
statement leads us to the guestion, “What is nephrosis ?”* This
question I can answer briefly by saying, *‘ Nephrosis is a rare type
of renal degeneration characterized by the presnece of oedema and
albuminuria, and by the absence of haematuria, hypertension, or in-
crease of the blood urea. Blood cholesterol is generally raised, and
the blood protein generally lowered. Some men deny the existence
of nephrosis as an entity, and insist that these are merely special
cases of subacute nephritis already described.” But it is a fact that
there are certain cases characterized by oedema and albuminuria
that do run a special course. In these no failure of renal excretory

~

function occurs. Retinitis, hypertension, and haematuria are never .

present. And complete recovery may occur.

The condition of nephrosis may appear at any age. Oedema
represents a retention in the body of salt and water only, this being
caused by the excessive loss of protein in the urine. The kidney is
toxic, but the patient really is nof. Once this fact is recognized the
principles of treatment are easily grasped.

TREATMENT OF NEPHROSIS.
Restrict the intake of salt and water, reduce fats to a minimum,

" and give a liberal allowance of protein in the diet- A good feed of
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steak will often produce a most copious diuresis. This shouldn't be
hard for the patient to take. It really matters little in what form
the prtein is given. The fetish of white meats can be completely
abandoned in these cases. The protein in the diet may be augmented
by giving urea—say 15 grammes three times a day. I have used the
mercurial diuretics in cases in which the ocedema persists. My own
preference is for salyrgan; I ce. or 2 ces. may be given intramuscul-
arly. My own experience has been that the addition of ammonium
chloride is advantageous, but not really necessary. Still, in obstin-
ate cases 90 grams of ammonium chloride may be given daily. There
is no doubt that in some cases thyroid gland substance materially
augments the action of the diuretics. Up to ten grams of thyroid
extract may be given daily. It is surprising how well this
comparatively large does is tolerated.

The question of the treatment of septic foci crops up in all pati-
ents with nephritis. In cases of acute nephritis the remaval (say)
of tonsils may safely be left until convalescence is established. In
. cages of subacute nephritis and nephrosis I prefer to deal with this

factor immediately. Tonsillectomy is done preferably under local
anaesthesia. Nephorsisis on the whole a relatively malign condition.
Many will disagree with this statement. The milder cases of subacute
nephritis may be mistaken for nephrosis, and vice-versa. No case
should be treated lightly, for we must remember that nephrosis is
very often fatal. After the most amazing temporary recovery, the
condition may recur in a much severer form, and the patient may
die. But some of these cases recover completely, particularly if a
recognizable causative septic focus has been adequately removed.

! ) CHRONIC NEPHRITIS.

The term chronic nephritis embraces a wide group of cases, and
covers the whole span of life from infancy to old age. But if we
divide chronic nephritis into chronic parenchymatous and inter-
stitial, we will find that the first type tends to occur before fortvy,
and the second after this period.

I propose now to discuss chronic parenchymatous nephritis, and
to regerve my remarks on chronic interstitial nephritis to the end of
this paper, because of the necessity of reviewing certain types of
arterial degeneration at the same time.

CHRONiC PARENCHYMATOUS NEPHRITIS,

Chronic .parenchymatous nephritis occurs commonly before 40
years of age. I have often been asked, How can one distinguish
between cases of subacute nephritis, nephrosis, and chronic paren-
chymatous nephritis? In all there is cedema and albuminuria, and
the onset may be insidious in all three. Yes, but if the condition

“represents the late result of a former acute nephritis it may justifi-
ably be called subacute nephritis.
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The dlstlnctlon between nephrosis and chronic parenchymatous
nephritis is (to some at least) largely a matter of definition. But if
in any case with oedema and albuminuria there is haematuria,
elevation of blood pressure. ar of the blood urea, the term nephrosis
should not be used ; the condition is a cnronic nephritis. Admitted-
ly the degree of chronicity varies widely. The outstanding clinical
symptom in chronic parenchymatous nephrits is of course oedema.
The urinary output is reduced, the specific gravity is raised. Haem-
aturia may be present. Albumin and casts are present in the urige.
The blood urea and blood pressure are often both increased. The
prognosis is bad. My own experience has been that most of these
cases die ultimately.

TREATMENT OF CHRONIC PARENCHYMATOUs NEPHRITIS.

Generally speaking, the treatment is the same as that already
outlined under nephrosis. That is, restriction of salt and fluid in-
take, coupled with a high protein allowance, unless the blood urea is
frankly raised. Protein, fat, and carbohydrate may be given in the
ratio of 250~50-300 grammes per diem. I do not think thatthe renal
lesion is adversely affected by such a dietary scale. Fluid should be
restricted to somewhere about a litre and a half per day. In these
cases, attempts to secure fluid elimination by routes other than the
kidney are worth while. Obviously there are two main methods of
attack. Purgation and sweating. This latter is best secured by the
use of hot air haths, and the former by the use of salines. Mechanical
means of relieving oedema (as, for example, Southey’s tubes) I have
abandoned. As in cases of nephrosis, urea may be given to reinforce
the protein of the diet, in an attempt to decrease the oedema. Salyr-
gan may help some casesin which oedema is marked and persistent.
But, ultimately, whatever treatment is employed, the condition
generally proves fatal.

CHRONIC INTERSTITIAL NEPHRITIS.

I am afraid it is impossible to discuss chronic interstitial neph-
ritis without defining certain degenerations of the arterial tree in
which the kidney vessels are involved, but not primarily so. You
will remember that arteries can be divided histologically into elastic
and muscnlar. The aorta is an elastic artery. The cerebral vessels
and the body arteries generally are muscular. If a condition of .
diffuse myo-hypertrophy exists throughout the muscular arteries
(including the renal vessels), then the condition is really one of
hyperpiesia with cardio-vascular hypertrophy as originally described
by Alibutt. Such hyperpiesia is one cause of hyperpiesis. What then
is the ralation to atheroma? Simply this: Atheroma is not a cause
of high blood pressure, but high blood pressure may prematurely in-
duce atheroma. Atheroma is an essential part of Allbutt’s *“ decres-
cent arteriosclerosis.” * This arteriosclerosis is a generalized disease,
but there is neither rise of blood pressure nor myo-hypertrophy
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unless such diffiuse myo-hypertrophy has been a factor in the pro-
duction of such “decrescent arteriosclerosis.”” This arteriosclerosis
may result in cerebral or coronary thrombosis or thrombosis in a
renal vessel (with resulting ischaemia of the portion of kidney con-
cerned) but it is not a cause of renal failure.

Looking more particularly at the renal vessels, we find then
that they may show diffuse myo-hypertrophy (in which case we have
present a high blood pressure but no impairment of renal function),
‘or,be the seat of decrescent arteriosclerosis with or without accom-
panying rise in blosd pressure. The urine may in both cases show a
trace of albumin. Neither of these conditions constitute chroniec
interstitial nephritis. This latter.is our old friend, the red granular
kidney.

Post mortem we find the kidneys to besmall and red. (You will
remember that in chronic parenchymatous nephritis they are large
and pale.) Th_e _patient is over forty years of age. There is no
oedema. The co\ndition is often discovered in routine insurance
examinations or because the patient comes for check-up complaining
of headache, giddiness, or failure to concentrate when doing his
work. Examination quickly discloses rise in the blood pressure,
with accompanying cardiac enlargement. The urinary output is in-
creased to 70 or 80 ounces per day. The patient has to get upat
night. A mild degree of albuminuria is present. The urine is pale,
and the specific gravity low. The patient is often breathless on
exertion, the lungs may be emphysematous. Later on, as the con-
dition progresses, oedema of the ankles may appear. Examination
of the fundi will often disclose hypertensive retinitis. After a com-
plete urinary and cardiovascular survey the diagnosisis rarely in
doubt. And yet such a patient may, if he be fortunate, live on with
a fair measure of health for years. In fact, this period of survival
varies so greatly that it becomes very difficult to lay down general
rules of conduct and treatment. The whole mode or life of the indi-
vidual must be reviewed. If he be an industrial’worker, his occupa-
tional stress and exposure mustbe carefully analyzed. The Wasser-

"mann reaction should be done.
"TREATMENT OF CHRONIC INTERSTITIAL NEPHRITIS

If I were asked to give one general rule for the conduct of these
cases, [ would say, “Let the patient be moderate in all things.” Let
him exercise, eat, and drink with restraint. I believe that drugs
have very little effect on the course of the disease. If heart failure
should occur this will be treated on the normal orthodox lines.

