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DISEASES OF THE PROSTATE GLAND AND
THEIR TREATMENT
By Major P. GOVINDA RAU, M.B.BsS, F.R.CS. (E)

In the whole field of urology, diseases of the prostate are of special
interest to the general practitioner, as the diagnosis of many affections
of the prostate is within reach of the facilities available to him and
treatnrent of some cases and alleviation of symptoms in other cases are
also within his domain.

The prostate gland is the most important of the male accessory
reproductive glands. It is a musculo-glandular organ lying at the neck
of the bladder and enclosing within its structure the prostatic portion of
the urethra and the ejaculatory ducts. Diseases of the prostate are
fairly common, from the acute prostatitis both specific and nonspecific
occuring in the young, to the benign and malignant enlargements of the
prostate in the adult and the aged.

Anatomy and Physiology of the prostate.—The prostate is the size of
an English walnut and weighs on an average about 4} drachms. Its
measurements are on an average 1}" in length, 1" anteroposteriorly and
13" transversely. The gland consists of five lobes— two lateral, a middle
and an anterior and a posterior. There are two accessory structrzres
(1) a group of tubules lying just under the mucosa at the bladder o‘rxﬁce
and (2) the so called Home's gland located in the mucosa of the mlddl.e
of the trigonum vesicas. The vartilous ;obes of the gland send their

i he posterior urethra. )
d““;:?:{ii’;t‘ig;ootf lhle) prostate gland is the production of a chemical

substance which dilutes the testicular and seminal vesicul‘ar secfreti(.);]?
and separates and activates the spermatozoad. It al:;oh 0011ta{nsrﬂ bP?Cll ""
enzyme which is said to coagulate the sec1:et10n o_fdt e 'i?‘m::; V;’«SXC 615,
thus favouring the retention of .the ser:txir:)a;l fluid within the female
. oting impregn :

gemt;i:;zz.lt;n?snzlscr;:gx:mn giseaie. It 15 usual!y associqte(ll wi::x
inflammation of the posterior urethra, semlg ail veeség:"::s’beve::sidli;lecix;
trigone or even the epididymes and should ther

i acts.
relation to botl the AT :tm? :g:eiilll;tzlu: to the Gonococus when it
Acute Prostatitis is most 1T

comes under the attention of the venereolq_gist! but there is also an acute
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R} and the most common organisms res-
giaghylococcus albus and aureus, the strep-
gon bacillus. Contributory causes of prosta-

kY a protracted period, excessive sexnal excita-
tion without gratification, excessive sexual intercourse and coitus
interruptus.

Infection reaches the prostate most commonly from the posterior
urethra but it may be descending, as from the kidney, or blood borne,
as from a primary focus in the sinuses, teeth or tonsils or again 2 com-
plication of a candition like influenza.

An acute prostatitis may end in resolution, the formation of an
abscess or chronic prostatitis.

Sympioms of acute prostatitis are those of the posterior urethritis
with which it is most frequently associated-~urgency, frequency, burning,
pain during urination and there may be dribbling of urine. The prostate
may swell up so much that there is retention of urine. There may be

associated fever, and pain in the perineum, rectum, loins, penis or above

the pubes may be present.

Diagnosss is easy. Rectal palpation reveals a hot enlarged gland
and the second glass in the 2 glass test reveals a cloudy urine.

Treatment consists in rest in bed, avoidance of strain or sexual
excitation, the application of heat in the form of hot sitz-baths or
diathermy ; bromide and diuretic mixtures may be given for relief of
dysuria. Chemotherapy is of great value in shortening the acute stage
of prostatic infections.

Chemotherapy is used in combating acute and chronic infections of
the prostate as also in bladder and kidney affections occuring as a com-

plication of enlargements of the prostate. It has been shown that sul- .

phathiazole and sulphadiazine are of proved superior value in combating
the common types of infection due to the Gonococcus, Staphylococcus

aureus and albus, Bacilus coli and Bacillus Proteus. The sulfadrugs are

concentrated in the urine 10 to 20 times more than the blood concentra-
tion and so heavy doses are not necessary. ‘

The uvsual practice therefore is to give 2 gm. daily (in ¢4 doses) of
sulfathiozole or sulfadiazine for from 6 to 10 daysif tolerated weli by
the patient.

In cages of impending abscess, larger doses as 1 gm. 4 times a day
way be found necessary. Penicillin is also useful in such infections.
The method (at present adopted in New York Hospital) of giving Penicillin
is _ to give 300,000 units twice a day until fever subsides and then one
injection a day for two more days. This method is used in all cases
where penicillin is indicated and saves a lot of trouble for patient, nurse
and doctor and results have been very gratifying.

Chronic Prostatiiis—Chronic inflammation of th prostate gland is a
very common cpm_iition in adult males. When searching for the source
of obscure infections conditions, it is very important to examine this
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gland. It is considered assecond only to infected tonsils as a cause of
arthritis. Chronic prostatitis is most frequently the sequel to an acute
infection which may be caused by either the Gomococcus or other
organisms. The nonspecific infection is common and may be direct
extension from the urethra (as in non-specific posterior urethritis) or blood
borne from focus in the tonsils, teeth or sinuses ; or the aftermath of an
acute systemic infection. The most common organisms in nonvenereal
prostatitis are the colon baciltus and the staphylococcus, streptacoccus
and their subforms.

Symptoms—The most frequent complaints are of pain, a urethral
discharge which may be profuse or merely the so called * morning drop
and some disturbance of sexual function, always accompanied by
neuraesthenia. The pain may be local or referred. Ordinarily it is
located in the perineum, and may be described by the patient simply as
a " heaviness” in the rectum, With this type there is generally a history
of the passage of prostatic fluid on defecation. The pain may be referred
down the back or inner sides of the legs, or into the groins, penis or
sacrum. Frequent and painful urination, urgency, and difficulty are all
common complaints, and result largely from involvement of the posterior
arethra and bladder neck.

Diagnosis—The diagnosis of chronic prostatitis shonld be based on
(1) Rectal palpation (2) repeated analyses of the voided urine (8) micro-
scopic examination of the prostatic secretion and when necessary (4)
urethroscopic examination of the posterior urethra and vesical neck.
Rectal palpation may show no abnormality ; ordinarily however there
will be hard nodules and boggy spots between “the areas of induration.

Microscopic examination of the prostatic fluid, expressed by massage
is the ouly reliable method of diagnosing infection in the gland. Often
the diagnosis must solely be on microscopic evidence of pus in the
expressed secretions. Negative findings on one examination of the pros-
tatic secretion are however, insufficient proof of the absence of infection,
since pus in some instances does not make its appearance until after the
prastate has been massaged from two to five times. The secretion
expressed from the first massage may be from normal portions of the
gland and two or more manipulations may be necessary to open the ducts
from the diseased portions of the gland. Massage for diagnostic purposes’
must be carried out firmly enough to express the secretions but geatly,
as otherwise epididymitis may result.

Normal prostatic fluid is opalescent and viscid, and microscopically
is seen t) consist of corpara anylacea, lecithin globules and columnar
epithelium. In chronic prostatitis the prostatic secretion is less opalescent
and much of the lecithin is replaced by pus cells, often in clamps.
Bacteria may be present in great numbers.

Urethrascopic examination may be necessary in some cases and the
marked chronic inflammatory changes of the posterior urethra provides
a clue to the underlying prostatitis.
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Prognosis—The patient suffering from lon i itis i
. e | ' g standing prostatitis is not
easily cured and soit is advisable to inform him at the Outsl::t of treatment
. Treatment—The main problem in the treatment of chronic prostatitis
1s the restitution of free drainage, since retention fzvoars infection
The most effective method of restorin ' W
. . g the patency of prostatic and
e;aculaﬁory ducts is by a gradual, gentle but thorough dilatation of the
prostz‘atlc urethra, and then only should massage be carried out, When
carrying out dilatation the usual precepts about not using a Souljld below
size 22 French or 12 English should be borne in mind, The difatation is
carried out once a week in inni ) i
gartied on in the beginning and later once in two weeks
Prostatic Massage is carried out after i i
each dilatation, It is b
done ‘upon a bladder partly filled with antiseptic .solution. Thle b:_::
technique .fc‘>r massage is to have the patient on the table in the knee-
e}bqw position and the surgeon with his gloved finger in the rectum
cacries out gcntle pressure upon the lobes palpable, using downward
stroking motions directed towards the urethra, Massage is also carried
out first once a week and i
out. B . and then once in two weeks and finally once a
Sulfadiazine or sulfathiazole is given in the sm
above and may be repeated for a second course 8
lapse of a week or two.

Spices and alcohol should be omitted from the diet
avoided,

Prostatic abscess i most frequently due to th
also occur as a complication of Systemi}; infec tito: Of‘;:::c?:us but ;nay
to superficial pyogenic infection such as carbuncles and goils secondary

Symptoms are, pain in the perineum, chills,
painful urination, which may progress to compl
- abscess of the prostate may be present in whi
difficulty of urination.

Diagnosis is made out by rectal palpation when
is felt. In chronic abscess tuberculosis should pe ke

to 10 days after the

and constipation

fever and frequent and
ete retention. Chronic
ch the only symptom is

a tender soft prostate
o A reated pt in mind.
rognosts - An untreated prostatic abscess may rupty i
< : pture into t
urethra.or rectum‘ or 1F may burrow into the perineum, bladder oroe\tlele
the pentongum with dire results. If proper drainage is carried out :
valescence is usually satisfactory. con

Treatment—Evacuation of a prostatic thr :
urethra is the method of choice. I:X sound :‘i?tizsdg(l;?gﬁxtt: ihf wethog
and a mid line incision made in the perineum. The urethra is e
and incised upon the sound. The sound is removed the finger .exposed
into the prqstatic urethra which breaks through the urethral Vf 1 {nseﬂed
abscess cavity, thus evacuating it, A drainage tube is inserte?i :::co, g::

urethra for drainage of urine and pus and the skin L
ted sutures. is closed with interup,

all doses mentioned
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Evacuation of a prostatic abscess may also be done outside the
urethra. An inverted V incision is made in the perinenm, the interven-
ing tissues carefully dissected apart and the prostate is exposed to view,
It is then incised, pus evacuated and a drainage tube left in, '

Tuberculosis of the prostate gland—Tuberculosis of the prostate is
almost always a secondary involvement in a progressive tuberculosis
which is extending throughout the genital tract. Between 50 to 70
per cent of all cases of tuberculosis of the male genital tract show
involvement of the prostate,

Symptoms— With well walled off tubercles in the prostate there may
be no untoward symptoms whatsoever. If the tubercles have coalesced
and finally ruptured into the urethra there will be frequency, dysuria,
heematuria and pyuria.

Rectal examination revesls a nodular elastic gland usually affected on
one side only and differing from a carcinomatous condition in that it lacks
the board like consistency usually associated with the latter. The secre-
tion may show tubercle bacilli. Guinea pig inoculation of the secretion
will clinch the diagnosis.

Treatment—In tuberculosis of the prostate, operation is contraindi-
cated and radical removal of the genital tract is also inadvisable in
patients with extensive involvement of the prostate.

Good results have been obtained with the usual hygienic, dietary and
therapeutic measures advised for tuberculosis, Injections of gradually
increasing doses of Kochs old tuberclin (beginning with 1cc. 1lin 10
million dilution of Koch's old tuberculin) have been found to be of benefit.

Prostatic calculi—True’ prostatic calculi are fairly common, being
like tiny seeds in the cleavage plane between the hypertrophied prostate
and the compressed capsular. tissue in benign enlargements of the prostate.
These are rarely of clinical importance. .Larger stones may form in
connection with chronic inflammation. :

Diagnosis may sometimes be suspected from rectal palpation, parti-
cularly when so marked as to allow crepitation on palpation. The
diagnosis is usually incidental to X-ray for other conditions when radio
opaque bodies are made out just behind and sometimes slightly above
the upper part of the public symphysis. , :

Treatment is seldom necessary for prostatic calculi alone, as they sel-
dom cause obstruction or symptoms. However they may act as foreign
bodies in perpetuating infection when removal may be necessary.

Benign hypertrophy of the Prostate—Benign hypertrophy of the pros-
tate gland occurs in from one third to one fifth of all men over 50 years
of age. Many theories have been advanced as to why the prostate tends
to hypertrophy with age. The chief are (1) that the hypertrophy is due
to true tumour formation (2) that itisa fibroepithelial growth akin to
myoma of the uterus (3) that the conditiqn is a hyperplasia having its basis
in chronic infection and (4) that the hyperplasia is endocrinopathic and
due to an improper balance between male and female hormones, -
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Benign hypertrophy of the prostate most frepuently occurs in the

middle and lateral lobes, the anterior 1 i
. obe be
posterior lobe practically never. : - 6 sflected rarcly and the

Symptoms—Enlargement of the prostate is usually an insidious dise-
ase which develops slowly and is marked by gradually increasing f
eney and nocturia (nocturnal frequency). This nocturia is clf; ::(g:te r e?}é-
Thz ' patient rests for four or five hours during the first part of the rl;lxsglllt
l;he 1stturbeq at 2 o.r ] a.m.. and may pass water several times after thiS,-

stream 1s slow in starting and lacks force. Men take this as evid
of a.tdvancmg age and often pay little attention to i e B
turia may occur and acute retention may suddenly supervene i ati
when there have been no previous symptoms. Most patient: y ll}t; patient
ements of the prostate have decreased libido and impotencS W‘O enl?rg-
ally however attacks of priapism occur due to the c . i e
Verumontanum. ’ ongestion of the

Diagnosis—The patient should be
exammation, including rectal palpatio
residual urine, determination of the re
a Mccarthy’s Panendoscope to ascert:
ment.  The size of the prostate as fe
its obstructiveness and cyctoscopy (or
is essential to determine the extent of
intrusion.

givena careful general and special
n, an estimation of the amount of
r}al function and examination with
iin thelexact nature of the enlarge-
1t per rectum has nothing to do with
endoscopy) or cysto-urethro-graphy
the intravesical and ‘intraurethral

Treatmeni—Many patients with benij
have no obstructive symptoms and do n
hypertrophy without residual urine, pallj
ble, this consists of periodic prostatic ma,
vesical irrigations and when there 1S ur
therapy.

gn hypertrophy of the prostate
ot‘ require surgery. I benign
ative treatment is usually advisa-
sSage urethral dilations, urethro,
nary infection, suitable chemo-

Hormonal therapy is stillin t i

tors believe that in ;r“\c:static hypzft::;?lf;lmental Lage
between the male and the female (or the i

f‘Ormal male under the prostatic ag(e, tl:r;ivtzsst;ig;:rlgoi:?;?nes‘ o the
in balance with each other, and with the hormones of the Pets ll_fposedly
the adx.'enals. According to these people, benign hypertro L uttary and
a deficiency of the male hormone so that the hyperoplastic fcg N fue to
temale (or the oestrogenic) hormones is not inhibited. Hence ad ,v‘fy of ?he
of the male hormone (or testosterone propionate) is. carri:daortmwtmtmn

Contrary to the above view is the o inio . ,
is due to a dificiency of the female horn}:onc,nnt)}:z:al‘l’:;lg; s:z :)fsrtrophy
Treatmeqt of 28 patients with large doses estrone (or femal 1:“ males.
resulted in marked improvement. It is considered b © Aormone)
benefit obtained by treatment with male hormone is gn;;;nc‘l:eth:; ::C

e

stimulation of the detrusor muscle and conti
ntinued treat
do no good but may be actually harmful. atment may not only

' ' Some investigs-
there is an lmproper balance
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X-ray therapy of benign hypertrophy is an accepted procedure.’
There is definite alleviation of associated congestion and oedema in select-
ed cases. Residual urine becomes diminished and patient is relieved
for a considerable time. However, it is no substitute for prostatectomy
or resection.