In conclusion, let me say a few words concerning uraemia (the
ultimate expression of renal failure), and the so-called pseudo-
uraemia due 'to hypertensive cerebral attacks. The symptoms of

“these cerebral attacks has beer described:as fhose of “‘episodic,
angio-spastic  cerebral phenomena.” The condition may closely

b
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simulate true uraemia. In pseudo-uraemia, we may have a slight
rise in blood urea; in true uraemia there is always severe nitrogen-
ous retention. But such chemical examination may be the only
means of distinguishing the two conditions.

Hypertensive attacks are usually ushered in with headache
and vomiting. Coma and convalsions may occur, but the ‘“‘hissing”
type of respiration seenin true uraemia is absent. During these
attacks the patient is given water and fruit juice only. The bowels
are cleared by enema, and 4 ounces of a half saturated solution of
Mag. Sulph. injected. Morphia gr. 14 should be given if the headache
is severe. Venesection should be undertaken in asthenic case.
Lumbar puncture may help to relieve the headache. Itis presumed
that the pathological condition underlying these attacks is one of
cerebral cedema with accompanying vascular spasm, resulting from
the prolonged hypertension. Such attacks may often be distinguish-
od from true uraemia by the rapidity of onset. Uraemia develops
more slowly, and is less dramatic in its arrival. Whenever uraemia
is suspected, the blood urea should be estimated. It will invariably
be very high, the figure being 100 milligrammes per 100 ccs. of
blood, or over. Here again the patient is given only water and fruit
juice (orglucose). Mag. Sulrh. solution should be given per rectum,
as in pseudo-uraemia, and the patient lumbar-punctured. If there is
vomiting, the fluid intake should be reinforced by the intravenous or
rectal injection of glucose solution. A 10 per cent. solution is em-
ployed. Given rectally, a pint may be taken. But by the intra-
venous route the amount should not exceed half a litre. In both
uraemia and pseudo-uraemia chloral hydrate may be used to control
excitability. My own practice isto give 20 grains rectally when
the patient weighs somewhere about ten stone, but 30 grains should
be given in heavier patients.

This paper has been kept as brief as possible. Irealize thatI
have only given a very limited account of the pathology of the
various types of nephritis, and I have omitted many of the rarer
and less important sub-varieties. I trust that brevity has not been
attained at the expense of clarity, and thatmy attempt to give a
concise review of the more common types of nephritis seen in
general practice has not been wholly unsuccessful.

(The General Practitioner April 15, 1937.)



CESAREAN SECTION.
By O. R. THOMPSON, M.D.

Macon.

In a study of obstetric literature one finds that the incidence of
cesarean section in the United States varies from 1 to 10 to 1 in 500.
The indications may be found to be anything from a contracted pelvis
to the patient’s desire for delivery by section rather than through
the natural passage. The variation in incidence and indications
show that there iseither a great difference in opinion as to the
indications for the operation, or a marked difference in the anatomic
structure of the women in different sections of the country and in
different clinics in the same community. The latter assumption is
ridiculous and the former cannot be explained on the basis of a
difference of opinion, but is due to the fact that the technic of the
procedure has been developed sothat there is a sense of security
experienced by all parties which leads to the performance of entirely
too many operations of this type.

The astounding mortality of mothers and babies revealed by an
analysis of cesarean sections performed in different localities of this
country should convinee anyone that this is not an operation to be
taken lightly, and that there is something indicated beyond surgical
gkill and the desire to operate—and that is sound obstetric judgment.
Obstetrics is not an adjunct of general surgery and the time will
never come when the best way for the birth of a baby is the abdo-
minal route and not through the natural passage. The high morta-
lity rate is largely due to the failure of the attending physician to
have a thorough knowledge of his patient, and to know his own
limitations. He must be able to recognize and handle the borderline
cases in such a way that, when necessary, operative measures will
be safe. A woman who is fatigued from long labor, has had many
vaginal examinations, has fever, and upon whom attempts have
been made to deliver the baby by other means, is not a good risk for
cesarean operation.

The time of the operation in respect to labor is an important
factor in the mortality rate. According to Miller: ‘“When it is an
elective procedure and when every circumstance is favourable, it has
a minimum mortality of at least 2 per cent. In average hands—and
these it must be remembered, are the hands that do most of our sur-
gery—it carries a mortality of from 10 to 12 per cent. The death
rate increases approximately 1 per cent with each hour of labor and
each ‘vaginal examination, especially after the membranes have
ruptured; it increases 10 to 15 per cent with each attempt at deli-
very;and it reaches 50 per cent after attempted craniotomy. In
plain words, this means that the mother’s life is being placed in
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jeopardy for the sake of a child whose chances are frankly rather
more dubious than her own. For it must not be forgotten that the
child’s danger increases in like ratio with the mother’s, and that
the fetal and infant mortality, in these days of casual section, is
quite as serious a consideration as the maternal death rate.”

Much of the waste of human lives and health could be saved if

‘pregnant women would submit to frequent periodic examinations by
-competent physicians. With careful supervision the physician in

charge could plan and would not be forced into performing emer-
gency operations. Cesarean operations are always attended with
some risk, even though they are performed by the most experienced
surgeons. After the operation has been performed and the result is
satisfactory to all concerned, there remains a scar in the uterus that
will remain a menace to future childbearing. This fact should be
borne in mind before the decision is made to operate.

“The preservation of maternal life and health and of fetal life”’
constitutes the only justifiable indication for cesarean section.
There is a general agreement as o the absolute indication, which is
confined to a situation where there is an obstructing tumor or the
plevis is contracted so thata living or dead fetus cannot be delivered
through the natural passage. In the group of relative indications,
each operator must rely upon his own skill, judgment and experi-
ence, all guided by that intangible something we call “obstetric
conscience.”’

Spontaneous delivery may be expected in 80 per cent of all cases
of pelvic contraction. In each patient there should be a careful
study of the pelvic measurements, the shape of the pelvic cavity,
and the size, position, and presentation of the fetus before the onset
of labor. A roentgenologic study, preferably a stereo, is of great
importance in determining the exact proportion between the pre-
senting part and the pelvic inlet. During the labor rigid asepsis
must be maintained, vaginal examinations should not be made, and,
if possible, the membranes should be held intact. The patient's
strength should be maintained by forcing food and fluids; alkalies
should be given to prevent the development of an acidosis; rest and
sleep should be obtained by the use of morphine, scopelamin and one
of the barbiturates. - The progress of labor and the patient’s strenth )
should be observed and not the clock. A .standard “test of labor”
cannot be made applicable to all patients and I should like to em-
phasize the danger of allowing the patient to suffer too }ong and be-
come exhausted before resorting to some operative procedure. The
dehydrated, exhausted and infected patients give us the highest
mortality rate following cesarean operation. '

Cesarean section is rapidly becoming the method of choice in
delivering patients of central and partial placenta previa. In those
patients, primipara as well as multipara, with thick, rigid, and
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undilatable cervices, the method of delivery, in interest of both
mother rand baby, is the abdominal route. The delay and shock
necessary to dilate the cervix and deliver is certainly a more serious
ordeal for the mother and carries a higher death rate for the
baby.

In patients who have premature separation of the placenta, in
the primipara with an undilated cervix and in the multipara with

an undilatable cervix, the procedure of choice is delivery by section. -

The child may be saved and the operator isable to control the
uterine hemorrhage. If the hemorrhage is concealed and has been
going on for some time, there may have developed an extravasation
of blood in the uterine wall, destroying its contractile power, mak-
ing a supravaginal hysterectomy necessary before the uterine
hemorrhage can be controlled.

Eclampsia is not an indication for cesarean section. Toxemia of
pregnancy and eclampsia are medical conditions aud not surgical.
With our present knowledge of the toxemias of pregnancy and the
excellent results obtained with the conservative treatment, one is
hardly justified in doing a section on an eclamptic patient unless
the toxemia has resisted all treatment and the patient is rapidly
growing worse. Should a section be necessary for obstefric reasons,
the patient should be treated aud prepared for the added strain of an
operative delivery.

Patients with a moderately contracted pelvis and giving a his-
tory of one or more labors ending disastrously for the baby, should
receive a maost careful study. If there is any doubt as to what to do,
labor should be induced at eight and one-half mmonths or the patient
allowed to go to term and sectioned immediately after the omnset of
labor.

Cesarean section is the preferred method of delivery in cases of
stenosis of the cervix due to congenital abnormalities or the end
results of previous operations, injury, or disease. I was conipelled
toperform a section on a patient with marked fibrosis of the cervix
following the use of radium for the treatment of uterine bleeding.
Sections are indicated in cases of carcinoma of the cervix or nep-

‘plasms involving the adnexa. Ovarian cystslarge enough to cause .

complications during labor should be removed during the early
months of pregnancy. Fibroid tumors may obstruct the birth canal
but usually come out of the pelvis during the last months of preg.
nancy and do not as a rule complicate the delivery. Patients with
ventral fixation of the uterus should be sectioned, and the operation

should be seriously considered on those patients who have had ex- .

tensive myomectomy or a successfully repaired third degree lacera-
tion. Patients showing disproportion and cervical dystocia in whom
there is an arrest of the head at the pelvic inlet and the cervix un-
d#lated after a satisfactory 'test of labor, should be delivered bv
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_ section. Manually dilating the cervix and the use of forcens on a

floating head or delivery by version usually means disaster to the
baby and much damage to the mother. Medical complications, such
as cardiac disease or tuberculosis, when associated with a contract-
ed pelvig or other conditions which insure a difficult labor, may
justify cesarean section. The decision must depend upon the judg-
ment of the operator.

Authorities do not agree as to the necessity of repeating the
cesarean operation in subseguent pregnancies. ‘‘Once a cesarean,
always a cesarean,” isa dictum that has been accepted by wany of
the profession. I do not subscribe to the dictum, because many
women give birth safely to children in the natural way aftera
cesarean operation has been previously performed. The method of
delivery in subsequent pregnancies should he determined by the
indications for the previous section, type of operation performed and
the postoperative convalescenca.

A patient should not be subjected to the dangers of a cesarean
section to deliver a dead fetus unless her pelvis isso contracted or
deformed that an embryotomy cannot be performed without great
damage to her tissues. Embryotomy is a loathsome operation, but
its usein delivering some of the badly inanaged and neglected cases
would certainly lower the high materoal mortality and probably not
increase the infant mortality. The wider use of this operation
would mean more living mothers, and, ultimately, other, better
managed pregnancies for them. An added justification liesin the
fact that in practically every average series of cesarean section the
mortality is dualin 25 per cent of allfatalities.

There is an apparent tendency to exalt the child’s life at the
expense of the mother’s. The ideal of obstetrics is to save twolives,
but occasionally a decision has to be made, and in deciding the
course I share the opinion of Miller: “If the woman is a primipara,
her present child must be sacrificed to her future generative possi-
bilities. If she is a multipara, with living children, her present
child must be sacrificed to her existing responsibilities. And under
no circumstances, be she primipara or multipara, should her life be

.jeopardized for the sake of a child whose chances, no matter for

what reason, are ia anyway dubious.” :
The best results. following cesarean section will be obtained if
the operation is performed on the estimated date of labor or a few
hours after its onset, before the muscular efforts of labor have been
sufficient to lower the vitality of the patient and before repeated
vaginal examinations have given rise to uterine infection. Just
before or immediately after the onset of labor, the mother isin the
best possible condition for the aperation. The increasing irritability
of the uterus at the end of pregnancy will insure the proper contrac-
tion and retraction necessary for the control of the hemorrhage
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during and after the operation. The size of the child should be care-
fully estimated by x-ray examination, and if it is unduly small, the
date of operation should be deferred, to avoid the possibility of
delivering a premature infant. When labor has begun, or if in the
doubtful cases a longer or shorter test of labor is advisable, the
. operation should be performed as soon as the indication is recogmzed
as positive. Rectal examinations should be used instead of vaginals
and the membranes, if possible, should be kept intact. Every hour’
of active labor renders the prognosis more serious and, therefore, no
delay should be permitted after the need of the operation is re(;og-
nized. The cesarean operation is never advisable after serious
attempts at delivery from below have been made.

The obstetric surgeon should be familiar with the various opera-
tive procedures and choose the technic that will be safest for the
individual patient. The classic section should be reserved for opera-
tions of election and clean cases when a rapid delivery is indicated.
These include premature separation of the placenta, central and
partial placenta previa, and repeat sections where classic section
has been performed previously. I wish to recommend the low cer-
vical operation as developed by Beck and DeLee as having many
advantages over the other procedures, and its technic offer no diffi-
culties to one trained in pelvic surgery. It has a lower mortality
and morbidity rate and may be performed with safety after a rela-
tively long test of labor. The advantages of low cervical section are:
The incision is made in the thin, non-contractile part of the uterus
and when closed, is completely covered over by the bladder an(i
peritoneum. Rupture of the scar during subsequent pregnancies is
less likely to occur because the incision is in the lower -segment
which is the resting, non-involuting part of the uterus during thé
puerperium, and which plays a late and passive part in the stretch-
ing incident to pregnancy and labor. The Porro operation should
be limited to patients who have conditions that demand hysterec-
tomy after delivery of the child. These include: multiple fibromyo-
mas which cannot be removed by myomectomy; malignant disease of
the uterus; premature separation of the placenta with marked des-
truction of the uterine musculature; the presence of incurable and
extreme cicatrization of uterus and vagina, and uterine infection
from contamination during labor. The range of usefulness of the
' vaginal section has become limited since the perfection of the
abdominal cervical operation. The low cervical section is technic-
ally less difficult and offers almost as much protection against
infection as the vaginal section. The vaginal section is recom-
mended when one of the following conditions demand the rapid
gmptying of the uterus before the eighth month of pregnancy; (1)
lesions of the heart, lungs, and kidneys; (2) toxemia of pregnancy in
the presence of impending convulsions and in a patient who did not
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improve under the conservative treatment; (3) pernicious vémiting
of pregnancy in a patient who is dehydrated and would not stand
long labor; (4) premature separatlon of the normally implanted
placentain its milder forms. : .

g CONCLUSION.

Every case should be conducted as if cesarean section were con-
templated; which means strict asepsis; strength of the patient main-
tained, and an early recognition of the necessity to operate in the
interest of the mother’s life and health and the life of the baby.

Since every justifiable obstetric operation represents at a failure
on the part of natura, it behooves us to take due care that the results
obtained following any obstetric operation do not reflect on our

judgment and skill as physicians.
(The Journal of the Medial Assn. of Georgia.)

THE OCCURRENCE OF CARCINOMA IN CLINICALLY
BENIGN PROSTATIC OBSTRUCTIONS
GEORGE M. MEYERS, M.D.

DPueblo

For many years we have been taught and led to believe that
prostatic hypertrophy and carcinoma of the prostate were entirely
separate conditions. "They were not supposed to exist together
except in very rareinstances, and it was generally believed that
hypertrophy never.degenerated into a malignancy.

Tn 1922 at she Pueblo Clinic we began the routine pathological
oxamination of all prostatic tissue removed at operation. This in-
cluded both the gross and microscopic examination. At first only a
few sections of the gland were examined microscopically, but as our
percentage of malignancies increased the examination became
more detailed and now our pathologist makes numerous sections
from all portions of the removed tissue. The results have been
astounding and prompted this study. Only cases of apparently .
benign prostatic obstruction in which there.was no clinical evidence
of earcinoma, and which were operated either by suprapubic pros-
tatectomy or cautery punch resection are included. Cases of
carcinoma that were diagnosed or were suspected by examination,
and cases of benign prostatic obstruction not operated are excluded.

Clinically, carcinoma of the prostate may be divided into two
groups, those that don’t give urinary symptoms and those that do.
The first group is of high grade malignancy, and metastasize so early
that the symptoms are usually caused in remote portions of the body
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without any suspicion that the prostatic lesion is primary. - Routine
rectal examination reveals the prostatic involvement. Treatment is
highly unsatisfactory. The cases are usually doomed and often all
that can be done is to relieve their pain. The second group is usu-
ally of low-grade malignancy, may remain localized for a long time
and tends to metastasize late or not at all. This group would also
include the type of prostatic carcinoma that coexists with prostatic
hypertrophy but is a separate and distinet lesion. Treatment here
is much more satisfactory, and if the lesion can be entirely removed,
cure may result; if not, the urinary obstruction may be reli.eved and
the patient given a period of rel?.tive comfort., Tt iz this second
greup that includes all the cases of our series.