Surgical treatment is usually required in cases with residual urine.

Before carrying out surgical treatment preliminary examination and
preparation are of the greatest importance.

A blood urea estimation gives a rough indication whether preliminary
drainage is necessary or not. When the blood urea level is below 20
mgm per 100 c. c, prostatectomy can be carried out at once. When it
is above 20, drainage by either an indwelling urethral catheter (the
method most commonly adopted at the New York Hospital) or the usual
suprapubic cystotomy is carried out and maintained, until the blood urea
settles down. In cases were the blood urea is higher than 50 or 100 mgm
per 100 c. c. lengthy drainage is necessary before the patient is fit for
operation. At present with blood transfusions when necessary, and
sulfanilamide and penicillin, it is possible to operate on patients with
blood urea levels upto 50 mgm per 100 c. c.

In addition to blood urea estimation, a preliminary plain X-ray is
always taken to determine the size, conformation and location of the
kidneys. Routine cysto-urethrograms are also carried out and they give
an idea of the size of the prostate. An electrocardiogram is essential
and blood pressure estimations are most helpful. In the presence of .
infection chemotherapy as mentioned above is necessary,

The operative methods available are :-

1. Trans-urethral resection. .

2, The punch method as practised at the Mayo Clinic.
8. The Suprapubic prostatectomy.

4. The Perineal and

5. The Retropubic. , )

Trans-ursthrat resection requires costly epuipment and a long period
of training is necessary before good results are possible, even in the best
hands operation has to be repeated twice and sometimes thrice to get rid
of all the obstruction, and severe strictures requiring long and continued
tréatment, occur fairly often after trans-urethral methods. On the other
hand ressection can be undertaken in people who are not fit subjects for
any other type of operation, and in median bars and such like obstruc-
tions, trans-urethral methods provide an easy way of relieving obstruction.

The Punch method has its adherents in only those of the Mayo Clinic

and their disciples. * ‘ |
The Suprepubic operation is the usual method adopted.
The Perineal is considered best for early carcinoma for total prostatec-

tomy. ) ;
The Retropubio method as revived by Terence Millen of London has

béen advoated by him as the ideal approach for the prostate. The
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method has been modified at the New York Hospital and the results
upto date have been very gratifying.

Contracture of the bladder neck and median bay formation— Lhese
are common and were once referred to as' * Prostatism sans prostate ”
because in spite of prostatism, (prostatism is the clinical situation resulting
from urinary obstruction, which islocated at the bladder outlet} the gland
is not enlarged, in fact, is usually small.  Fibrosis of the bladder neck
and prostate most often due to chronic inflammation, is the cause, These
occur in an earlier age group than benign hypertrophy—generally about
forty. Contracture meansa general constriction and immobility of the
outlet while bar formation is a more localized process producing a ridge
across the floor of the outlet which looks not like 2 dam endoscpically,
The diagnosis depends on the history, the general examination and is
clinched on endoscopic examination. The principal method of treatment
is trans-urethral resection. The Retropubic approach can also be used,
a longitudinal incision made over the capsule of the prostate, the vesical
neck is exposed and a V shaped section of the posterior lip of the vesical
orifice carried out, with relief of the obstruction, .

Carcinoma’ of the prosiate gland—According to Young a fifth of the
male patients who seek relief of obstruction of the vesical neck have
carcinoma of the prostate. In autopsies on men over 50 years of age
carried out at the Johns Hospital, 14 per cent showed carcinoma of the
prostate and of fhese 68 per cent had not shown any symptoms. In only
5 per cent of cases is diagnosis made sufficiently early to carry out success-
ful treatment. However, suffering may be relieved and life prolonged
for varying periods by methods at present at our disposal.

As with carcinoma elsewhere, zetiology of prostatic cancer is unknown
but a very important relationship has been shown between androgenic
hormones and carcinoma of the prostate. )

Prostatic carcinoma is insidious and slow growing and may remain
confined to the prostate for long periods but there is a high frequency of
skeletal metastases in carcinoma of the prostate and the pelvis and the
lumber vertebrz zre especially affected. :

Symptoms—Disturbances of urination, as in benign hypertrophy, are
usually the fist symptoms, but advanced carcinoma may be present with-
out urinary symptoms, as cancer of the prostate most often arises in the
posterior lobe of the prostate. Pain referred to the sacroiliac regions,
penis, and scroturm is a relatively early symptom in 85 per cent of the
cases and may be due to bone metastases. |

Diagnosis— Responsibility for the early recognition of prostatic cancer
falls primarily on the general practitioner. A routine check up of mem

over 45 years of age should include a rectal examinttion and this is of

special importance when patients give a history of urinary disturbances.
Rectal palpation reveals a board.like hardness of the prostate, ' In
some cases a single hard nodule may be felt. 3 Occasionally the nodule
has sharp edges—a point specially characteristic of. cancer,,
° .
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X-ray examination of the pelvis and lumbar vertebra reveals spotty
areas of increased density in the presence of metastases.

Th_ere is one important procedure useful in diagnosis as well as in
suggesting the line of treatment in cancer of the prostate, i.e. , estimation
of the serum acid phosphatase. In cancer of the prostate w:ith skeletal
metastases, serum acid phosphate is greatly increased. When these high
levels are present indicting metastases, radical porstatetomy is inadvisa-
ble, but employment of hormonal therapy is indicated.

Prognosis—Although very few cases are seen at a su
stage to warrant radical prostatectomy,
ment suffering can be alleviated and deat
years.

Treatment—Total prostatectomy by the perineal or by the new retro-
pubic method or partial prostatectomy by supra-pubic or trans-urethral
methods may be carried out according to the stage of the growth.

Rador seeds can be implanted in the prostate after a conservative
perineal prostatectomy. Surface application of Radium, interstitia} appli-
cation of radon and- deep x-ray therapy help in some cases,

Hormonal therapy—Dr. Huggins of Chicago was the first o show
that carcinoma of the prostate is compased of epithlial cells of 2 mature
type which like adult prostatic epithelium is res

: ponsive to depression of
the level of androgenic hormones in the organism, Eliminating the
gonadal androgens by castration or supervoltage irradiation of the testicles

or neutralizing their activity by cestroge -
of the prostate neoplasm, 7 Ben therapy, decreased the activity
In 21 patients who were castrated, 15 show ‘nieal
ment as evidenced by marked diminution of paiﬁf}igf:izg::ﬁgsmpr?v:
shrinkage of the primary growth and regression of bany metasta);e‘:cng t
Administration of the female sex hormone is routine treatmen ‘i
cancer prostate with skeletal metastases, This inactivates the Zn dml
androgens and sometimes even after castration, it is given with thg n; 2
of dealing with androgenic hormones still present. ‘ © ebject

Castration or cestrogenic therapy is not curativ :
eof ¢ in ¢
cases the only correct treatment is total prostatectomy Aacerand in early
In conclusion, it may be said that it has not b . ;
: . $ €en possib
all the diseases, nor mention all the points in connectionpwitlhltixet: CO\I:I‘
attempt has been made to give an idea of the present tendencies' t;:
regard to diseases of the prostate and their treatment e

. } ficiently early
with present methods of treat:
h . postponed for a number of

Extracts.
ENTERIC FEVER.
By J. C. Pater, EL AL.

The authors review 100 cases of fevers out of which 51 were enteric
cases, 87 of these being culture-positive. The remaining 14 were
serologically positive. The 86 cases were clinically typical, one was
atypical, the patient being ambulatory throughout the course. Treatment
with purgative and quinine during the first week seemed to produce
adverse effect on the subsequent course of the disease. 11 cases were
treated with purgatives and four died, six were treated with quinine and
four died : while in 20 cases treated in other ways only, two died. This
adverse effect of purgative and quinine has been noted by others also,
Complications developed in 24 cases. In 18:cases there were one or
more of the major complications like haemorrhage, perforation, pneumonia
and hyperpyrexia. Hyperpyrexia was seen in six cases, intestinal haemorr- .
hage in seven. The culture positive cases were treated by two different
methods :(— ' ‘ :

1. Massive doses of penicillin and sulfathiazole.
2. Bacteriophage.

The Diet: Every patient was given a basic diet consisting of 120—

150 ozs, of fluids per day including milk, tea, fruit, juice and water. ‘He

© gets about 40 ozs. of milk or butter milk, 12—18 ozs. of fruit juice, 16 ozs.

of tea, egg preparations and as many bannanas as he can take. The
same diet was given successfully in 2 cases that developed hzmorrhage,
If diarrheea or distension developed, the only change in diet made is that
milk is changed to butter milk and fruit juice stopped, but the solid food
is continued unchanged. The diet generally provided 10001500
calories. Patients were encouraged to drink large quantities of fluids.
As soon as the patient feels better and starts taking interest in his
surroundings, he is éncouraged and coaxed to take the full diet inspite of
fever. -The patient is able to sit up in bed within a day or two of his

" temperature becoming normal and is able to walk- about the eighth day

of convalescence The fatality rate among the 87 culture-positive cases
has been 27 per cent. In 9 cases bacteriophage treatment was tried | in
only two casesthere was the expected immediate iniprovément. 18 cases
were treated with penicillin. In 11 cases' penicillin and sulfathiazole
were given as follows &~ . ; : |

An initial ‘dose of 2 gms. of sulfathiazole was given, followed by
1.5 gms. 4 hourly day and night for five days, Penicillin 2 lac units was
given intramusculary every two hours until a total dosage of 10-12 mijllion
units is administered. Penicillin alone was used in 2 cases. In two the
temperature touched normal and remained normal at the end of treatment.
In two other cases the combined treatment brought the morning tempera-
ture down to normal, but it was 8—8 days before the evening tempera-
ture became normal. .In one case penicillin alone had a similar effect.
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In one case the first course of combined treatment had no effect and
blood culture remained positive at the end of it. However, the second
course of 5 da‘ys brought down the temperature to normal. ,One atient
was severely i1l and semi——conscious and was administered the coxgbined
course. ’;‘here was marked improvement in general condition, rowdvism
z:::c}tl9mcxty, bult tge tefmperature ran its course for five we,eks bzforc
ing normal.  One female patient was given petiicillin alone, Th
was qxarkcd improvement in the general condition a o e
remained normal fosi a day. But later she died ofn ‘:):13;;::;? ra’;"\lwrg
cAase:h wi:lc? were  given 'combincd treatment died of hyperpyrexia.
nother died of pneumonia and pulmonary edema during th i
treatment, : & fhe combined
(/11

(Abstrasted from' thelIndian'Physician).
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tyl-salicylic 4 grs., codeine

become negative, the neck is no lon

THE MODERN TREATMENT OF CEREBROSPINAL FEVER.
By L. |. M. Laurent, M.D.,M.RC.P. '

Under the term cerebrospinal fever are included all manifestations
of disease due to the meningococcus.

Vayieties 1 —1. Acute septiczemic form. A purpuric rash is always
present. Signs of meningitis are absent. The cerebrospinal fluid is clear
and sterile.

9. The common meningitic form. Well marked signs of meningitis
are present. Rash may or may not be present. The cerebrospinal fluid
is turbid and contains meningococci. The patient is conscious or detirious
but not comatose. His B.P, is normal. ’

3. The meningitic form with encephalitis. After 24 hours, or so of
the illness the patient becomes deeply comatose, unresponsive to stimuli
and has stertorous breathing.

4. Post.basic meningitis, This isseen in infants. It is a mild form
and head retraction is present, ‘ '

5. .Acute septicemic with adronal syndrome. Itis usually seen in
children, Large purpuric spots are present, the B.P. is very low and so
the pulse is almost imperceptible. There is frequent vomiting with
cyanosis and air hunger, Death usually comes within 24 hours of the

onset, .
. Fulminant septicemic form, This form may be fatal in 1.8 days

from circulatory failure,

7. Chronic septicemic form. The patient has red nodules and
bouts of pyrexia for weeks. o ,

8. Catarrhal rhino-pharyngitis. A condition little more than a
carrier state. , o , o

Diagnosis: In every case the clinical diagnosis must be confirmed
by examination of the cerebrospinal fluid and by blood culture, f

Lumbar puncture : Lumbar puncture is necessary for diagnosis. It

may be done under local anzthesia, but in few cases general anasthetic
may be required. Lumbar puncture is repeated when a patient is
unconscious or fails to improve after 48 hours’ treatment ; if there are
convulsions, and if there is some doubt about the diagndsis. :
. Specific treatment of an uncomplicated case: — Sulfonamides: Sulfani-
Jamide and sulfapyridine though effective, have been given up due 1o toxic
effects, Sulfathiazole, sulfadiazine ‘or sulfamezathine can be chosen
almost indiscriminately. o :

1. The initial or loading dose, This should be large with the object
of obtaining rapidly a high concentration of the drugin the blood and
cerebrospinal fluid. It is best givcn intravcngnsly even in conscious
patients. About 2 gm. at a time is enough.