Seventy-five cases have been analyzed. Of these, fifty-three
(70.6 per cent) showed no evidence of any malignant' change.
Twenty-two (29.4 per cent) either showed definite ev.1dex}ce of
malignancy at the time of operation (pathological examl.natlon) or
later developed carcinoma in the prostatic area. This is a very
high percentage of malignancies when the type of case under study
is considered. It is generally conceded that about 20 per cent of all
cases of prostatic obstruction are carcinomatous, but rgce.nt ?eports
in the literature suggest the possibility of much greater 11}c1derx'ce.
Two excellent postmortem studies have recently appeared'm which
routine sections of prostates removed at autopsy were studied. The
first by A. R. Rich comprised 292 cases of men over .50 years of age
dying of all causes. Definite carcinoma was found in 14 per cent,
There was a decided tendency for the early ftumors 1';0 be situated
laterally or posteriorly in the tissue near the capsule of the gland.
Rich concludes that cancer may also arise within the newly formed
tissue of a nodule of hypertrophy. The second, by R. A. Moore, was
a study of 375 prostates of all male patients over 20 y’rears.o_f age
autopsied during a period of one year, in Erdheim’s Clinic in
Vienna. Frank carcinoma was found in 16.7 per cent, although 1.1'.
was not recognized clinically in any case. He ct?ncluded frorr} this

" .study that carcinoma of the prostate is predominantly a lesion of

the posterior lobe but that it may occur in any portion of the gland,

that it is intimately associated with senile atrophy a.nd rarely
oceurs in acini already hyperplastic. He feels that c.arcmoma ?.nd
benign enlargement of the prostate are two separate diseases which
occur independently. The work of Geraghty and Y?ung se-emed to
establish the fact that a large number of prostatic carcinomata
started in a single focus in the posterior lobe, and extended bes.rond.
the capsule between the fascia of the bladder base and ?he fascla' of
Denonvillers. Randall and Ferguson in their anatO{nlcal sf:udles
‘dispute this point of origin and believe that th? posterior lo.be is not
a common site of origin of carcinoma but that 1t.may stiax:t in any of
the lobes and that it may have multiple foci of origin. So the
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argument as to the point of origin and the relationship of h¥per-
trophy to carcinoma of the prostate is far from being settled.

Hess states in a recent article on genito-urinary malignancy
that in his experience 25 per cent of the so-called simple adenoma
of the prostate showed central evidence of malignant degeneration.

In analyzing our series of seventy-five cases, as to the operative
procedure there were forty-six supra-pubic prostatectomies and
twenty-nine transurethral resections. Of the twenty-two cases
where evidence of malignancy was found, twenty were prostatec-
tomies and two resections. This brings up the point as to the value
of sections removed by resection, as to the presence or absence of
carcinoma. Caulk believes that such sections will show a high
percentage of carcinoma, if present, and he has had years of
experience with resection. However, here is another point open to
argument. There is no doubt that the study of the gland removed
by prostatectomy is much more accurate jn determining early
malignancy than the study of sections removed by resection, many
of which are markedly altered by the high frequency current or
heat used in removing them. So of the twenty-seven cases resected
and found benign only time will tell the later appearance of
carcinoma, and the percentage may be still higher than that
at present recorded. :

Twenty of the twenty-iwo malignant cases were diagnosed
either at operation or by the pathological examination immediately
afterward. Two were not discovered by either of these methods but
later appeared clinically in the patient at the site of operation. Both
these cases were operated before multiple sections were taken, so

~ undoubtedly the malignant area was overlooked. Nine cases

showed well developed carcinoma of the adeno carcinoma type.
Eleven cases showed early or very early malignant change.

Four of the twenty-two cases were diagnosed at operation due
to extension of the lesion to the capsule, the others were found by
the pathologist (sixteen) or appeared later clinically. Eighteen of
the cases were relatively simple prostatectomies, the gland being
easily and completely enucleated and no extension to the capsule
or surrounding tissue being present. In fact in all these cases we
felt that we had a simple hypetrophy ‘until informed otherwise by
the pathologist. : .

As to the origin of the carcinoma in the prostate, we have no

‘accurate data, but we feel that no single lobe predominated. In the

future a careful effort will be made in all cases to locate accurately
the origin of the lesion in the gland.

As to the results in the series: There were three operative
deaths, giving a mortality of 4 per cent—two from postoperaltive
embolism and one from surgical shock and uremia. Subsequent

examinations have been attempted in all cases, and cheek-up
3
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exariinations in those cases that showed malignancy at regular
intervals., Kither the patient or some close member of his family
was informed of the pathological findings, and the need for follow-
up examination emphasized. We have had good co-operation from
most of the patients, of the fifty-three benign cases there have been
oight deaths as far as we can determine. In none of them was
carcinoma a factor- In the group of nine cases showing well
developed carcinoma there have been six deaths. Of these one was
an operative death from embolism, another from pneumania four
years after operation, having shown no evidence of recurrence of the
malignancy, and the other four from carcinoma and metastasis. The
period between operation and death in the four cases was as follows:
(@) one year and six months, (b) three yesrs, (c) four years, (d) five
years. Three cases are living and well, one ten years after opera-
tion, another seven years and the third three years. They have all
been carefully followed up and no evidence of recurrence has been
found or reported. The results in this group show a high cancer
mortality, as would be expected. However, the fact that five of this
group went four years or more, relieved of their urinary symptoms
and comfortable, is encouraging.

In the group of eleven cases showing very early malignant
change, the results are much better. There are nine cases living
and well, and two deaths. Of the cases living, one has gone twelve
yearg; one ten years; one eight years ; one six years; one four years;
two two years; and two one year. All of these have been followed
up and show no recurrence. One case died four years after opera.
tion, of nephritis ; the other six months later of uremia. In none
of this group so far has carcinoma recurred. All of these patients
had suprapubic prostatectomies. The two cases that were not found
by the pathological examination both developed local recurrences
and metastasis, one four years after operation and lived another year
before death. The other metastasis developed six years after opera-
tion ; the patient lived two more years before his death.

‘CONCLUSION.

1. Carcinoma of the prostate was found in a high percentage of
the cases of apparently clinically benign prostatic obstruction studied
(29.4 per cent).

9. The earlier the malignant lesion is discovered the better
the end results. Those cases that showed well developed carcinoma
gave a high cancer mortality following operation; those that
showed a very early involvement have so far given very good
results.

3. A careful pathological examination is very important in all
removed prostatic tissue. Numerous microscopic sections should be
taken from every portion of the gland.
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4. Prostatectomy holds an advantage over trans-urethral re-
section in removing early malignant involvement and giving a
chance for ultimate cure instead of simple relief from obstruction.

(Colorado Medicine, April 1937).

POINTS IN THE DIAGNOSIS OF CANCER
B. B. COKER, M.D.

Durant, .

Definition and General Signs. Before attempting to diagnose
“cancer, it is well to call to mind a working definition of the disease.

Cancer begins as a single body cell or group of cells, which for
some unknown reason.begins to grow independently of the other body
tissues, and serves no useful purpose.

Before beginning a detailed discussion of the diagnosis of cancer
in certain of the commoner locations of the body, a few general signs
are given below, that are more or less common to all:

Loss of weight.

.» Temperature.

Leukocytosis.

Bleeding from any body cavity.
Pain, usually a late symptom.
Cachexia, a late sign.

Any of the above signs may be associated with many other
diseases, but we should be cancer minded and suspect every one
when these signs occur in our patients. Remember also, thata
small percentage of cancer patients exhibit a positive Wasserman.
Again, an undiagnosed fever calls for a Widal test, and this is positive
occasionally. In one case this was so, and the patient died of car-
cinoma of the body of the uterus.

Carcinoma of the stomach occurs too often in men, and usually
when diagnosed is too late to offer any hope of permanent cure.

Gaither, in hisarticle based upon the study of two hundred forty-
five cases, gives the following early diagnastic signs:

Average loss of weight, twenty-nine pounds.
Loss of appetite, fifty-five per cent.

Pain (Epigastric), seventy-one per cent. .
Occult blood in stools, seventy-six per cent.
Nausea and vomiting, sixty-seven per cent.
Anemia, sixty.-three per cent.

Motor function, obstruction, sixty-four per cent.
Achylia, sixty-four per cent,

S ot g0 10
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. There are f)_ther early diagnostic signs, but those listed above
ave oc(jurred in the largest per cent. of the cases that have come
under his observation.

- Loss of Weight: Thisis a fairly constant finding and should
always be regarded with suspicion.

" .Loss of A{;petite: Is variable. One patient with an .advanced
rcinoma and marked emaciation, volunteered i
caroinome and ed that her appetite
) I'Dam: .Mz?.y be of every possible kind ; sharp, shooting, boring,

urning, twisting, eramp-like, aching, and pressing.

Occult Bloodin the Stool: Is a most valuahle finding.

erus'ea and Vomiting:  Occur quite often and are associated, as
a rule, with sour stomach.

Anemia: Low readings are seen occasionally early, but a large
number of cases present color indices near normal.

Motc{r Function—Qbstruction : Is noted in a large per cent. of
cases,. with all sorts of irregularities, usually in the region of the
pvloric antrum.

. Achylia: Associated with obstructive x-ray findings is decided
evidence toward cancer. Remember, also, to look for Oppler Boas

bacilli. If found along with the above findings, a diagnosis of car-

cinoma of the stomach may be made without fear of contradiction.
) CARCINOMA OF THE FEMALE BREAST.
somfz;ctl}noma 1of ghe female breast takes its heavy toll yearly, and
10 ear ia ic si i i
B o o o}; Caf:::::es:lgm adopted by the American Society
1. Beginning fixity of the nipple.
Reforaction of the nipple on the affected side upward aud
ocutward.
Bloody discharge from the nipple.
Deformity of the breast contour.
Presence of a lump in the breast.
The lun3p is hard in consistency.
The lump is painless in three-fourths of all cases.
Skin dimpling or attachment.
Can-cer of the breast is opaque by transillumination.
10. f&splration of punch biopsy may establish the diagnosis.
Tr.a.nsﬂlumination of the breast serves a very useful purpose
when in dou_bt, and should be used by every practitioner and surgeon.
Th? b,:;\sw principle of transillumination is the difference in the
transmission of light by tissues of different density and composition.
Three types of transmission are recognized : :
1.. Solid tissue on transillumination causes a shadow of mad-
erate density. B
2. Blood casts a very intense shadow of a mudh greater
opacity per unit volume than solid tissue.

o

© 0P
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3. Clear fluid is translucent, casting no shadow.
CARCINOMA OF THE CERVIX UTERI.

Carcinoma of the cervix uteri calls for diligent investigation,
and every woman is entitled to a pelvic examination, particularly if
she has borne children.

The use of Lugol’s solution on the mucous membrane of the

| vagina and cervix may establish in most cases the absence of early
cancer. The Lugol solution is applied to the cervix by a cotton swab.

In the normal living tissue of the vagina, the epi elium ,is
stained, in a few seconds, a deep mahogany browpe WAhAaR
area takes this stain, the test is specific for d
of cancer of the portio and vagina.

A white area on the cervix or vagina

v J‘.
means either: P
1. TEarly carcinoma (edges sharply ofi
9. Erosion or ulcer. o
3. Loss of surface epithelium due to @?9

4. Eversion of glandular epithelium ¥t

5. In areas of chronic cervicitis a ligh.?t\gg)wr)‘ coa b
with the deeply stained normal tissue (precaxlcer;\\()?l"i‘::coniii 61

6. Luetic or tuberculous ulceration.

7. Leucoplakia (white spot disease), precancerous condition.

The diagnosis of carcinoma of the body of the uterus is very
difficult and frequently, when finally diagnosed, it is too late.

1. A sound passed into the uterine cavity, returning bloody,
should call forth for currettement and microscopic study.
9. Novak’s presentation of the suction currette should bring
to light more early cases of this kind.
CARCINOMA OF THE RECTUM.

Brindley states that approximately sixty per cent. of all in-
testinal cancers are in the rectum, usually as a local lesion in the
beginning, and amenable to surgical removal with a good prospect
of permanent cure. The most frequent signs of the disease are.

1. Blood in stools. ’ :
2, Pain.
3. Disturbance of bowel function.

The above three points, associated with general signs, warrant
a thorough examination including digital, procto-sigmoidoscopic, and
x-ray studies.

No attempt has been made to cover the whole field ot diagnosis
in this paper. Accordingly, the parts of the body in which cancer
occurs most frequently have been reviewed and their early diagnos-
tic points indicated. E

The Journal of the Oklahoma State Medical Association,
: Vol. XXV 111, Dec. 1935.
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EGxtracts,

CYANOSIS OF THE NEW-BORN.

o MO.I;GAN‘ M.B., AND ALAN BROWN, M D., Toronto. Ont.
ovans s 4 4 4o Vol. 105, No. 14, Octaber 5, 1935.
ch‘allzn 052;] of the n.e?wborn infant is a problem which should
Dediatr'g? e obstetrician, general practitioner, as well as the
e ;clan, because o other condition which occurs so frequently
dia, nzqirom (;no:'e Shp.sh?d methods of prevention, inaccuracies of
thegSu‘ S, &(;l uncertainties of prognosis. Unfortunately, much of
in rec:rl:;:)s; suc:ceSSf:)ll progress made in overcoming the condition
ears ig
ous recoveries. probably due to the large percentage of spontane-
listeg‘bzgigorzngst:hofz commonly accepted causes of cyanosis are
’ 81r com
explanatory, noted : ments on those that are not self-

CAUSES DUE TO ACCIDENTS OF T.ABOUR.

1. Aspiration of mucus.
2. Atelectasis.
i. groiapsed cord or cord around the neck.
. Harly separation of the placent i i
the ploparat placenta and low implatations of
g. Prolonged difficult labor.

J A

8. Cerebral edema.
9. Intracranial hemorrhage (fraumatic).

. ' I TH IN ANT.

Persistent thymus. : . ’
Diaphragmatic hernia,
Tracheo-esophageal fistula,
Congenital cardiac malformation.
Tongue swallowing ‘
Pneumonia of the new-born,
Tetany of the new.born.
Sepsis of the new-born.
Intracrani‘al hemorrhage (spontaneous).
- T%le authors list Aspiration of Mucus, and Atelectasis separatel
but discuss them simultaneously, because, as they say, I;hey Z::

B 50 10
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nothing more than cause and effect. The mucus closes the alveolar
passages, impeding the relief of the atelectasis, and acting in the
same manner ag if one deliberately would choke the infant by
compressing the trachea with the fingers. Dunham has shown that
x-ray greatly simplifies the usual difficult diagnosis of atelectasis.

Prevention of cyanosis due to aspiration of mucus, is not
difficuls if a metal suction-tip with smooth surfaces, bent to conform
to the curve of the infant’s mouth and pharynx, is used. However
delay in attempting to remove the mucus, use of coarse gauze
to wipe out the secretions, or too vigorous use of a hard rubber
catheter should be avoided. Care should be taken to avoid introduc-
ing pyogenic bacteria iuto the infant’s respiratory tract, by
inserting a tube which has not been sterilized.

Corebral edema probably occurs more frequently than it is
supposed, and resembles an intracranial hemorrhage in history of
long and difficult labor and dslivery, but differs from it in that the
symptoms of cyanosis, vomiting, refusing to nurse, twitcbing of
extremities, and even convulsions are delayed until eighteen to
twenty-four hours after delivery. Moreover, the examination of
spinal fluid is usually negative except for a few red blood cells
appearing microscopically. Substantiating pathological evidence in
support of this clinical theory if difficult to obtain, unfortunately.
The theory depends on the evidence that the brain receives suf-
ficient traumatism to produce a reactionary edema.

There is probably no condition more difficult to diagnose and
prognose than intracranial hemorrhage, probably due to the fact
that the hemorrhages vary so greatly in size, and because physical
signs such as reflexes, musecle tone, and ocular manifestations can-
not be depended upon as aids in diagnosis. Moreaver, it is difficult
to ascertain from the laboratory examination whether gross blood
found in the spinal fluid is a result of intracrania)l hemorrhage or
imperfect technique in the lumber puncture; and even if the blood
can be definitely shown to be of cevebral origin, it does not have the
prognostic significance that has been attributed to it, because as
Ford has shown, complete recovery has been made in numbers of
these cases. The following factors should be considered strongly
suggestive, at least, of intracranial hemorrhages: Asphyxia palliad,
difficulty in deglutition, stertorous breathing, full and boggy
fontanel, convulsions—occuring after a difficult or instrument
delivery or in a premature infant. The demonstration of gross
blood in the cisternal fluid and toa lesser extent in the spinal fluid.
An accurate prognosis cannot begiven in the first few days, but if the
hemorrhage is not subtentorial, in which case the infant usually
succombs in the first week, the chance for complete recovery is not
as hopeless as has been heretofore believed.
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Recent improvements in roentgenological technigque which
make the diagnosis of a greater number of cases of atelectasis pos-
stble, and advances in blood chemistry which make rpossible, the
diagnosis of tetany in the new-born, have greatly decreased the
number of deaths that have previously been attributed to thymic
dysfunction. The diagnosis of these cases of thymic hyperirophy
wore very logical since often they were greatly improved by
roentgen-ray therapy, but it must be recognized that there was
never any actuval scientific proof that an internal secretion of the
gland was responsible. And although we are still unable to zccount
for some causes of sudden death, except by the theory of thymiec
dysfunction we should remember that it has never been shown by
actual proof to be a cause of ¢yanosisin the new-born infant.

Tetany has been receiving a great deal of attention asa cause
of cyanosis of the new-born. The clinical picture is gsimilar to
intracranial hemorrhage or cerebral edema except that the symp-
toms may occur any time within the first few weeks of life- The
clinical symptoms are verified by low blood serum calcium. Faulty
diet of the mother during pregnancy, hypoparathyroidism in the
infant—possibly due to trauma, and alkalosis in the new-born have
all been suggested as possible causes of tetany in the new-born
infant.