9. The next dose is given by mouth within the next two hours and

thereby regularly every four hours by day and night until there is

manifest improvement. In practice this means that Kernig’s sign has
ger stiff and the patient can chin his
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knees easily. This usually occurs in 8 5 days’ treatment. Thereafter
the drug is given at six-hourly intervals, for another two days and finally
disconﬁ11ued. The course of treatment should never be less than five
days and rarely longer than eight days.

8. With every four-hourly dose of the drug alkaline mixture
containing 20 grs. each of soda bicarb and soda citras should be given as
an adult dose. When the urine becomes alkaline only half the dose
is given. With six hourly doses and with sulfanilamide this alkaline
mixture is not required.

4. The adult patients should be made to drink at least five pint of
fluids of all kinds daily while taking four-hourly doses of the drug. The
children should be given correspondingly smaller quantities.

Dosage :—At the age of three months the initial doge is 0.5 gm. then
0.5 gm, every foor hours for 2 days and subsequently 0.25 gm. every six
hours. Dosage from 3 months to 8 years 0.75 gm. 0.5 gm. and 0.5 gm.
respectively. Dosage from 8-10 years 1.0 gm. 0.75 gm. and 0.5 gm
respectively, dosage from 10-15 years 1.5 gm. 1.0 gm. and 0.75 gm:
respectively. Dosage above 16 years 2.0 gm. and 1.0 gm. and 1.5 gm.
respectively. If parentral injections are required, ‘soluthiazole’ should
be used as it is a neutral solution which can be given intravenously or
intramuscularly 5 ¢ c. are equivalent to 1 gm. of sulfathiazole,

Penicillin :—Intramuscular injections every three hours are given.
But intrathecal injections are also needed. A single dose intrathecally
should not exceed 10,000 units of even the purest brand. In infants
these injections may cause convulsion, collapse and apnea. Penicillin
should be reserved for 1, cases of kidney disease and urinary obstruction;
2 cases of congestive heart failure which need restriction of fluids.

1t is better to combine intramuscular penicillin with full doses of
sulfanilamide orally.

Treatment of Special Cases.

1. Patients in Coma, Keep flat with the mouth and air way clear,
Feed and give all fluids by nasal feeds four hourly, Sulphonamidc.
treatment is carried out by intramuscular injections. Catheterise the
bladder and tie in a catheter. Do a lumbar puncture. Give intravenous
injections of 50 per cent glucose in doses of 40 c.c, 2-8 times a day.,

2. Delirious and restless patients: Paraldehyde and somnifaine
are given to adults. To children syrup of chloral. Morphine and opium
are best avoided, o

8, Patients with adrenal syndrome: ‘Eucortone’ in doses of first
10 c.c. and then 5 c.c. every six hours should be tried until the blood
pressure rises. Oxygen tent is used for children. Intravenous drip of
2} per cent glucose in normal saline may be used.

(Abstracted from the Medical Press).

’
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SYPHILIS.
By F. W, ReynoLps & J. E. MOORE.
Bismuth Preparations : Three compounds were studied by Eagle :
1. Sodium and potassium bismuthotartrate. Water soluble.
2. Biliposol fat soluble.
8. Bivmuth subsalicylate in oil.

These preparations are from } - 2f8rd as active therapeutically as
oxophenarsine hydrochloride.

Bismuth gingivostomatitis rarely occurs when there is good oral
hygiene.

Arsenical Preparations: Dichlorophenarsine hydrochloride is safe
and effective arsenical.

Tryparsamide is not to be used as it may damage vision and is of
doubtful value.

Toxicity of Arsemical Compounds : Death after neoarsphenamine
1 to every 85,861 injections, after oxophenarsine hydrochloride 1 to every
159, 410 injections. Death résults from haemorrhagic encephalitis and
exfoliative dermatitis.

Arsenscal Encephalopathy : Out of 75 cases described in literature
57 were fatal. Usually the symptoms occured after the second or third
injections, The initial symptom is intense headache, accompanied by
fever, shivering and vomiting. The next day there is epileptiform
convulsion, with clonic spasm, followed by unconciousness. Often death
supervenes within 48 hours of the onset of the symptoms. Treatment is
unsatisfactory. Bal is worth trying:

Agranwlocytosis: It was seen to occur towards the end of the
scheduled course of treatment.

Semi Intensive Arsenobismuth Theraphy of Early Syphilis: This
consists of administration of forty injections of oxophenarsine hydro-
chloride and sixteen of bismuth subsalicylate in a period of twenty six
weeks. The results of this therapy were assessed by Leifer. An
apparently favourable oitcome. was observed in 9.83 per cent of the sero-
negative primary cases and 94.5 per cent of the sero-positive primary
cases and 89.8 per cent of the secondary cases. The'relapse rate was
4.6 per cent cerebrospinal fluid whs abnormal only in 18 cases out of the
total.

Death rate was 1in 88,000 cases treated. But toxic effects neces-
sitated the termination of therapy in 4.8 per cent of the cases.

Penicillin 1n Early Syphitis. Sodium penicillin’ in aqueous solution
is used by the intramuscular route every 2-8 hours for a minimum of
7}-8 days.” )

The minimum dose for seronegative primary syphilis should not be
less than 8.6 million units ; for seropositive primary and early secondary
gyphilis, not less than 5.4 milion units,
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Relapse: For a first relapse. Above penicillin course is supple-
mented with six intravenous injections of 60 mgm. each of mapharsen
plus six intramuscular injections of bismuth subsalicylate 0.2 gm. each
twice a week.

For a second relapse, penicillin is omitted entirely and a 26 week
course of 40 injections of mapharsen and 16 of bismuth subsalicylates is
carried out. .

Penicillin In Beeswax and 0Oil; A single injection of 6 lacs will
produce a therapeutically active blood level for from 20-28 hours. This
Injection is given daily for 8-15 days in early syphilis. Bismuth and
Arsenic as supplements to penicillin should be reserved for relapse cases.

Results: Sternberg and Leifer have analysed the Army records of
1400 soldiers with early syphilis treated with 2,400,000 units of penicillin
in aqueous solution given in divided doses over a period of 7.5 days.
Satisfactory progress was observed in 94.8 per cent of 600 cases of serone-
gative primary syphilis, in 89. per cent of 564 cases of seropositive
primary syphilis and 88.9 per cent of 286 cases of secondary syphilis
The cerebrospinal fluid was normal in 714 out of 719 cases

Penicillin In Late Syphilis: Benign late syphilis. Visceral (hepatic)
gummas heal promptly under therapy with penicillin. This form of
therapy is at least as effective in the treatment of visceral gummas as
other forms of antisyphilitic treatment, with the additional advantage of

.

‘being completely nontoxic.

Cardiovascular Syphilis : Russek treated 15 patients with cardio-
vascular syphilis, including 4 with aortic aneurysm with penicillin in
relatively large doses (40,000 units every two hours). Significant reactions
necessitating discontinuance of the use of the drug were not encountered.

Jarisch-Herxheimer reactions were rare. Four of the 15 patients in
the present series showed distinct improvement in coronary reserve after
treatment.

Penicillin in Neurosyphiliss Gammon, Stokes et al report in 161
patients with various manifestations of syphilis of the central nervous
system the greatest effect on. symptoms and signs occurred with respect
to the psychoses, the incoordination, the tremors and the speech defects
of dementia paralytica and the lightening pains of tabes dorsalis. Abnor-
malities of the spinal fluid responded "dramatically. © Within two years
the spinal fluid in 62% of their patients were normal or ‘near normal’. In
all types of neurosyphilis the outstanding therapentic response was a gain
in weight, usually accompanied with a sense of increased well being. In
dementia paralytica, mental symptoms improvedin 72% of 47 patients,
the most notable results being observed in those with severe symptoms
of short duration. In juvenile paresis, improved mental status was noted
less frequenty. There were 40 patients of dementia paralytica with
tabetic pains and of these 38 (82%) were ‘improved’, - In the relief of
tabetic pain the results of penicillin therapy compare favou;ably with
results of other forms of therapy. In other symptoms of tabes no striking
change were noted. In meningovascular and asymptomatic neurosy philis,

3 L .
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the results were measured by the response of the spinal fluid.
patients bad convulsions,

after pencillin therapy.

Fourteen
a symptom which failed to improve notably

Neural Herxheimer reactions were noted, Transient increase in
mental abnormalities developed in 6 paretic patients, 4 with tabes dorsalis
had exacerbations of their pains and in two with spinal syphilis, there
developed transverse myelitis.

Koteen, Doty, Webster and Mc Dermott call penicillin therapy on

neurosyphilis equal to fever therapy. They treated with penicillin alone
111 patients with various forms of neurosyphilis. In 6 out of 11 with
dementia paralytica there were satisfactory remissions that have been
sustained approximately for two years. There was subjective improve-
ment in 88 out of 41 patients with tabes dorsalis, In meningovascular
neuvrosyphilis the results after penicillin were comparable to those usually
observed after arsenotherapy. The treatment had a striking effect on
abnormalities of the cerebrospinal fluid.

Heyman treated 141 patients with s
system with penicillin. With 40 lac units of penicillin, ‘arrest’ of the
neurosyphilitic process was obtained in approximalely 859 of the cases.

Results in early cases of neurosyphilis are better. Heyman recommends

penicillin for the treatment of early neurosyphilis and late asymptomatic
neurosyphilis.

yphilis of the central nervous

Penicillin in Asymptomatic Neurosyphilis :
profoundly favourable effect on spinal finid abnormalit
neurosyphilis. This effect is manifest, in order of pro
on all counts, protein content, colloidal test and a
Reappearance of increased cell coynt
indication for retreatment.

Penicillin exerts a
ies in asymptomatic
mptitude and extent
Wassermann reaction.
y increased protein or both is an

Penicillin In Dementig Paralytica.
better results than penicillin alone 41 patie
with penicillin alone, 17 with penicillin an
alone, in doses ranging from 20 lacs to 1
degree of clinical improvement in 469
among patients whose symptoms were

symptoms had been present for a year or more prior to the institution of
penicillin treatment showed any clinical improvment.  Penicillin with
malarial therapy caused improvement in 589 of cases.

Penicillin in Abnormaities of the C. S, Fluid- Reynolds describes
the results of 149 patients with late neurosyphilis treated with penicillin
or penicillin with malaria, Improvment in the spinal fluid generally was
apparent. As a rule the cell count and protein ¢

, ontent promptly became
normal and remained so. Colloidal gold test, Wassermann reaction improv

ed more gradually, the improvement usually being well sustained.

Neural Jarisch Herxheimer Reaction : Tucker and Robinson report-
ed reactions in 26% out of 208 patients. The majority of these reactions

“Penicillin with malaria gives
nts with dementia were treated
d malarial therapy. Penicillin
00 lacs produced at least some
of cases. The response was better
of recent onset. No patient whose
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i ion itation also occurred,
brile, but transitory mental confusion or agita
ﬁxe;eciie? p;ranoid trends and in 2 convulsion .dt?ve.loped..
Penicillin_in Prenatal Syphilis:  penicillin is the ideal drug for
prenatal syphilis. 1t proved efficacious even when administered late in
the course of pregnancy. -

cillin ¢ Treatmsnt of Syphilis in Children: Yampolasky
treatfcel'ggzﬁ:f';r‘x't'st\’;‘ith penicillin and ?atisfactory results were obtained
in 28 of them. An immediate clinical response was obseved in all patients
and healing of cutaneous and mucosal l@mons often occurred by _ the end
of the course of treatment. Osseous lesions also showed prompt improve-
ment, but completc resolution usually did not’ occur for 2-3 months.
Penicillin failed in interstitial keratitis, Clutton’s arthritis and Juvenile
paresis. In late congenital asymptomatic neusosyphilis, the [results were
satisfactory. The results in children depend on the natqre and duration
of the disease. Penicillin appeared of little or no value in the treatment
of the late manifestation of the disease. The total dosage of penicillin
sodium be not less than 75,000 units per pound of body weight and the
course of therapy not less than fifteen days. Platou et al treated 2752
inflants with penicillin in a single course administered over a period of 3;
15 days. Satisfactory results were present in 78% unsatisfactory in 9 1%
and uncertain in 17%. Dosage of more than 40,000 units per kilogram of
body weight yielded better results. Most babies became seronegative
between the 4th 13th months after therapy. They recommend at least
1lac units per kilogram of body weight divided in 120 intramuscular
injections given every three hours over a period of 12-16 days.

(Abstracted from the Archives of Internal Medicine)-
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The attention of all members of the Medical Profession i
invited to certain changes in the dosage of ‘Palulirin:,s'
advised for the treatment of malaria in India. The ne
dosage schedule is now as follows : . v

TREATMENT OF MALARIA

RADICAL CURE

Malignant Tertian Malaria: 03 Gm. twice daily for
ten days‘._ In severe infections the dose may be increased
up to 05 to 0.6 Gm. twice daily for the first three days

Benign Tertian a;\d Quartan Malaria: 03 G i

‘ : : : 03 Gm.

until the fever subsides, followed by 0.1 Gm. every t(;xiig
days, for six months. This after-treatment favours the
eradication of the persistent forms of the parasite and
thus reduces the possibility of relapse.

CLINICAL CURE

All types of Malaria: For the control of
attack, 0.3 Gm. daily until the fever sugsic?es.‘he et

PROTECTION AGAINST MALARIA

Dosage remains unaltered that is to say 0.1 Gm, twice-
weekly at evenly spaced intervals, or 03 Gmn. once-weckly

Descriptive literature and price list on r;quest
PACKINGS
Tablets of 0.1 Gm.: Containers of 30, 100, and 1000

IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD.

C'alcutn. Bombay, Madras. Cochin, New Dethi,
Kanpur, Karachi, Rangoon, Colombo,
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When ordering please mention Medico-Surgical Suggestions,
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@ orrespandentce.

To
The Editor,
Medico Surgical Suggestions,
Madras.

Dear Sir,
Certain changes in the dosage of ‘ Paludrine’ for the treatment of
. malaria have been announced in the medical press this month and I
would be glad of the hospitality of your correspondence columns in order
that I may amplify this announcement for the information of the Medical
Profession in India.

After the original clinical trials of * Paludrine’ by professor N.
Hamilton Fairley in Australia, by far the most extensive clinical trials
were carried out in India and Pakistan under the auspices of the Malaria
Institute of India in the years 1946-47. The results of these trials to-
gether with Professor Hamilton Fairley's published work lgd to the
dosage recommendations contained in our present literature (leaflet Pal.
1 June 1947 and brochure Pal 2 dated July 1947). Concurrent with
clinical trials in India, however, investigations were carried out in many
other countries, and, in the reports from Africa particularly, it was
apparent that certain strains of the falciparum parasite in Africa required
a heavier dosage of * Paludrine ’ than was recommended in our literature.
A few workers in India also were of the same opinion and felt that in
certain cases of severc infection with some Indian strains of both the P.

" falciparum and P. vivax parasites, a heavier dosage was advisable.

Amongst the trials set up in Africa were trials on the prophylactic
aspect of ‘Paludrine’ for protection against malaria .in endemic and
hyperendemic areas. Some of the individuals treated . in‘these irials ~
developed malaria in spite of taking one tablet (0,1 Gm.) twice-weekly -
at spaced intervals. Apart from these occasignal ** break-throughs”, ~. -
some doctors in Africa thought that a daily dose’of one tablet (O. 1 Gm.) ..
was easier for the individual to remember than a twice-weekly dosage at L
evenly spaced intervals. They thought that taking one ‘ Paludrine’ ‘., ;
tablet (0. 1 Gm.) daily would be easier, and would:obviate the occasionat
« preak-throughs " that had occurred in their trials. ‘ )

In deference to these views, we have therefore amended our recom-
mendations for the treatment of malaria and these recommendations are

as follows +—
(1) For Radical Cure, 0. 8 Gm. twice daily for 10 days. In the

¢ase of severe infections the dose may be increased up t0 0. 50r 0. §

4



136 MEDICO-SURGICAL SUGGESTIONS
Gm. twice daily for the first three days.

to say, control of the acute attack of malaria, a single daily dose of O. 8
Gm. should be given until the fever subsides. Thisis the dose best

suited for malaria arising in rural areas, (which has been called by some
Indian writers “ Village Malaria "’) where medical attention is
easily obtainable. In the case of protection against malaria, however,
although we have carefully considered the reports from Afric

a we do not
think that we are justified in recommending the Medical P

rofession in
India to adopt the daily dosage of one tablet (0.1 Gm.)) for prophylactic

purposes. There are many well controlled Indian trials, published, and
unpublished, which show conclusively that on a dose of one tablet (0. 1
Gm.) twice-weekly at evenly spaced intervals, or three tablets (0. 8Gm,)
once-weekly the incidence of malaria can be reduced to almost negligible
proportions, provided the administration of the drug is regularly main-
tained during the transmission season. We therefore do not purpose to

make any alteration in our recommendations for prophylaxis and pro-
tection against malaria. :

(2) For a Clinical Cure, that 1

not always

Full details of the new recommendations have bee
advertisement in your journal and I am writin
that these remarks will be of interest to the Medical Profession when
considering the new dosage. The matter has not been decided by my
Company alone, and the Medical Profession in India may rest assured
that the dosage we are now advising in our literature and advertisements
bas the support of the highest authorities on malaria, both in India and
Pakistan and the U. K.

n given in our
g this letter in the hope

Yours faithfully,
{J. M. MuNGavIN, u.B., B.Ch. (Cantaby),
Medical Service Department, LC.L., India

» Ltd |
Caloutta—~1,
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STREPTOMYCIN, which promises to be a “complement to
peruciilin®, is now made available by SQuiss.

After years of extensive clinical research, the following
indications have been established for Streptomycin:

¢ Tularemia
¢ H. Influenzae infections

® Bacteremia and urinary infections caunsed by
E. coli, P. vulgaris, K. pneumoniae, A
aorogenes and Ps aeruginosa.

-

¢ Bacterial meningitis caused by these organ-
isms or by B. paratypht ~us,

- .

1

Sireptomycin has also been found he oful in treatment of
other discases, such as tuberculosis, bacillary dysentery
and liver abscesses, though its position in these disedses iz
not yet definitely defined.

i \m,‘é’; .

Streptomycin Hydrochlo- (Literature on Streptomycin may be secured by
side Squibb iy available writing to E. R. Squibbd & Sons Internationsd
in ! g, and 2 gm. vials, Corporation, Professional Service Departinen:; 74§

Fifth Avenue, New York, N. Y.)

E. R. SQUIBB & SONS

MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1#58

Representatives: MARTIN & HARRIS, LTD.
CALCUTTA BOMBAY MADRAS KARACHI RANGOON DEL#R LAHOR



Eegd. No. M. 2853. *

zsb‘ets and powdary

a valuable

Magnesium  Trisilicate Sara,
principal
POWeI’S

antacid, is the
ingredient of Silma. Its strong antiseptiz
protect wicer bases from destructive diges«
tion. It does not render stomach contents
no  gastro-intestinal
It does

alkaline  and
symptoms are ever produced by it
not cause constipation and diarrhoea,

Indications: SilmMa effectively cures indigestion,
the  digestive system, (L

toning  up
recommended in all  cases
of hyperacidity and  is specially indicated for tha reliet o

psin in gastric and duodenal ulcers.

Dosage: Two to four tablets or two to four
grams of the powder at bedtimae,

Detailed Literature and Free Samples on request,.

The magnesium trisilicate Sara used

‘in Silma conforms te
the standards of the U.S.P. aed British Pharmacopeia Add
endum

and is manufactured in India by Sarabhai Chemis

cafs  (Fine Chemicals Division.)

SARABHAI CHEMICALS

(Phermessvtical Divisien)

Baradsy

Abhmedadad
W (Medi B

Edited and Publishad by Dr. P.R. Venkappaya, at 2/337, Mint Ssress, Madras.
Printed by Mr. S, Sundaresan, L.P.T, for the C.C.P. Works, Ltd., 1/17, Meust Rd

.. Maaras,

I

s
|
o
s
3
t
t
v
t

)
|
:
s
|

J
:
;
:
g

‘ .7
MEDICO SURGICAL

SUGG_ESTIONS

T I AN R

Vol. XVII.

ENTERO- QUINIO E

lodochloroxyquinoline” ~~

AUGUST l : NO\.QQ.

A specific chemotherapeutic agent
For the treatment of acute and
chronic Amoebic Dysentery and

Intestinal Amoebiasis

Prepared for the first time in India in our Research Laborator

aqssum[ o
Tubes of_20 tablets
of 0.25 gm.

each.

e ‘ N (. .
‘J,,-; [,”.1/”,7 ;n(r,h,fu[d‘.‘s nla’u.w wute fo:

IDIA- PHARMACEUTICAL WORK

P VPR L. WP GO P PG PGP PSP .

P



MEDICO-SURGICAL—

)

SUGG ESTIOI)}&“
(Established 1932.) !

—

VOL. XVII AUGUST 1948

STOMATITIS IN CHILDREN
G. COELHO* .

Stomatitis is a geneuhsed or localised inflammation of the mucous-
membrane of the mouth including the lips, gums, inner side of the cheeks
and the tongue, ,

This inflammation is due to various causes, some of which are known.
It is not possible. however, to determine the cause in many cases.

The known causes are :—

A. Infections: (1) virus (2) fungus (8) anzrobic organisms (4) asso-
ciated with an upper respiratory tract mfechon 15) associated
with measles (6) diphtheria (7) pneumococcus, streptococcus
(8) multiple organisms,

Vitamin deficiencies—vitamin B complex, vitamin C, singly or
combined.
Allergic.
Blood disorders—agranulocytosis.
Traumatic—injury with toys—drinking hot liquids.
Constitutional-~-glossitis marginans,

’ CLINICAL PICTURE ‘

Stomatitis without Ulcers.—The tip of the tongue is red, the gumsare
swollen, there is excessive salivation. Thereis a bad smell from the
mouth. When the child is old enough, he may complain of a bad taste
in the mouth, The children may dislike taking foo|d. ‘

Stomatitis with few “‘herpetic’” ulcers.—In addition to the above signg
and symptoms which are presentin rather severe degree, vesicles are
present. They are found on the tongue, lips and inner side of cheeks.
They may be single or in groups. The vesicles may rupture and leave
small, superficial ulcers with an yellowish exudate. There may be fever.
The child is irritable. That acute gingivostomatitis is caused by the
herpetic virus is now proved. Youmans was one of the first, in 1982, to
demonstrate it. In 1988 Dodd, Johnson and Buddhnigh reported twelve
cases in which they had conclusively proved berpetic virus was the cause
by inoculating intQ the cornea of rabbits. In 1942 Black publised a
report on 45 cases with identical conclusions after the same method of
experimental investigation.

Stomatitis with severe gingivitis with extensive ulceration.—This is a
serious condition. The gums are swollen, bluish purple in colour, bleed

*From the Department of Pediatrics, Sir J. . Hospital, Bombay,
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:ﬁlegéif R@efF ulcerated. Ulcersaréalso presenton
5% ‘ ¢ tongue, The .
previous g y are larger than in the

is g #F< also present on the inner side of the cheeks
spreadu‘lg towards-shenfGle of the mouth. A cauliflower-like collection
?f d.ebrxs may be seen at the angle of the mouth. Opening of the mouth
is difficult anfi is associated with pain and bleeding from the angle of the
mouth. Eating of any food and swallowing is very painful and the child
refuses food. There is excessive salivation and thick saliva drips from
the ha?i-opex? mouth. The mouth smells very badly ; the observer often
feels sick with the smell. The submental and submaxillary glands are
enlargc':d and quite tender. The child is fretful and looks miserable.
There is usually fever ranging from 99% F t0 108° F Smears from the ulcers
usually show spirillze, bacillus fusiformis and in sor.ne cases pneumOCOCCi

othfer type of .the 2robic or an=robic organisms. The oral spirochztes
fusiform ba.cxllus, spirilize or vibrios, singly or in combinntié)n are no;
capab}e of u'zitiating infection or a pathological lesion in m:‘m But
material f)btaxx?ed from the lesions of Vincent’s angina is able to ’roduce
patho'logsc lesions in experimenta animals. * This materia] hlc))wever
contains streptococci or staphylococei, It is, therefore. pc;ssible thai:
though the @robic organisms normally live a commens;l existence in

the human mouth, yet when the tissue has been
cha i
of the streptococci or staphylococci, nged by the action-

and thus present the characteristic
subordinate to the ®robic bacteria.

The uvlcers may be covered with a thick membrane
easily. This membrane may spread over the tongue,
cheek, the pillars of the tonsillar fossa, the tonsils,
though not in a continuous sheet.

Thrush is caused by the fungus Oidium albicans, which wag dis-
covered by Burg in 1841. A dry mouth isan essential prerequisite for its
development. This condition is met with physiologicaily in the newbarn
and pathologically in the dehydrated and in the seriously ill child. It
is generally seen in debilitated infants, particularly in the first 2 months
of life. Those suffering from acute gastroenteritis, chronic diarrheea,
chronic fever may end up with this condition. It also spreads as an
epidemic in badly kept nursevies. The dryness of the mouth is followed
by desquamation of the surface of the tongue which looks red and shiny.
Then thrush appears as white patches, like bits of milk, alone first on the
tongue, then on the inner side of the cheeks, the palate and lips. The

atches vary from a pinhead to a balf-anna piece. Op removing the
patches, the mucous membrane is red and bleeds easily though there isno
alceration. 'I‘I}ese may fuse and form an extensive patch of varying
thickness and 1rr€gu1§r margins covering the entire palate, inner side of
the cheek and & Portion of the tongue,  The condition extends rapidly

clinical picture. Their action is thus

which peels off
inner side of the
and the pharynx,

they multiply there in large numbers -
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and in 24 hours the uvula, the pillars of the fauces and the pharynx may
be affected. There is no feetor oris, no extensive salivation. The glands
are not affected. Fever will depend on the original cause. But there is
some dyspncea and the infant may refuse to suck the breast or the bottle.
Thrush infection is carried to the mouth through dirty nipples, soothers,
infected hands or toys. Newly-born babies may be infected while pass-
ing out of the vagina or by contact with the bed-linen, clothes and person
of a mother who has monilial vaginitis. ~ Anderson. Sage and Spaulding
cultured the material from the mouth of newborn infants and found that
oral thrush developed in each instance in which a Monila Albicans was
found in the mouth of the infants. They also report that oral thrush
appeared more frequently in infants whose mothers had vaginal moniliasis.

Diphtheritic Stomatitis.—The incidence of diphtheria is increasing
in Bombay. 1n this condition there is a thick membrane which may be
a patch on the tip of the tongue or over its side, or may extend over its
anterior two-thirds, or may be on the innerside of the lips or cheeks
spreading to the gums. The salivation isnot much  The submental and
submaxillary glands are always enlarged. Though there is fcetor oris it
is nothing compared to that in ulcerative stomatitis. Some children look
acutely ill ; some look surprising not ill at all. Thereis generally e
history of some previous illness, most often a gastroenteritis. When a
reliable history is available, the duration of the membrane is 2 matter of
five to six days. Fever is nct a prominent feature.