The author’s analysis of present knowlege concerning cyanosis
in the new-born infant is certainly a challange to discussion and
careful consideration of this important problem in order thata
greater uniformity in the conception of the etiology of ¢yanosis and
in the diagnostic methods employed may be reached.

ACUTE SYPHILITIC MENINGITIS.
' ROMA AMYOT, Union med, du Canada, Montreal.

Dec. 1936, 65: 1161.

Acute syphilitic meningitis is rare. In 70 per cent of the cases
of gyphilis there ig some infection of the meninges during the second-
ary stage but fortunately this infection is generally slight and
transitory and shown only by examination of the spinal fluid.
Therefore the practitioner is not generally prepared to think of
syphilis' as a cause of meningitis. Moreover the symptoms differ
considerably from those of meningococcus of tuberculous meningitis
and in some cases, especially if associated with chronic suppurative
otitis, may suggest cerebral ahscess,
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The author describes such a case in a young man 23 years of
age who came to the hospital with such intense headache that rest
and sleep were impossible. He-had a history of chronic suppurative
otitis on both sides for two years and hearing was impaired on the
loft side. There was a considerable meningeal reaction of the lym-
phocytic type without the typical clinical signs of meningitis but
with marked signs of intracranial hyperpressure; the patient was
in very bad general condition and had a trace of left hemiplegia. A
corebral abscess of the right temporal region originating from the
otitis was suspected. Ventriculography however showed the
absence of abscess. In the meantime the report from the laboratory
on the lumbar puncture had come in showing positive Wassermann,
benzoin, and colloidal gold reactions. The patient had become able
to give a history and said that about nine months before he had
a small swelling on the glans and enlargement of the inguinal
glands. He had been given three series of intraveuous injections,
probably of novarsenobenzol; it was three weeks after the last of
these that the meningitis began,

Another patient, a woman of 47, was admitted to hospital with
violent headache. The previous month she had had three attacks
with loss of consciousness, tonic convulsions, and blueness of the
lips. There was no history of sinusitis, oititis, coryza, or tonsillitis.
She too had signs of intracranial hypertension with bilateral choked
dises, the spinal fluid showed a lymphocytic type of inflammation
without bacteria, and slight paresis of the left limbs as a sign of
localization on the right side. These signs too suggested cerebral
abscess ‘but remembering the previous case the blood and spinal
fluid tests were made at once and both were strongly positive. It
was eovidently a case of syphilitic meningitis. The patient did not
remember having had any skin eruption and she had never had any
treatment. '

In these cases of syphilitic meningitis the meningeal infiltra.
tion interferes with the flow of spinal fluid and so brings about the
signs of intracranial hypertension. 7The typical signs of acute
meningitis such as are seen in tuberculous meningitis—Kernig’s
sign, rigidity of the neck, photophobia, hyperesthesia of the skin,
and retraction of the abdomen—are absent or slight. There may
be considerable rise of temperature.

The clinical signs of this syphilitic meningitis recede quite
rapidly under specific treatment. Unfortunately the. spinal fluid
reaction may persist and tertiary syphilis or even general paralysis
may develop. These patients with resistant spinal fluid should be
given malaria treatment to prevent the development of goneral
paralysis,

4 .




314 _ MEDICO-SURGICAL SUGGESTIONS

GONORRHEAL INFLAMATION OF THE BONES IN INFANTS.
JAUN P. GARRAHAN AND CARLOS RUIZ, Semana med.,
Buenos Aires, Dec. 10, 1936, 43 : 1620.

A case is described in an infant born Apr. 4, 1934. The mother

had a gonorrheal discharge and at the age of 7 days the child deve-
loped gonorrheal ednjunctivitis. At the age of two weeks the left
elbow was swollen and red. The redness extended down the fore-
arm (o the roots of the fingers. This was accompanied by soft
edema around the elbow. Movement and palpation of the joint
were painful. There was no fever. The swelling and redness of
the joint receded within three wecks but the same condition deve-
loped in the right elbow. This recovered in even less time than
the affection on the left side. The child’s general condition
remained quite good.
_ Roentgenograms of the arms showed a picture that looked
exactly like that of congenital syphilis of the bones. There was
hypertrophic periostitis and in the bones of the forearm bands of
calcareous condensation like those seen in syphilis. This suggested
the possibility of congenital syphilis but the serologic reactions
were negative in both mother and child. The eclinical signs dis-
appeared within a few months but some roentgen signs of the bone
involvement persisted for about a year and ahalf, The child was
kept under observation for two years and during that time did not
develop any clinical signs of congenital syphilis.

This case shows that gonorrheal arthritis does occur in the new-
born infant though it is not common and therefore is the more apt
to be mistaken for congenital syphilis, particularly as the roentgen
picture may be very much like that of syphilis. The roentgen pic-
ture of gonorrheal arthritis in the newborn is very varied and there
is no sign that is pathognomonic of the disease. Gomnorrheal
arthritis is apt to develop within the first 30 days of life when the
child has gonorrheal ophthalmia and again after two yéars of age

-when the period of gonorrheal vulvovaginitis begins. It is impor-
tant for practitioners to know that even a mild gonorrhea may
cause arthritis and osteitis and that care must be exercised in mak-
ing a differentiation between such bone affections and those caused
by syphilis because of the difference in the treatment required.
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DELAYED DEATH FROM PULMONARY EMBOLISM, M. W.
SHULMAN, M. D. American Journal of Surgery, November, 1935.

Sudden death from massive pulmonary embolism following
venous thrombosis in the lover extremities is by no means uncom-
mon. In general, there are two groups of cases: The first comprises
those in which, following trauma of the lower exiremities, throm-
bosis of the femoral vein occurs. This may or may not be associated
with infection. The second is made up of those in which thrombosis
of the femoral vein occurs after obstetrical procedures, operations in
the pelvis or elsewhere in the abdomen. This usually happens in
clean cases and is generally attributed to stasis. Death in such
cases is usually sudden and occurs when the thrombus breaks off and
is swept through to the lungs. This often happens when tha patient
is recovering from the effects of the operation or injury and seems
to be convalescing in a satisfactory way.

However, massive pulmonary embolism is not always an imme-
diately fatal disease. H. E. Robertson (American Journal of Surgery,
October, 1934) has shown that both pulmonary arteries may be almost
completely occluded without sudden death. He states, however,
that death occurs within a few hours at the most. Post-mortem
evidence confirms this when the embolus is found to be organized
and adherent to the intima of the pulmonary artery. Yet this takes
time.

Two cases are reported in this article where the clinical history
and the pathological findings show that massive embolism may ocour
and still the patient live for some days after. These patients lived
seven days after the release of the thrombus. Reports of this type
of embolism are rare.

At autopsy these cases showed almost complete occlusion of the
pulmonary arteries and their larger branches. The first case was a
result of stasis in the femoral vein plus infection. The second case
was a result of the stasis alone.

The medico-legal aspect is pointed out. Death has often occur-
red after a considerable time has elapsed and in these instances it is
essential to ascertain whether the actual cause of death is legally
the primary cause. This applies particularly in cases of violence
where the victim dies sometimes after the initial injury. The ques- .
tion frequently arises whether the patient succumbed to the initial

injury or not.




Medical Dotes and Nefus
RE-ORGANISATION OF LM.S.
PROTEST BY PUNJAB CONFERENCE.

Demand for raising the standard of medical education was among

the recommendations of the 7th Punjab Provincial Medical Confe-
rence which concluded at Rawalpindi. The Conference was pre-
sided over by Dr.'K. R. Chaudhri. Among the resolutions passed
Wore :— .
1. Resolved that this Conference of the Punjab Provincial
Branch of the Indian Medical Association records its emphatic
protest against the scheme for the re-organisation of the I.M.S. as
announced in the communique of the Government of India on 25th
March 1937 and considers the scheme as most retrograde, reaction-
ary and against the professed policy of Indianisation of the service.
In practice this policy means the perpetuation of the Huropean
element in the service and the elimination of the Indian element.
This Conference hereby demands the complete abolition of the civil
side of the I.M.S. ‘

2. This Conference resolves that the Government be request-
ed to take early steps to amend the Punjab Medical Registration Act
of 1916 as it does not meet the present-day requirements, (b) that in
the amended Act the system of nomination of members and of having
a nominated president be done away with and (¢) to remove the
invidious distinction between the various constituencies of the
electorate, (d) it further resolves that safeguards should be provided
against quackery. ' -

3. Resolved that all fees earned by Government medical men,
attached to Government hospitals, be credited to the Goverument
especially those earned from laboratory, X-Ray and private medical
wards which run at the Government expenses or using Government

‘material. ,

STANDARD OF MEDICAL EDUCATION.