Nama, the gangrenous type of stomatitis, is rare. It startsasa small
dull indurated nipple or a group of vesicles on the inner side of the cheek.
Very soon a local ulcer is produced which is covered by a dark grey
slough with surrounding swelling and edema, In the next stage the
slough becomes black and gangrenous. The cheek is indurated, and it
no surgical measures are adopted, is soon perforated. The child ‘is very
ill, prostrated, delirjous and runs a high temperature. The breathis very
offensive. The slough extends rapidly and may involve the gums, and
tongue. The teeth may loosen and drop out. -

. The exact cause of noma is not known. Avitaminosis has been,
considered, but though the out-patient department of our hospital abounds

in children suffering from avitaminosis, noma is very rare. A specific -

virus or agent acting oa tissues that have been debilitated by previous
illness has been suggested as the cause. Ekstein who abserved 40 cases
in the course of two yearsat the Children’s hospital of the Model Hospital
Ankara, found that out of 22 cases 13 suffered from malaria. Noma isa
local condition. Except at the end, general intox{catton is rare. Ekstein
reported that “good appetite and absence of pain are paraxodic to the

severity of the disease. » In his cases the leucocytic count did ‘not
exceed 10,000 per c.mm. lnvestigating the cause Hutineland Noblecourt
. pointed out the symbiosis of the fusiform bacillus with the Vincent’s

spirillum.  Aschoff, Kumer and Muhleus agreed that this symbiosis,
the “Plaut-Vincent symbiosis” probably involves the noma virus.
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Ekstein investigated his cases and found that the necrotic area of noma
contained all the micro-organisms th it are found in normal or pathologi-
cal conditions of the mouth. This was not very helpful. Buton examin~
ing the fluid obtained by ‘pricking the apparently healthy tissue just
beyond the necrotic area he found fusiform bacilli, spirilla and a few
lencocytes without any other organism. He was, therefore, of opinion
that the Plaut-Vincent symbiosis plays an important part in the etiology
of noma, the action of these oranisms being facilitated by any condition
that lowers the vitality especially of the reticuloendothelial system.
Allergic Stomatitis—Though skin manifestations of allergy are so
- common, yet stomatitis is far less common. The oral manifestations
are swelling of the lips, gums and tongue. The tongue may be so swollen
that it fills the whole mouth and movement is painful, speech difficult, if
not impossible.  The list of substances to which children may be
sensitive is very long but the common ones are milk, egg albumin, /fish,
orange juiCe, liver extract, cereals like barley, vegetables like carrots,
brinjals, fruits like bananas and sweet limes, drugs like castor oil, milk of
magnesia, dilantin sodium. Injections of seru

f ; m may also cause this swell-
ing. The swelling comes on suddenly, and disappears in about 24 hours
under treatment, Unless the offending substance is serupulously avoided

there is a chance for recurrence. It ig surprising what small amounts are
enough to cause the disturbance. When stomatitis is a part of general
allergic condition, there may be fever.

Vitamin Deficiencies—Of these the c
deficiency.  The tongue is just furred and
of this coat. These areas, generally oval
the boundaries whitish and rajsed,

ommonest is the riboflavin
then small areas are denuded
in shape, look atrophic, and
In these denuded areas the papille
appear as tiny raised pinheads giving the tongue a_granular appearance.
The edges of the tongue may be fissured. The lips look red just inside
the vermillion border. At the angle of the mouth the mucous membrane
looks sodden, later it is red as if it bas been stretched and torn, the crack
extending as a tapering line both inside and outside but more on the
outer surface. A good clinical picture is seen in infants acutely ill with
diarrhoea and vomiting-—red tongue, red lips, and a red streak at angle
of mouth. ’

In nicotinic and deficiency the tongue is first sore at the tip, then’

becomes swollen and red. There is excessive salivation.
desquamation of the epithelium of the lingual papille,
come engorged and then atrophied. A raw reddish band appears along
the side of the tongue, which is much indented, The surface of the
tongue then looks swallen, glossy smooth andred. There is a similar
reddish appearsnce of the gums and inner side of cheeks. There ig pain
and the child declines to eat any spicy or pungent food. There may be
ulcers and these may contain Vincent’s organisms. '

Deficiency of vitamin C has been recognised for a long time by
sponginess of the gums. In the milder cases the margins along 1:1;3 sides

Later there is
the papillze be-
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x. o visible changes in

n firm pressure ; there are n :
e " gliei”(:x‘:g t(;m deficiency is marked the gums, ;re rs:;::\:i;,
?he gu“:: te:th are purplish in colour and b}eed easily ?:xing ofusely-
e f the teeth by the spongy gums is best seen in infa ho
T e o ting In There is no excessive  salivation,

; ing incisor teeth. »
:re ]us’i:s f)t;ttt?ffgeérect;mand the submaxillary and submental glands are
ongue,

normal. its - Marginans —-?’I"his condition starts at about the age of one
- QGlossits ‘Ma .

‘At first a slightly elevated circular white patch appears on the
year. :

i t
" dorsum of the tongue. This enlarges rapidly. In a day or two the centre

' i earance and here desquamatiou
o ths patChda:S z?:lsati?mdls&pzzzlts ?:pthe.‘original patch enlarges and
i Thel : Zrtakes it 1eaving a raised waxy whitish border between
e b yl:;: tongue. The patch may spread over a large area on the
B e by 'ty ever spreads to the inferior surfaces. There may be a
dorse! e . ‘ge and on the tip. Two or more patches may coalescF
patch g Tage s:w with véry irregular borders. - The desqumated area is
o t larf‘:si‘;orm papill® in that area are swollen and red. Healexg
red ; o on the pole distant from the raised white border. Tt‘xe white
i ffOlll; ets subdued, The progress is so rapid that the picture of
gf;izrnlgtz: chganges quickly, when the patch healsb anothe‘r] may ape;;;ali';

ition 1 ic and may last up to puberty. Very rarel

;l;l;:eZosyd::;g:oxfgzrz?:he patien)t’, The salivation is not increased nor

are the sub-maxillary or submental glands enlarged.

Various explanations have been put forth' since 'Rayefr .ﬁmt;l '(:?sc;ﬁeg

i+ in 1831, Parrot considered it to be a glonxfcst.atxon of syphi :’s, A
- ’ ed it is not so. Others considered it as- *‘ eczema of't e
bas bect pm: ngely these children do not exhibit any other ‘m'anxfe.s-
ton'gue, gt gThere is a semblance to riboflavin and nic.:otu.uc af:xd
tatxor.l of an;zgtyc;ontinuous administration of riboflavin and ms:otmamxde
seﬁ(:::f ;);evcnted its recurrence. The Germans considered it a part of

as
exudative_ mechfﬁ:s::egular areas on the edge and upper surface of the
T o ded of the surface epithelium. A small arca of tt.xe tongue
tongue are 207 tly so, but at varied intervals of time this area increases.
may be p C"Pane; an ,salivation‘ The rest of the tongue is furr?d. At
’l‘l‘len there ;sr}c)-.mis loss of appetite for food, the breath ?s offenswc,_ the
e e . ‘:'tish and there may be a pruriginous eruption on the bod.y.
sjools are WA ood Disorders.—In agranulocytosis, leukaemxa},
) topenic purpura, aplastic anzmia, .infectious monbnucleosis
thrombocytop atitis. Sponginess of gums is a feature. The mucous
there may t.)e stom ted and necrotic because of the absence of go_lymorpho-
membrane is ulcerate ste lymphatic an@mia the condition will probably
nuclear c,ells.' o 92‘2 long before the stomatitis is seen, but in -‘ac:u,te
heve ble:;;rt:;?sg ;l:ver and sponginess of the gums gay bt=l mﬁz :hu,}cli :
u ) : i i ¢ & at 3

{aiil:i?ig till a routine blood gxamma\hon reveuls the f? e
Vo o ‘ ‘ .

. ..
N . [EAS

Stomatitis with Bl
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presence of Plaut-Vincent's organisms in th

€ mouth lesions may lead one
away from the correct diagnosis.

DIAGNOSIS

The various conditians are diagnosed by :

L. Clinical appearance.

2. The presence of evidence in ot
avitaminosis, allergy,

3. Examination of a sme
from them,

her parts of the body as in
infections and blood disorders.

ar from the lesions and culture of material

PROGNOSIS

‘The general condition of the patient has an important bearing on
the prognosis. Other than in noma the prognosis is favourable though
acute ulcerative stomatitis caused by the fuso-spirochztal symbiosis is a
serious condition, lasting for ten to fifteen days, Diphtheritic stomatitis,
when it is an extension from faucial diphtheria, has 2 grave prognosis,
Stomatitis caused by deficiency of nicotinic acid and riboflavin, particul-
arly the former, takes a long time to improve. Inscurvy the improvement
is more prompt. Allergic stomatitis may recur. The geographical tongue
persists for years with periods of exacerbations,

PROPHYLAXIS

1. The mouth should be cleaned after admi
cleaning must be done gently.

2. The use of soothers must be discon
course of their development introduce their p
their mouths, these must be kept clean.
and of the feeding bottle should be kept
weak boric lotion, the latter by bailing.

8, During acute infections the mouth mu
taining the fluid intake. The salivary secretio
giving barely sugar or lemon drops to suck..

4. Mothers who suffer from monilial vaginitis must be treated ante-
partum.

5. Adequate supply of vitamins should be included in the diet.

6. Care should be taken that children are not
when it is ‘}ery hot. Similar vigilance should be exer
steam inhaler as there is a danger of the child burnin

nistration of food ; this

tinued. As infants in the
ands, toes, and toys into
Nipples of the mother's breasts
clean, the former by the use of

st be kept moist by main-
n must be stimulated by

administered food
cised while using a

g his mouth.
TREATMENT

Loeal Treatment: | |

If possible, the child should gargle with 1 in 5,000 solution of potas-
swm permanganate, or any other mild antiseptic like Listerine or
Glycothymolene, three or ioTn' tx.mes a day.

When the mouth infectx'o n l.s bad, the mouth should be cleaned with
a solution of hydrogen per‘oxx(%e in water, dxlutec? in the proportion of 1
to 2 to 1 to 5. The cleansing is easier if a spray is u‘sed, This
must be done thoroughly t\rfuce a day. After this the follo
applications may be used, twice a day.

cleansing
wing local

food should be offered as mi
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1 I

r‘ . ays :_._.
wate2 In cases of ulcerative stomatitis

. . . r.

or

icali dr. 1

(i) Liq. ‘Arsenicalis d 1
Vin. of Ipecac . -
Oleum MenthJa P:p ms. #

o During its application to the ulcers the rest of
mium trioxide. tected by cotton ;
th ghould be pro . been found local
the mouth & ocacci or streptococci have been oun
(d) when Oé?ly p:{m;msuspension of sulfadiazine 60 grains to one
: application :
Om“ceof thrush, 1 in 4,000 solution of me;cury cyanide or five
© 8. Incases s iolet ter, twice a day.
; tian violet in water, ! .
per ceat solution o BT fed penicillin solution, 5,000 units tol1c.c.
Recently Yzases of ulcerative stomatitis an.d .ﬁve of 1seve;‘in witt;
twiceada}y.lf} olution is applied after prel:mxna}').' ceandg “ked
The penicillin ‘dse The cases of uvlcerative stqmatltls show';a‘h nz;mSh
hydrogen peroxi 3 days and were quite clean in 8 days. ) t: o
improveme;t. lgne day. The results, therefore, were much. bette
disappeared in '

ioned above.
with the other lines of tréa“lxil::ttior;: !:)?‘;grmalin, neosalvarsan, have t.)ee% j
ot they localt agfictive, Ekstein inject.ed 10 ¢. ¢, of- antxogtz.;
tried, but th§Y are r;;) in the healthy tissue adjacent to t;let;:(::s:
gangrgn_el sig;nslléz‘;;igg of the necrosed tissues took place. In
area, daily,

i visible after the first local
i of demarcation were
that recovered signs

© injection.

Genera? T“ammtr:ive measures, adequate nutrition and sufficient fluids
1. As suppo

is di i i e mouth
i : e is difficulty in openming th. o
must be administered. When ttl?i:tllx  oups, o2z i, eaatard St e

This may even be given nasally. In infants and in older
is

and water. Buids. will have fo be-given by lavage or

children who refuse to drink,

subcutaneously or intravenously.

ith Vi ’s organisms, when there is a tendency
. In infection with Vincent's organisms,

fo fection to spread to the tonsils and pharynx, neosalvarsan should
. for the intecl v n ‘
be injected intravenously. -

In vitamin deficiencies, nicotinamides, riboflavin and ascorbic
-8, In vi

: ! o The  clinical picture may suggest
s ; tered. Though the clinica
 agid should be adminis

: i of one vitamin yet as these deficiencies are
a Pﬁ?‘&ﬁ&ﬁfiﬁ?ﬁdﬁuhle to administer all of them. I suggest
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nicotinamide 50 mg., riboflavin 10 m
by injection and thrice a day by mout

4. In_ diphthegjtic stomatitis, inject anti-toxi ‘
determined by th y 1-toxin, the dosage bein
Dationt s by the extent of the membrane and general condition of thge

5. In allergic stomatitis inject 0-2

solution 1 in 1,000 subcutaneously, once in 6 hours, and calcium gluconate

10 per cent solution 2 c.c. to 5 ¢.c. intramuscularl i i
Give Syrup Benadryl (P. D. & Co.) thrice a day gr;)lrl;fltravenously daily.

6. For noma inject anti-gan

cularly and intravenously, daily, till sloughing of i
place. Ekstein injected ’about ,500 cc. 1gn ea.%.l‘lJ c;t;: nectosed tissue takes

7. In exacerbated states of “Geo i " i
of calomel and a saline purge are useﬁgﬂr'aphxcal tongue” fractional doses

8. Should there be fever, it is adVisable
1 grain per pound weight per day.

SUMMARY
Stomatitis is caused by various causes, only some of which are

g. and ascorbic acid 100 mg. daily

¢.c. to 05 c.c. adrenalin chloride

to put them on sulfadiazine

1,
known.

o2 A general clinical
points in known causes.

8. The prophylaxis and treatment of these conditions is descrii)ed.

4. Attention is drawn to the a di i PRI
in ulcerative stomatitis and thrush.vmue of 2 dilute solution O.f penicillin

picture is described first, followed by salient

I ————
i

(Indian Journal of Medical Science) May 1948,

INDICATIONS

Early stages of pain and Insomnla;
infectious diseases, dengue, inflamma-
tlon of throat, pneumonia, rheumatism,

influenza; migraine, toothache, headache,
neuralgia; menstrual pains; post ope-
rative paln; all feverish conditlons.

Available in tubes of 1Q tablets
ond bottles of 50 and 100 tablets.

ORIENTAL  PHARMACEUTICAL INDUSTRIES LTO.
BOMBAY 18,
Phone: .89198. Telegrams: * OPILWORKS "

grene serum 10 c.c. to 20 c.c. intramus- -

CEREBRO-SPINAL FEVER IN BOMBAY.
By S. G. VENGSARKAR.

In Bombay City the disease was present in sporadic form from 1912
but, the incidence was high in the years 1921 to 1925, 1935-39 and it hat
been again high since 1942.

The disease is mainly spread through carriers and rarely by contacs
with an actually ill patient. It was found that about 70 per cent of the
contacts of cerebrospinal fever cases become carriers {Flugge 1906). They
are usually (80 per cent) temporary carriers harbouring organising in the
nasopharynx for about three weeks only. A few (20 per cent) of them
however may become chronic carriers.

The use of Sulphonamides 8 to 4 grams daily for 4 days, clear the
nasopharynx of both group I and II Meningococci.

: Aetiological Factors.
(i) Causative organisms. It was found that in a vast majority
(87 per cent) of cases of cerebrospinal fever in Bombay, Meningococcus
Group I (Types I & 1I) was responsible.

(i) Season. The disease has been found to prevail during late
winter and spring, particularly during the months of January to May as
confirmed by its incidence in the City of Bombay: It is less prevalent in
Summer with dry and less humid weather conditions.

Age: most of the cases were fouud in adolescents and young adults
of the age group between 15-30 yrs, unlike in other countries.

. X Predisposing Factors.

The most important factors that predispose to cerebrgspinal fever
are overcrowding, insufficient ventilation, nasopharyngeal catarrh and the
recent introduction of susceptible persons (like new recruits) into a

_community and the presence of highly virulent organisms. Spacing of

beds in barracks or dormitories should be at least six feet apart and if
this is impossible, sleeping arrangements should be so made as to make
the occupants of alternate beds have their heads towards the feet of their
neighbours. Attendants on patients such as nurses, déc};or-s and ‘menial
staff, particularly those having a cold or chronic nose trouble should
invariably wear face masks while on duty, to prevent themselves from
becomin&garriers.’ : ‘ :
" Clinical Course of the disease under treatment. ‘

395 cases of cerebrospinal fever have been reviewed for this purpase

in the presen{ paper. The cases were over a period of twent_y-six ‘months
from 1st of September, 1944, to the end of August, 1946. The total
number of cases of cerebrospinal fever admitted during this period was
400, whom 122 expired gi\}ing a mortality rate of 805 per cent. However
excluding the 77 moribund cases that died within 40 hours of admission

.

(and gave 1o chaiice for response to thorough and effective treatment’
the mortality was 45 out of 825 cases i.e., 138 per cent.-

‘- " The casgs under consideration were édmitte_d ‘n‘zos'tly in the acute
condition with classical signs and symptoms of the disease.. . .
-9 y ‘ ) B - . v

¥
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4 cases (68'9 per cent) gave history of
(60-6 per cent) had vomiting. 45 patients
a pulse rate slower in proportion to the
Out of these 13 maintaineq a slow pulse rate till
cases, within 24 hours of treatm

respective temperature
down to normal by that time.

headache or backache, 197 cases
(81'8 per cent) had on admission
rise in temperature,

they expired. In 22

curves, which had settled

: The remaining ten cases maintained the
relatively slow pulse rate for some length of time. . 14) patients (48'8 per

cent) had temperature abovye 101 F. and 4 cases (1'2 per cent) had nor-
mal or subnormal temperature on admission. A these four apyrexial
cases were treated with sulfadiazine and all of them made a complete
recovery. Three had however, a history of fever for 2 to 6 days at home
but no history of medical treatment before their admissjon into hospital.

The fourth case had subnormat temperature and was in an unconscious
and collapsed condition op admission. The pulse was very small. ‘This
case also responded wel] to sulfadiazj

f1€, and became conscious within
24 hours taking ten days for complete,

recovery.
The clinical state simulated Wa

lants and there

All except
per cent). In only 82 (359 per cent)

Cervical rigidity was present in all
except 4 (987 per cent) ; 58 cages (147 per cent) exhibited an extensor
plantar reflex.

To sum up a vast majority of gaseg had a sudden onset. The most
common and constant symptom were (i) headache or backache (ii) vomi-
ting or nausea, (iii) unconsciousness or semi-consciousness with or without
delirium and (iv) pyrexia. The commonest signs were (i) Kernig’s sign
and (i) cervical rigidity . : - ) 4

Cerebrospinal Fluid. In almost all cases the cérebrospinal fluid was
under tension. The cerebrospinal fluid of 279 cases (859 per cent) was
either turbid or purulent and that of 46 (or 14°1 per cent) hazy. The
period during which symptoms of the disease were present before obtain-
ing hazy spinal fluids, was from 1 to 2 days showing a period of
septicemia before the meninges are involved.

The cell counts of cerebrospinal fluid varied from 850 to 9600 cells
per c.mm. (polymorpho_puclear cells (85 per cent__95 per cent). Sugar
was absent in 304 (93'5 per cent) and diminished in 81 (8:5 per cent),
proteins were increased in all the cases, Micro-organismq were detected
in 806 cases (94°1 per cent) either by smear or by culture; They could
not be detected in 29 cases (5'9 per cent) only, in which all the clinical
and other cerebrospinal fluid criteria were however, present. The ratio
of the extra to the intra, cellular organisms was 41, The mortality rate

.

ent the pulse rate

ter-house Fridericheen Syndrome.
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4

i ‘1 per cent, It is interesting
i i tracellular organisms was 11 1p ;
" caiesﬂ:v;:};ne};ur series of cases none exhibited any rfish or spots on t'he
b ;10 ° Only two cases were admitted in the septicemic stage of mer.un-
b_O_ 4 On clyilnical grounds, they were diagnosed as cases of cerePros{pm"al
fgm; but lumbar puncture after 4 days however, the cerebrospinal fluid
ev : '
show;d ‘the characteristic changes.
S _Complications. A
The dreaded complications described in old bq?ks are now very
The following were noted in the cases under review :
ffections of the cranial nerves :° _ .
, '(i‘)) Si(\;uint: Four cases developed 2 squint during the course of th?
. e(z Two had a squint along with a history of fever of 8 c-lay‘s
:lseat?ox.m The squint in both the cases improved under treatment thhxr:
e 'The squint in the other two cases developed after over 15 days
y day§~ of the disease  Of these one was admitted with squint and loss
duratx:zh and died within 72 hours of admission, The other case was
o'(fisp':ted into the hospital with seven days’ histtory of 'symptoms of
: nelllzu'ospinal' fever and was treated with penicillin and later with sulfg-
fl?rzine On the 9th day of his hospital stay the patient got. relapse of -
ttiz dis.ease, on the 18th day he developed squint, and expired on the
ing day. ' ‘ ) ) ) ) '
follow 15) Diyplopia: One patient developed diplopia on the 6th day of
ion i i it di d in 2 days.
ission into the hospital and it disappeare : ‘
admlsflz:),i) Ptosis and Facial Paralysis, Qne patx.ent develc?ped this
li ;tion in the hospital on the 12th day of thg dxseas? and :mpr9ved
o eek’s treatment. Another patient had also.facial Qaralysxs of
?fter a r\::otbf type. This was developed on the 5th day of disease (and
Stg?ay of hospital stay), The palsy disappeared after 15 days.
iplegia. ‘ : )
Orfz) plzti::f hagd hemiplegia.  The onset of the disease was with
fever and hemiplegia. He developed a bed sore and expired after
10 days’ stay in hospital.
in Mani tions : | .
- Ogg)ciindg:;::&a; rash. It appeared after two weeks of sulfadia-

rare.

'zine treatment in hospital. The: rash disappeared ten days after the
z , ;

lfadiazine was discontinued under treatment with nicotinamide, liver
su nues ‘
extract and non-specific protien therapy.
Progaosis.
2 is a bold treatment is also essential,
: ognosis adequate and bo 1 trea : »,
Timiﬁoz:dﬁmti;rgtreatment gives rise to higher mortality or chronieity

L ust be an early response to adequate‘tl':erapy, say
ggi;:l;is:: '4811;1;?1: m{f there is no such response seen clinically or in
within ‘ .

~ changes in the cerebrospinal fluid pictures within a week, the prognosis

is unfavourable, though over 50 per cent of such patient do respond to
i - . Y . . *
¢ alternativesspecific therapy or a combination of both,
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From almost 100 per cent mortal
days the mrortality varied roughly bet
with prontosil and sulphapyridine,
cent with sulfadiazine and penicillin

ity of preserum and serum therapy
ween 44 per cent and 84 per cent
and has come down to about $0 per

Treatment.
(a) O!der methods. (i1} Serum Therapy.

A study of series of cases mentioned in the Annual Reports of The
City Fever hospitals, Bombay, since 1926 to 1932 of seven years during
which anti-serum was the only treatment reveals that the mortality rate
in this disease has been 100 per cent.

(11) Combined Serum ond Sulphonamide Therapy. ‘

4 tables 4 hourly, 1. e., 12 gms. in 24 hours orally and 2, 5 gms. of
sodium sulfadiazine intravenously in 24 hours in an average case.

In our series of 825 cases crifically studied, 29 were given sulfadia-

a mortality rate of 17°8 per cent aga
cent.
‘ Sulfadiazine Therapy.

Of the 825 cases reviewed, 207 were treated with sulfadiazine, After
establishing the .diagnosis of meningitis, a solution of 25 gms. of sodium
sulphadiazine diluted to 50 c.c. with distilled water or glucose solution,
was given intravenously. At the same time 2 gms, (4 tablets) of the sume
drug were given orally and continued, every 4 hours. The intravenous
dose was repeated after 24 hours in moderately acute cases, Usually the
temperature reaches normal level in such cases within 24 hours. . In less
acute cases sodium sulfadiazine could be given intravenously at the onset
in 1'25 gms. doses, duly diluted, at the intervals of 12 and 24 hours
according to the response to the therapy. In toxic and hyper-toxic tases,
associated with delirium and unconsciousness, it was found necessary to
give 2'5 gms. of sodium sulfadiazine intravenously every 12 hours for 2
days till consciousness was regained, or in, the alternative, ‘5 gms, as an
initial dose, followed by 2'5 gms. after 24 hours and repeated as required
thereafter. -

The average total intravenous dosage of sodium sulfadiazine was 10
gms. in 8 days. Orally, suliadiazine tablets were administered ag follows,
First 2 days, 2 gms., 4 hourly (i, ¢., 12 gms,, in 24 hours). Then § gms.,
per day for the next 8 days. And later the drug was administered in
gradually diminishing doses, so that the average total oral dose was 65
gms. in 12 days by which time the clinical condition and the cerebro-
spinal fluid became normal,

In some cases a total oral dose of about 100 gms, of sulfadiazine was
required as adequate response was not forth-coming in due time with the
average dosage. The minimum total oral dosage administered in this

series was 20 gms, and the maximum was 104 gms,

-

‘however, that it shou

* injections of 10,000 units €

20,000 to 115,000 u
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Precautions :

The usual precautions with chemotherapy were taken as follows: ()

ary by subcutaneous
Plenty of fluids by n'muth. a;)n;i z?tzr;zegrl I:ICZCSZS,S xg{) EY; oovont. choch:
infusions of normal Silltr;ed:;tect arr)xy' contra-indication for continuation of
ing of W. B. C. cou;\ Careful obsefvation of urinary excretion (Character
Ch:ImOﬁ;ietr;)py‘(iv)('deinistmtion of nicotinamide as a rontine along w;th
and qua . . .
sulfadiazine. | nicillin Therapy. _
eries 71 cases v‘lr’:re treated with penicillin, An‘m‘trath;’,-cal
h'l o si() 000 units of penicillin diluted in 10 c.c. of normal saline
iﬂjectmﬂ_of ) d and the drug was also given intramuscnl;‘srly at th}'ee
was aqr‘mmste;‘e_ ‘.gosage varying from 40,000 to 303000 umt.s accordmg
hourly lfxterva S se on admission. The diagnosis was 1.mr31edxately
to severity of the ;a treatment farther-continued. In a majority of tt}e
establishefi an d the iven intrathecally once a day for four days, but in
cases penicilin was~gs it was given twice 2 day. We are of the ogxmqn
some more 4C.C caaflﬁd be given intrathecally twice a day as a routine in
this has been found to shorten the course of the
bserved that the total dose of penicx.llm by' ti'le
eficial effect is less when the drug is adminis-
day than otherwise. From 2 to 1_5 mtz_‘ath&;al
ach, duly dilated were required in ﬂ’?ls series
The rapge of total dosage given intrathecally varied from
of cases. er fits e average being 40,000 units.‘ o
1 su:ggestion of a medi.cal jcuma"l in one casg oi :hxs :
. iatrathecal injections of penicillm‘were given for the rsf W(f
series only fatr neral condition of the patient dld‘not improve, intra
days ; but' a§ th-e g: were also started and the patient recovered. i
musqulat‘ m)ectlf:n ases, 4@,000 units were given intramuscularly every 8
In ety amﬁ eﬁist 2; hours while in the less acute cases the Qose was
hours, d“{'“‘g the ascularly every 8 hours. According to the improve-
30,000 um‘ts xntfamh clinical and cerebrospinal fluid pictures the dosage .
ment noticed in s t"‘ $0.000 and 20,000 units 8 hourly till tc?wards the
was later redU§€ hoe éo;age was brought down to 10,000 units and the -
state of fecqvcrydt to every 4 hours. The .total intramuscular dosc? of
interval iner ea:: 4 in this series varied from 2,00,000 to 17,70,000 units,
penicillin l:?il:)se being 7,60,000 units. dave cciced
the averag' { Penicillin Treatment: On an average days Werf: r q\u- '
Duraflon ‘O'th combined intrathecal and intramgscular a‘szglstratxon
for f“Q‘,’eTy we required to be continued upto 10 days ifi more acute
of penicillin. W gras v tions were continued till there was recovery

moderately severe cases as
disease. It has also been o
intramuscular route fo.r ben
tered intrathecally twicé 2

At the editoria

" intrathecal injec cont A
_cases. ‘The metxrlaas by ces ebrospinal fluid picture. I'ntramusgl!;lard.xm.ec.-
clinically ash‘zwever continded still further though in gradually dimini
tions were A :

il not only was tfere a complete clinical improvement but
no

shing doses t pinal fuid became completely normall‘and’remaiq:e.d S0 |

until the cerehros

N P
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L
as regards its appearance, celt count, the sugar and
disappearance of organisms, on three consecutiv
interval of 8 to 4 days, after which the patient was
cured and fit for discharge from hospital,

protein contents and
€ examinations at the
declared, as a ryle as

Sulfadiazine Series.
(i) Percentage 4.3 per cent 3 died out

Penicillin Series,
_— T
10 per cent. (7 died out of 70).

of Mortality. of 70).
(ii) Clinical It took 2 to 9 days  From 2 to 7 days for clinical
Response.  for clinical recovery, recovery., On an average
On an average 8 days ¢ days. '
: only. _
(iii) Effecton  Temperature became Temperature was normal
Temperature normal in 2 days in within 2 days in 60 per cent
77.1 per cent of cases. of cases. ‘ : ,
(iv) C. 8. Fluid  C. S. Fluid comple- C. 8. Fluid completely normal
Picture, tely normal in 5 days, in 7 days. :

COMPOSITION

Gach tabler contalns acid scotyloalleylls @ 4
ohanacetin & 9% anch aad codelnr phosghote 1/6 o Q

' PHENOSCODIN S
sompositions ;:  Each tablet of phenoscodin contains-acid acetyl-salicylic 4 grs., codeine -
-omp phosphate 1/6 gr. and phenaeetin 4 grs.