4, Resolved that in the opinion of this Conference it is high-
time that the standard of education in medical schools be suitably
rajsed in order to conform to the minimum standard of qualification
for registration as laid down by the Indian Medical Council.

5. Resolved that this Conference requests the Government
to institute a National Health Insurance Scheme without any further
delay for the benefit of the public and the provincial conference is
requested to formulate the scheme.

- 6. This Conference urges upon the Government to allow the
nationals of those countries only to practise in India which have
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reciprocity to allow nationals holding Indian medical degrees to
practice in their country. :

7. This Conferene is of opinion that certificates signed by a
registered medical practitioner should be recognised without a
counter signature. Further resolved that to keep up its prestige the
Punjab Medical Council should take early steps to represent the
madtter to the Punjab Government.

8. Resolved that the Government be approached to make
provision for a post graduate course as is done in other countries,,

9. Resolved that this Conference urges its members to
prescribe Indian made drugs as far as possible and further calls upon
the Provincial Government to instruct its various departments to
purchase medical supplies manufactured in India.

10. Resolved that the Central and Provincial Red Cross
Exescutive Council be requested to employ and associate more of
medical men as it will enhance the efficiency of that department.

THE TINNEVELLY DISTRICT MEDICAL ASSOCIATION,
PALAMCOTTAH.

(BRANCH OF THE INDIAN MEDICAL ASSOCIATION).
A Special Meeting of the Tinnevelly District Medical Associa-

tion was held on Saturday the 16th of October 1937, at 6 P.M. in the
premises of the Government Women and Children Hospital, Vannar-
pet, to meot Dr. M. Subramania Iyer, M. B. & C. M., President of
the South Indian Medical Union, Madras, and a vice-Chairman of the
Reception Committee of the All India Medical Conference. ‘Before
the meeting the gathering was entertained to light refreshments.
Twenty-seven members of the Headquarters were present on the
occasion,

Lieut. Col., T. S. Shastry, 1.M.8., who presided over the meeting
said that they had all met there to welcome Dr. M. Subramania Iyer,
and made an appreciative reference about him and his career,

There was a free discussion in which most of the members took
part, about the present position of the Medical Profession in our
Province, Medical Education, and Medical Assodiations. Dr. Subra-
mania Iyer advised the formation of a Medical Association in
Madras, which should have its branches in all the district and which
should have autonomy .for itself while it may work in co-operation
with any All Indian Medical Association and exhorted that as many
members as could afford it, should join the Reception Committee and
attend the forthcoming All India Medical Conference in Madras, and
press their views on the rest of the Profession assembled there. Dr.
N. Isaac opposed the abolition of the L.M.P. Course.

- There was general agreement among the members on the follow-
ing points :(—

(1) Every member of the Profession in our Province must

support the Reception Committee of the Indian Medical Conference,
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and make the Conference a great success, (2) every member of the
Profession should join the Indian Medical Association and make it
the one spokesman of the Profession whether for the Province or
for the whole of india, (3) all the practitioners of Madras City, should
join the Madras Branch of the Indian Medical Association (4) all
the other sectional medical associations like the South Indian Medi-
cal Union, and the Licentiates’ Association working in Madras
should be forthwith amalgamated with the Madras Branch of the
Indian Medical Association, as the Indian Medical Association could
serve every legitimate interest of the Profession much more effec-
tively than any of them, and (5) the L. M.P. course should be abolished.

Dr. T. N. Govinda Iyer, M.B.&c.M, the Vice-president proposed
a hearty vote of thanks to the respected visitor, which was carried
with acclamation. ’

ALL INDIA ANTI-INDIAN MEDICAL COUNCIL DAY.

Extracts from the proceedings of the Protest Meeting of the Bombay
Medical profession held under the joint auspices of the All India
Medical Licentiates’ Association Bombay Branch, Indian Medical
Asgsociation Bowbay Branch and the Medical Association Rombay
North, under the Presidentship of Dr. S. Sanjivarao, M.B.BS.
(Madras) at Dr.Sardesai’s Eye Hospital, Sandhurst Road, Bombay
on 20th September 1937.

The President at the outset thanked the House for the honour
done to him by electing him as the president of the meeting and
than briefly explained to the house the purpose and the significance
of the meeting and requested Dr. U. B. Narayan Rao to speak on the
subject, viz., the Indian Medical Council Act 1933. Dr. Narayan Rao
in his speech briefly referred tothe shortcomings in the Indian
Medical Council Act 1933, which was enacted in spite of country-
wide protests. The Indian Medical Council, he said is official-ridden
and a large section of the Indian Medical profession, viz., the Medical
Licentiates, are totally excluded from the perview of the Act. He
further observed, the Medical profession of India have got to agitate
and agitate until the Act is radically changed so as to bring it to the
lines of the present day requirements.

. Dr. M. C. Bilpodiwald then moved the following resolution in a
short speech :—
‘““Resolved that this meeting condemns the Indian Medical
Copncil Act 1933, and requested the members of the
Indian Legislative Assembly to take early steps as to pro-
vide therein amongst other things a more suitable arrange-
ment for reciprocily and the inclusion of the Licentiates
within its perview.”
® Then Drs. Jivraj, N. Mehta, B. Y. Paranjpe, U. Shesha Rao and
G. G. Wadhwani spoke supporting the resolution. '
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The resolution was passed unanimously.

Dr.U. Shesha Rao was authorised to send copies of the Resolution
to (i) The Secretary I. M. Council (ii} The Secretary The Indjan
Legislative Assembly, and (iii) to the Medical Press.

THE TINNEVELLY DISTRICT MEDICAL ASSOCIATION.

Held its monthly meeting on Saturday the 25th of September
1937, at Sankarankoil. Members numbering 45 were present from all
parts of the District. ‘ R

After Tea Party and music, the meeting began under the Presi-
dentship of Lieut. Col., T. S. Shastry, I.M.8. The Secretary Dr. K.
Rama Ayyar, M.B B.S., read the minutes of the monthly meetingsheld
at Courtallam and Headguarters in July and August which were
passed.

1. After detailed and full discussion the following resolution
was passed unanimously : —

“ The objett of the Indian Medical Association started on the
model of the British Medical Association, being to develop medical
and allied sciences, to improve the public health, to maintain the
honour and dignity as well as the interests of the Medical Profes-
gsion, to bring about the unification of all Branch of the Medical
Profession in India and to improve esprit d’ corps among them.

And the Indian Medical Association being the only Associa-
tion in India which provides a common platform for all classes and
strata of allopathic Medical Practitioners practising in India.

The monthly Meeoting of the Tinnevelly District Medical
Association, assembled at Sankarankoil, on the 25th of September
1937, hereby unanimously resolves, after a full discussion, that the
Tinnevelly District Medical Association should be converted into a
proper Branch of the Indian Medical Association with effect from
the 1st of October next.”

2. The following resolutions were also passed unanimously :—

(z) An extra subscription of One Rupee per vear per head be
levied in consideration of the conversion of our Association into a
Branch of the Indian Medical Association to meet the Association
expenses. '

(») The Tinnevelly District Medical Association strongly
supports the Bill to amend the Madras Medical Registration Act of
1914 proposed to be moved by Dr. P. 8. Srinivasan, M.L.A, in the
current Session of the Madras Legislative Assembly and urges on
the Minister for Public Health and the Legislative Assembly Mem-
bers.to help in passing the same at an early date.

(¢) In view of the fact that there has been a persistent demand
for the last 25 years from the different Medical Associations and the
Medical School students in the country, and in view of the fact that
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such a change is imperatively necessary to set up a recognised
and efficient standard of Medical education, this meeting urges on
the Minister for Public Health to make the I.Sc¢., the minimum
educational qualification for eligibility for admission into the
Medical Schools under the control of the Government of Madras.

Dr. P. S. Srinivasan, Sub-Assistant Surgeon of the Government
Headquarters Hospital, Palamcottah, read out clinical notes on the
following interesting cases which were treated at the Government
Headquarters Hospital, Palamcottah : —

1. Two cases of severe Burns.
2. A case of Empyema of Maxillary Antrum.
3. A case of carcinoma of Thyroid-

Dr. Janardhana Rao, L. M. & 8., read out interesting notes of a
case of “*Serum Sickness.”

A case of Empyema of the .Maxillary Antrum successfully ope-
rated on by Lieut. Col, T.S. Shastry, I.M.S., was exhibited to the
members. The specimens of Necrosed Duodenum and Ante-mortem
clots in the Heart derived from two fatal cases of Burns were also
shown to the members.