Indications: Headache, toothache, neuralgias and all kinds of paing, influenza
. and cold. . ,
7 Detailed literature on request “ CIPLA

- GIPLA AGENCY ;—256. THAMBY

» Byculla, Bombay.
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" clerosis in general are used:

Extracts.

THE TREATMENT OF CORONARY DISEASE.

By : JoHN MARTIN ASKEY o

P, tion: 'The measures indicated for the prevention of atheros-
. "Preventsons 1

f coronax;y’ artery disease are s;gwn :z
jal i ia usually angina pectoris. ep
the symp or Oft‘m ye(:::‘sti;"?rll ;;‘;he:ii'se of grdingary daily activity or as
ma{ Of‘? :ut;lizgzzs:it:: measure, it may be induced in latent cases by the
part © mia test of Levy. ,
exersiee tdemn‘ce'tCSt ‘;" ;I;:i::;x?n whom angina is the first cardiac
In the maJONt){ tz 'occiusions have occurred in at least two of the
symptgmlold b eai’ééries. "These are the patients without va.lvule_lr
three mim Gorond:zterial ‘hypertension. Angina pectoris oc.:curmg‘m
heart dme%se o ’.cic stenosis or arterial hypertension is associated with
" “{lth o onary artery disease. Ina heart free from valyular
:iesfs e:ten;;,:eri:;sive load, the demand for coronary blood is relatively
efect or

il and the coronary circulation has tp be " markedly. impaired before
small an

ia develaps. )
iﬂcbf;‘:?‘ ::Zv:;xfentai objects in the treatment of coronary artery disease

; ment of the maximum collateral circulation
are first o qroqot?tzhsi‘;‘c’l‘;::gon and second to reduce the logd upon
and to maxnta;n 1nd third to avoid any sudden disproporation between
the heart E s f of the blood inducing cardiac catastrophes.
demand and &upPly Effects of Drugs. , o

¢ s of value" for angina cases is nitroglycerine.

S Th'e O_FTI‘Y d;:tgmt of Various Types of C?ronar;y Qismses- _-
pe _mﬁ'o roanme : Ina person with angina pectoris, another occlus-
fragine Pec':t';:i;as may occur at any time. The rationale of treatment

?o m of coronary a‘occlus‘ion is \delayed, the more time anastamoses have to
y th?'t longer afn angina pectoris is the index of cardiac ischemia and-
form. Pam‘ﬁg‘ent restriction of activity to avoid pain is pf paramount
therefore, 's,«u qu ng with this the use of vasodilators is essentially the
importance. ¢ en(t) 'gThe'only drug o value is nitroglycetine which can
:::: l::;gt:;re tl‘;ene'ﬁt by its use not for relief of pain but asa prophylactic

Treatment : Clinital signs o

[

: ‘o t which is r ly productive of anginal
o tivity or event which is regularly lve ot :
- :; n;:ai,nem . 9;;3;:;; lbey preceded by nitroglycerine. The' avoidance of

etnotional tension is important. The emot:onal tension may increase the

. : i i d blood pressure. It
e i e to tachycardia and increase : pressure. I
‘ -';,e::::f;:n‘l;ytﬁ :gfeg‘sl;’ty of activity that isharmful. Nitroglycerine dose

is 1 200 gr. which is chewed and h/eld in the mouth. In some ca‘s(.: 1-:

-~

400 gr. s given at hourly intervals. o
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Treatment of myocardial infarction Classification of Wood
helpful in this respect = —

1. Severe case, a patient with prolonged pain, leucocytosis, shock
tachycardia, fever and signs of cardiac insufficiency such as dyspnea,
cyanosis, pulmonary edema, and basal rales. '

2. Moderately severe case. There is pain, electro cardiographic
signs of infarction, fever, and leucocytosis but on signs of cardiac insuffi-
cieney.

3. Mild case. There is pain, electrocardio graphic changes, but
leucocytosis, and no signs of cardiac insufficiency.

is

no

4. Very mild case Brief pain lasting for 5-20 minutes, This pro- .

bably represents occlusion without infarction,

Rest. A caretul course avoiding the hazards of overactivity and the
hazards of complete rest should beadopted, The dangers of over activity
are the inductin of sudden death, rupture, ventricular aneurysm, and the
production of systemic emboli. Bed pan also favours sudden death and
so a commode at the side of the bed is better in less severe cases, It is
not necessary to worry about the bowels for several days. Straining at
stools is to be avoided. A liquid diet is preferable for the first few days.

Rupture of the heart occurs in about 3 5% of patiects, usually before
the 16th day. Absolute rest does not prevent rupture.

Therefore for several weeks sudden physical strain should be avoided
Emotional strain should be guarded against. )

Hazards of‘ complete rfast are thrombosis and embolism, edema of the
lungs, hypostatic pneumonia, pulmonary infarction and secondacy myo-
cardial infarction. It is not necess .y to keep the patient recumbent and
it is preferable for him to sit up in bed,

A patient with severe attack should have 4-6 weeks bed rest. No
walking is allowed until the sedimentation rate returns to the tevel before
infarction, and the electro.cardiogram has become stabilised. Bed 1est
for the patient with a moderately severe attack is three weeks. Rest for
the patient with ’mild attack is from 7-10 days for very mild attack.
Activity must be restricted during that time,

Symptomatic Treatment.

Pain: At the begining of the acuteattack morphine suifate is given
intravenously  Then it may be repeated subcutaneously. Usually not
more than I gr, is necessary in 24 hours.

Shock: It is not yet decided whether to treat the shock of myocardial
infarction with intravenous plasma or other fluids It is better to give
oxygen and wait. Atropine and papaverine are of doubtful value and
should not be usued.

Quindine should be used for the prevention of ventricular arrhythmias
or for auricular flutter or fibrillation. These are serious cardiac
emergencies and must be treated imfngdiately with digitalis and quinidine,
Djgitoxin 1.2 mg. i§ g'iven orfxlly quinidine is given 6 gr. every two hours
until the archythmia is terminated, The development of paroxysmal
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ventricular tachycardia is serious and quinidine also should be given as
much as digitalis to avoid to initiate and perpetuate the ventricular tachy-
cardia. :

Digitalis alone in myocardial infarction is reserved for cases with
definite left and right congestive heart failure with regular rhythm, If
auricular fibrillation occurs digitalis must be combined with quinidine as
digitalis alone in such cases produces an increased number of systemic
emboli,

A peculiar complication of myocardial infarction or severe angina
pectoris is pain in right or left shoulder which may occur soon after or
several months after the attack. Thisis followed frequently with a
painful band with a smooth glossy skin and often fascia may develop,
These conditions are treated symptomatically,

{Abstracted from the American Practiiioner.)

ortm——————,

HEADACHE
By S. BUuTLLR anp W, A, THoOMas,
To understand the mechanism of headache, it must be re-
membered that the following structures in the head are pain sensitive :—

1. The tissues covering the cranium, especially the cranial arteries ;

2. Intracranial structures such as the dura mater, the dural arteries,
the venous sinuses and the cerebral arteries at the base of the brain ;

8. Certain nerves such as the sensory branches of the 5th, 9th and
10th cranial nerves and the I, I, Il cranial nerves, Other structures
which are sensitive are the cranium itself, the parenchyma of the brain,
the pia, archnoid and most of the dura, the lining of the ventricles and
the choroid plexuses. _

Stimulation of pain-seansitive structures op or above the super or
surface of the tentorium cerebelli produces pain in front of a line across
the ears and is carried by sensory branches of the trigeminal nerve ;
structures below the tentorium cerebelli produces pain which is felt

. behind the ear and the pain is carried by ‘branches of the hypoglossal,

vagus and upper cervical nerves
Headaches are produced by: 1. Distention and dilatation of arteries -
inside the skull (mostly the branches of the external and internal carotid
arteries) ,
9, Traction on the vessel within the skull.
8. Edemaand spasm of muscles of the scalp and neck,
4. Direct irritation of pain carrying nerves or structures by inflam.
mation or pressure, .
. . Severity of Headaches. /
" The following headaches are usually very severe :— -k
1, - Tic douloureanx, ,
9. Vascular headaches ; migraine and histamine cephalalgia,
3 , .
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8, Inflammations within the cran
.brain abscess.
The following are usually moderately severe,
4, Drainage headache,
5, Neuralgias of the scalp,
sinusitis,
6. Traumatic headache.
These headaches are usually mild ;
7. Tumors of the brain,
8, Eye strain,
g, Tozxic headache including hypertension_
1,

ium, meningitis, encephalitis,

including toothache, earache and

Tension.
Psychic ‘ headache,’

Vascalar Headaches.
o ;,'ascular headach'es are those primarily resulting from a dilatation of
ood vessels. They include Migraine, histamine caphalagia, and tension

headachés. They are us“an
L. \ Y made worse b i h as
aicotinic acid and relieved by vasoconstri S odilators suc

and ascorbic acid, Epinepherine and
cranial but not the intracranial vessles
Migrasne: There are three stages :

1. Preheadache or aura con
senses mediated by cranial nery

1
1

sisting of disturbances of the special

es and showing 00 pain
sntitlatt . . : pain. These are
scintillating scotomas, hemianopsia or diplopia ; hearin"g with tinnitus, or

dea'fness, or vertigo; paroxysmal tachycardia, taste and smell, and
various cutaneous paresthesisas op peripheral vasomotor disturbances.

Preheadache is cortical in arigin, d
; + due to vasoconstrict i
carotid artery and its branches, etion of the internal

2. Headache itself, 1t beginsasa th i
. rob i i
headache, later becoming mare generalized -bmg gy ! Jocaline?

The headache is usually- accompanied by na i ttissteady in character.

. f usea and iti is is
the stage of vasodilatation of the external carotid arter;'omxtmg. This

8, Steady headache, The headache is gt :
: eady and grindi It is
usually more generalised and often bilateral, Tpe anlp O‘i':ntix:gﬁccted
area is tense and tender. 1t is due to'stretching of the scalp with edema
of the walls of its vessels and pressure on pain carrying nerf: es
Vasodilators are of value in stage one, Eréotamin R t‘artrat; in

70-90 per cent of headaches in early stage of headache itself, There is
no treatment for stage three, . :

Histamine Headache,

It is a cyclic, paroxysmal headache, occurring several times in

twenty-four hours, with unilateral pain, lacrimation, nasal engofgement

and flushing of the involved side, Patients are awakened as oftenas 5-6

times during the night by severe pain which is relieved after ar
return to sleep only to be awakened by subsequent attacks,

ising; they
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Treatment is with increasing doses of histamine, one or more daily,
Better results are noted with the long continued drip of histamine as used
in the treatment of migraine-in which 2-75 mg, of histamine acid phos,
phate in 500 ¢ ¢, of normal saline is administered ihtravenously on six
successive days at a rate as fastas can be tolerated, The rate is goverued
by appeatance of headache, characteristic histamine fush or fall of blood
pressure, all ofwhich can be retieved by injection into the rubber tubing
of 1 gm, of ascorbic acid or by slowing the injection, This headache ig
due fo vasodilatation of the cerebral branches of the internal carotid

\ artery,

Tension Headache.

These headaches are usually bilateral throbbing or pulsating,
occipital described by the patient as a pressure in the back of the
neck, They show no aura, no visnal disturbances and usually no nausea
or vomiting, They are benefitted by the intravenous dse of histamine,

Psychic Headaches.
These are not really headaches, They are due to fear,
Intracranial or fraction Headache

This is seen after spinal puncture after removal of spinal fluid,

Tumors of the brain; The headache is low grade, deep, aching and
steady, It is usvally increased by coughing or straining,

' Extracranial Headaches :

The commonest cause for hfeadache is irritation or inflammation of
the sensory, cranial or upper cervical nerves outside the skull, N euralgias
and myositis belong to this class, Irritation in areas of sensory distribu-
tion of the 5th, 9th and 10th cranial and upper cervical nerves produees
headache, such as stif neck, earache, dying dental nerves, or tick

" douloureux, inflammation in the nose or accessory sinuses and eye

troubles,
Toxic Headache:./
*  These occur in uremia, metallic poisoning and eclampsia,
) (Abstracted from the ]. A. M. A.)
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MEDICAL DIRECTORY AND WHQ'S WHO, 1948
Raruna Hospital, Madras, 1.

Dear Sirs,

We have great pleasure to inform the members of the Medical
profession that arrangements for the publication of an All India Medical
Directosy and Who's Who, 1948, are nearing complietion. The main
{eatures of the Directory will be —

1t Correct and up to date information about all Allopathic Doctor
(including speciallists) in India with photos of al} top-ranking Doctors.

2. 1nim-m'<}tions regarding the principal Chemists and Pharam
ceutists all over India.

3. Informations regarding Hospitals, Sanateria, Asylums, Nursing
Homes, ang other altied institutions.

4. A glossary of all important diseases and theiwr fatest advances 1
treatments. -

5. Informations regarding all Medical Journals and Suppliers o
Medical books.

All Doctors are kindly requested to hil up a torm similar to that giver
below and forward the same to the ander-signed, :5 early as possible
As it is difficult to address all the 50,000 Doctors in India individually
we bope that every one of them will consider this as a special and per
sonal appeal to each and would favour us with an early compliance,

Yours faithfully,
8d, K.V, Matuew, -
Managing Editor,
All India Medical Directory, -

7, Krishna Koil Street G.T. Madras
Name and age.