Thereoafter Col. Shastry, summed up the salient and important
features of all the cases and offered his thanks to Dr. T.R. Srinivasa
Iyengar, for the splendid arrangements. Thereafter an - excellent
Dinner brought the happy gathering toa close late at night.

Under the auspices of the Tinnevelly District Medical-Asso-
ciation, in connection with its monthly meeting at Sankarankoil,
a Health Exhibition, was arranged at the Board High School,
Sankarankoil, or Saturday the 25th of September 1937, at 10 a.m.
undetr the auspices of V. Ramakrishna HKsq., I1.C.S.,; Collector of
Tinnevelly. :

Lieut. Col., T. S. Shastry, I.M.S.,” the President of the Asso-
ciation, welcomed the guests, explained the great need for sustained
propaganda to instil into our people habits of personal, domestic and
rural sanitation and on behalf of Nutrition campaign to improve the
resisting power of the people, and requested Mr. V. Ramakrishna to
open the Health Exhibition.

Mr. V.Ramakrishna, in declaring the Exhibition open, commend-
. ed the efforts of the Tinnevelly District Medical Association to
promote the health of our people, said that such.Exhibitions are
very useful, instructive, and beneficial to the public and school
children.

. Mathuranayagam, the Health Inspector, explained the
.posters on prevention and causation of Tuberculosis, Fhes, and
Cholera. -

HEBBAR BROTHERS, LTD.,

Aseptic Ophthalmic Operation Table.

Made of tube steel, oxyacetylens welded and white enamelled with
adjustable head piece. The top is fixed with pure polished zinc sheet

This table may be used as an out-patients’ Operation Table or Dressing
Table.

Aseptic Maﬁernity Board.

" Made of tube steel, all joints oxyacetylene welded and white enamelled,
with pure polished zinc sheet top and heavily nickel plated leg rests at one
end of the board. -

HEBBAR BROTHERS, LTD.,
MANUFACTURERS OF
' SURGICAL INSTRUMENTS AND ASEPTIC FURNITURE
246, THAMBU CHETTY STREET, G.T. MADRAS.

When ordering please mention Medico-Surgical Suggestions.
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Jeevamrutham.

(The Perfect Health-giver.)

Weakness, nervous debility,
Anzmia, Lossof Vitality, Palpitation
of heart, Loss of Vigour, Bloodless-
ness, are all dispelled by this ideal
tonic restorative, JEEVAMRUTHAM
opens the gateway to Health. Emi-
nent physicians of both systems pres-
cribe this for successful results,
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Available with your Chemist

in two sizes.

Bhaskara.

(For Children’s Liver & Spleen Disorders.)

Enlargement of Liver and
Spleen in Children with every .
other allied abnormal symptoms
find a radical cureswith this un-
paralleled specific. Indicated in' &%
cases of deranged and congested
Liver, Inflammation of the
abdomen, Oedema, Jaundice etc,
The'only successful treatment found by many medlcal men.
~A product of Pandit D. Gopalacharlu, |

Available at all chemists in two gr;zde;s.
Manufacturers:
AYURVEZDASRAMAM

‘Post Box 28%. MADRAS.
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When ordering please mention Medico-Surgical Suggestz?ns
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CALCUTTA
'MEDICAL JOURNAL

Annual Subscription Rs. 5 only
inclusive of postage.

The Journal year commeiices
Sfrom July.

Circulated to and read by almost
all medical men of India, Burma,
Ceylon and abroad.

Best Medium of Advertisement
for Medical and Scientific
Articles.

For rates apply to the Manager,
The

Calcutta Medical Journal
62, Bowbazaar Street, Calcutta.

THE PATNA
JOURNAL OF MEDICINE

Published under the auspices of the
PATNA MEDICAL ASSOCIATION

Editor: Mr. M. Husrain,
M.B. (Cal.), D.L.O. (Lond.), D.O.M.S.
(Lond.), F.R.C.S. (Edin.)
Associate Editor : B. Narayana,
M. 8c., M.B. (Cal.), Ph. D, (Edin.),
F.R.8.E.

With an Editorial Board Consisting
of Eminent Members of the
Profession
Girculated in all parts of the World,
Subscription rates inclusive of postage

INTAND. FOREIGN,
. Per Copy Re. 1-0-0. sh. 1/6.
- Annpual Rs. 3-0-0. sh. 4/6.

Best Medium of Advertisement for

Maedical, Surgical & Scientific Pro-

ducts, Instruments and appliances,
etc., etc.,

For further particulars apply to :
THE MANAGER,
Patna Jourpal of Medicine
P. 0. Bankipur, Patna.

Advertisement rates sent on request,
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THE INDIAN ~4_

& EASTERN
DRUGGIS

Drug and Allied Tra

in Eastern Markets,

Subscription 7/6 (Rs. 5) per annum
post free. Specimen copy free on
application.

Indian & Eastern Dr“uggist:
Published by
LEONARD HILL LIMITED
17, Stratford Place, London W. I.
ENGLAND

*hnd f*J L
Loy
ilisers
with

Nickel or Silver- 9.
N
Guaranteed work
L.ow Price,
‘Hebbar Brcthers, Ltd.,
246, Thambu Chetty St.,
MADRAS.

-When ordering please mention Medico-Surgical Suggestz.'ons.
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o JOURNAL OF !
THE INDIAN MEDICAL ASSOCIATION

EDITED BY
Sir NILRATAN SIRCAR, KT., M.A.,, M.D., D.C.L., ETC.
WITH THE HELD OF
A STRONG ALL-INDIA EDITORIAL BOARD
The Official Monthly Publication of the Indian Medical Assoctation.

: FEATURES . S
L. Original Articles. 2. Case-Reports. 3. Society Proceedings. 4. Valuable - .
abstracts from leading Medical Journals from all over the world." s
Published on the First Day of the Month
' Annual Subscription: Rs. 6/- post free %

Eree to members‘of‘ the Indian Medical Association
AN EXCELLENT MEDIUM FOR ADVERTISEMENT

For particulars, write to Secretary,
67, Dharamtala Street, Calcutta. 2

%
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i Surgical Instruments Aseptic Hospital Furniture ' &
246, Thambu Chetty Street, =~ . )
;. G. T. MADRAS. X i
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Sterilisers for instruments and dressings combined, with one \
instrument tray and two dressings drums heavily nicke] plated. ¥
Instrument tray and'dressing drums are carried in one case for }
convenience sake. These are very compact for surgeons to carry &
about them to patient’s house. These sterilisers may be made to .!‘

: order with electrical or gas heating. " !

Ilustrated catalogue and price list sent on application. - '

HEBBAR BROTHERS, LTD., |

MANUFACTURERS OF

When ordering please mention Medico-Surgical Suggestions.

HEBBAR BROTHERS LTD.,

Fig. 3010.

Fig. 3010. Tonsil artery F ' i
X S y Forceps Berket’s as used i
Steel mickel oo & in General Hospital,

Fig. 3011. Tonsil artery Forceps Berket’'s Stainless Steel,

L . Fig. 3012,
F{g. 3012, Ton51_1 artery Forceps curved on flat, 1 or 2, Steel nickel plated-:
Fig., 3013. Tonsil artery Forcgps curved on Flat, 1or 2. Stainless Steel.

. - Fig. 3014. )
F}g. 3014. '101151! Dissector, Durham, fine double ended, Steel nickel plated.
Fig. 3015. Tonsil Dissector same as above, Stainless Steel.

W2

o Fig, 3016,
Fig. 3016. Tonsil Dissector and pillar retractor, Steel nickel plated.

Fig. 3017, Tonsil Dissector and pillar retractor, same as above.
Stainless Steel.,

' . Fig. 3018.
ng. 3018. Ton51.1 Dissector Forceps, Waughs—Steel, nickel plated 8” long,
Fig. 3019. Tonsil Dissector Forceps, Waughs——Stainless Steel 8" long.

246, Thambu Chetty Street, ‘Madras.
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Indispensable for
E.N. T. SURGEONS.' |
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Fig. 3020, b -

Fig. 3020. Mouth Gag and Tongue Depressor, Boyle Davis—combined, \ i . ‘ ’ R
complete with five assorted tongue Depressors, each fitted with o X :

tube for Anasthetic Vapour, as used in Ceneral Hospital.
Steel heavily nickel plated,

Messrs. HEBBAR BROTHERS, LTD.,

MANUFACTURERS OF SURGICAL INSTRUMENTS AND
ASEPTIC HOSPITAL FURNITURE.

246, Thambu Chetty Street, Madras.

Published by Dr, K. P, Rama Hebbar & Printed at the C.C.P,Works, Ltd., Madras.
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