Fall Address.
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Any speciat Distinctions.
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POST-GRADUATE MEDICAL EDUGATION ; — -~
By Susopn MiTra, M.B. (Cal.), M.D. (Berlin), F.R.C} m‘—‘)? -
| FRCOG, FNI, -

Professor of obstetrics and Gynaecology, R. G. Kar Medical College ;
Swurgeon, Sir Kedar Nath Maternity Hospital ; Senior visiting
Surgeon, Chittaranjan Seva Sadan; Director,
Chittaranjan Cancer Hospital, Calcutta.

During my recent tour in U. K. and U.S, A. I availed myself of the
opportunity of studying the system of Post-graduate Medical Education.
The first thing that struck me specially in U.S.A. was that the authorities
lay more emphasis on Post-graduate Medical Course than on the quali-
fying course for Graduation. Students up for qualifying examination are
not to go through a severe detailed and meticulous examination and
provided they have worked regularly and deligently in the under-graduate
years, praclically all the students pass their examinations. They learn
detailed practical work during the intermediary period bgtween the
passing of the examination and the reception of the diploma, Which is the
license to practice medicine. Detailed theoretical parts of each speciality
are generally taken in the Post-graduate medical studies. Knowing fully
well my limitations, because the subject is so vast, I shall first try to give
you a few details of American system of medical education.

In America, pre-medical course requires 2 to 8 years (mostly 8 years),
after which students are qualified for the regular medical course. This
medical course is finished in 4 years, Medical schools admit students in
the first year, which is popularly called the Freshman class, all through~
out the year, though mostly in the month of June and March and least in
the month of August. In the United States 4'5 students per 1,00,000 of
the population enter the medical schools every year. Will it ever be
realised in India ? In 1946, out of 5,745 students admitted, 860 per cent
were male veterans on their return from war 11 per cent physically disabled
persons (also war casualties) 7 per cent occupationally deferred and
12 per cent women. That shows how America is ‘trying to utilise
most of the war causalities by providing medical education to them
in preference to others who are physically fit and young and naturally
more seryiceable in other departments. There are altogether 26,199

»



% FURGICAL SUGGESTIONS
t movement, of which 2108 are female
S 7 I 1948, 8889 students were Emd“ated’
2 India produced 2200 qualified medical met
Do | Even during war, the armed forces Of
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" termed eit “umversmes. Craduate Trasming for Physicians 8
either as
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sense, th 1 ) 1$w the award of M, D, degree. ln a more restricte
inios instmcﬁonagg;:‘se é()f well organ,‘ig.gd, systematic, scientific anr‘
vision of medical s¢ or the benefit of the student under the supe
al or other educational institution. 1t maY
academic degrees, Graduate educstion
e form of residencies (which we in India
e Physicians) as well as fellowship which
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o gléi::;n;;zz: aifter he' has established himself in pra(}:tice. Current 'Y
metropolitan citieso 'com”‘u'“?’io” et e & the fre 0&“&{! !‘n
and Tborsory o w;t%x fafnhtxes for systematic instructions and dml.&
ohysicinn p) & :’est:gatxons‘ The second form offered o practisiod
EnS physiciang hf; n\ires, demonstrations and clinics in close proximity v
of thay o ! ; hso that there might not be any serious interruptiof
instructions in g;ﬂ,- ¢ purpose of this continuation study is 10 glve
taaght duming 3ecés which were incompletely or uﬂsa‘i‘factwuy
toogat during aldw‘un ergraduate period and subjects of practical valu®
shall give you 2 shoi}: :Z in the prevention, diagnosis and treatment.

call House Surgeons or Hous
are more oftey university tha
graduate” applies to short p

two week’s daily sched

N tﬂe W. H v e Fe)
physicians who are giv h special classes for a timited number

. ) e ample apportunities to observe obstetrics a8 it
is practised under desirable hogpital conditions. The course consists

tectures in p iate
obstetrics and pediatrics, conferences, siminars, bedside itt”

ftrbuctxim, anten'atai and post-natal clig; cs, mani demonstrationss
aboratory exercises and hame delivery services ‘
are 26 instructars for 3 clags of 1 i :

O to
10 dollars = week for one or 4 physicians. Fee¥ vary from nothisg

A Wo weeks instruction. There are at least
1? Sm':g ;nztxttutxlons where a practising physician can spend a shost peri
of residence Qt eam the modern methods used fn obstetric practice. YOV
“’:i}bet:’:; f;slzg to anow how these post-graduate courses are appreciats
ed py 1308, In 1945-19486, the att as 45,960,
This is how these Ametican ) endance reported w )

: \ fican doctors utilise their post-graduate courses:
The education of physician cannot be completed with undergraduate

corriculam, His development is a yife long process associated with
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unremitting toil and assiduous devotion to the most exacting of profe-
ssion. In medicine the dissemination of new knowledge is as important
as its acquisition.

The situation, obviously, is more complicated than in the under-
gradvate education. Omu the one hand are those who desire to fit
themselves for the practice of specialities, and on the other hand, large
group of physicians, already in practice, who want to keep abreast of the
latest advances in medicine.

An important difference in the economic status of newly passed
graduates and the practising physicians necessitates for each a widely
different type of curriculam. The aspiring specialist who has just
completed his internship frequently has no capital except his education.
Often he is encumbered with financial obligations. For his furthes
education he cannot pay in cash: he must pay in services. This he can
easily do, for his time is not yet money. Hence appreaticeship in which
student receives instruction and maintenance in retura for his services as
a resident or assistant are being developed. While hospitals are
primarily engaged in the care of the sick, they are also deeply concerned
with the training of medical, nursing and technical personne!l necessary
for the continued maintenance of high standard of hospital service.
Approximately 800 hospitals closely associated with medical school
participate in the instruction of undergraduate medical students, 752 are
approved by the Council on Medical Education and Hospitals for intern
training, 862 hold Council approval for residencies in specialists, 1,228
maintain accredited schools of nursing education, 191 offer acceptable
affiliated course for student nurses, and 11 conduct approved schools for
medical record librasians, 161 for X’Ray technicians, 204 for medical
technologists, 24 for physical therapists and 18 for occupational thera-
pists, Thete is an earnest desire on the part of the medical Council and
hospital authorities to arrange for these facilities and the students are
equally earnest in utilising these opportunities, Since 11841, the number
ot approved residencies has increased from 5256 to 10422, They geta
stipend ranging from 15 dollars to 200 dollars according to seniarity,

The physician who has built up a practice, however, has an econo-
mic value which does not permit him to spend long years in service in
order to obtain the instruction which he needs but does permit him to
pay reasonably for what he wants. His programme must be systemati-
cally and intensively arranged so as to permit his speedy return to his
own country, '

Besides usual post-graduate courses there are any number of medical
Congress and Conference sponsored by different medical, surgical,
gynaecological and radiological societies, These Conferences are mostly
convened during suramer and are well attended by professors, senior
and juniors specialists as well as by general practitioners. In order to
help the busy practitioners even Trguelling Post-Graduale courses are

arranged, Different medical societies are up and active in preventing

-
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gfe neral p mCﬁﬁOne.rs from getting stalemates, I shall end the chapter
% .iAmerxcan medical system by giving a brief sketch of Mayo’s Clinic.
uring my lecture tour throughout the States, I was lucky enough to be

invited. by the Mayo Foundation fo give a talk on Radical Vaginal
Operation for Cancer of Cervix-Uteri,

.It was a delightful pleasure to have such a learned circle as my
audience, This Mayo Clinic is the creation of one man Dr. Mayo, It
appears like a myth how this Mayo with his two doctor sons could build
such. ft‘magniﬁcent clinic, which is decidedly one of the most amazing
acc;pxsxtxons of America, Mayo Clinic proper is a polyclinic, where
pfments come not only from different states of America but also from
different countries of the world for proper investigation and diagnosis of
their ailments, Thousands of patients are attending his clinic daily
almost all by previous appointments. Their number varies 8-5000 per
week, The procedure is something like this; as soon as a patient is
admitted in the Clinic, a brisk general examination is made with a view
to find ont which actually is the system mainly affected. Next step as a
general routine measure, radiography of the chest, flocculation test, and
examinations of blood, urine and sputum are made, If any system is
found to be chiefly affected, experts are either called in or the patient is
sent in that department, By the time the patient reaches the specialist
all the previous records are already there sent through the vqccum‘
conduit system. If this expert wants some special examinatio;x .
radiological examination, urological examination, biochemica] opthali;‘ﬁc’
and so on and so forth, the Secretary takes notes and arrangc‘zs for these
exa'mmatl.ons as per schedule, If the opinion of other experts are needed
t‘hgnr service is at once requisitioned. When all the examinations are:
finished, these experts sit together, discuss and make the final djagnosis
zm.d the patient is advised accordingly,. Some patients go ‘back( ghome
with their ailments diagnosed and the line of treatment chalked out, The

surgical cases aré admitted to § hospitals incorporated with the Mayo

O, i vrk o e i i il sging, O o
6 thyroids, 6 hysterectomi perations in the list consisting of 7 prostates,
‘ _ ) ys §rec omies, 3 thoraco-lumbar sympathetectomy for
Z:ielltg‘isg);gi:;n::zi ix:rel‘xmonectf)my» ligation of patent ductus, etc.,
. 16s thig ust gical routine, seminars for urologic diagnosis
proctos;o[;xc diagnosis, Dermatology, Radium and X'ray Therapy, etc,
are held 4 mc;)st every afternoon. There are about 800 Staff doctors and
500 Post~grfl .uate fellows working at the Clinic. With the exception of
a few physicians all the doctors of the town (which is a small town having
30,000 inhabitantS). are subsidised by the Clinic and are full-time workers.
Their subsidy varies from 9,000 to 20,000 dollars per annum. It is the
characteristic of Mayo Clinic surgeons to do both General Surgery as well
as Special Surgery. F or example, [ found Dr. Counseller doing Abdomi-
nal Hysterectomy, Ingu1nal Hernia, Cancer Penis, Kidney Tumour and
Procedentia operation in seriatum. The Research section of Mayd Clinic

4 > ) . LS TER N . . , ) .
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is the cregm of the whole thing. Fully equipped labora.t_ories for experi-
mental surgery, histopatiiblogy, biochemiistry, biophysics, etc., are well
utilised. by the Post-graduate fellows undec instructions of experts,.
‘ Volumes of theii research works are published in the bulletins of Mayo

Clinics, and are regularly sent to doctors all over the world. .

.+ :"The 'British Post-gradpate Medical Federation is a school of the

.-/ Uniwersity of London, and its first aim is to provide for advanced

“sducation and research. For the graduate who has already started his

" specialist training and comes to London to continue his education in his
speciality, University departments at the Post.graduate Medical School at
Hammetsmith Hospital and Special Institutes in association with special
hospitals in London, provide organised post-graduate training. Advanc-
ed instruction is given in general medicine, general surgery, obstetrics
and gynaecologg and pathology. Special Institutes which are now
functioning satisfactorily are those »f Laryngology and Otology, Child
health, Neurology, Ophthalmology and Psychiatry. Institutes for Ortho-
padic Surgery, Urology, Cardiology, Dermatology and Dental Surgery
are at various stages of development and are able to provide -training for
limited numbers. In addition to these provisions for advanced education
and training in specialities, the central office of the Federation arranges
refresher courses for general practitioners. These are held at non-
teaching hospitals in London and the Home counties.

Post-graduate medical education is long overdue in our country.
Knowing fully well our limitations, I submit herewith a workable and less
ambitious scheme, which, if developed later on will be of great practical
vaiue. :

The whole Post-graduate Medical Education may be devided into

_sections, namely, :
1. Refresher Course.
H. .Special Training-College Course.

I111. Special Research and Higher Research Course. ‘

I.  Refresher Course.— Recent advances mostly from clinical and
practical side in medicine, surgery and obstetrics may be taken up in this

. course, This will be a 8 months’ course held twice a year and each

course having 80 lectures on specific subjects. This course will be of,
great practical value to the general medical practitioners as well as to
newly passed students. Lectutres are to be given mostly in.the hospitals
by lecturers agecially appointed by the University, :
IL.  Special Training Collegs Coprse.—This will be very important,
because it will train-up young students to be future specialists in respec-
tive subjects, and will introduce a spirit of systematic research work in
medicine. It will be a course of 8 years divided into 8.sessions for
specialised study and work, At the end of 8 years, there will be a
University "Examination for a Post-graduate degree of the nature of -
D.Phil (Med.]. The preparation of a thesis good enough for publication
in any first class scientific journal will be the first requisite for this
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examination. There will be two theoretical papers as well as clinical and
prac.ﬁcal part of the examination. A pattern of the distribution of work
for six sessions may be as follows : (taking midwifery as an example)
1st Session :  Ward work and Clinical Laboratory work. )
2nd Session : Junior Hospital Assistant work and General Pathology
3rd Session : General Pathology, special Pathology and Post Morten;

examination. ,
4th Session : Resident Obstetricians’ work ; to take up a subject for
thesis.

Sth Session :  Resident Obstetricians’ work ; A
to continue thesis work,
6th Sessions: Resident Obstetricians’ work; Practical surgical work
under the direction of the Professor; to complete the Thesis
which is to be certified by the Pofessor. ' ’
Besides these, there will be 200 hours’ theoretical lectures on higher
and applied Anatomy and Physiology, Embryology, Pathology general
and special as well as on obstetrics and gynaecology.
Similar courses may be charted for medi
present and later on for other medical subjects.

UL, Special Research and Higher Researches.—There will be two
sections. 1In one section students passing D.Phil. Examination will work
further for one year to prepare a more comprehensive thesis, and appear
at M.D., M.S, or M.O. Examinations of the Calcutta University, [n the
second section, the research workers will take up different' medijcal
problems for study and research. These workers will be awarded
Research Scholarships to continue their work,

In order to implement the Post-graduate medica) education, the
Calcutta University will have to requisition the services of all the first
class medical institutions and medical colleges, which will of course retain
their individuality so far as the undergraduate work is concerned. Thus
there will be a federation of different institutions and one Director, who

ssistant to Surgeons ;

cine and surgery for the

will be appointed by the University, will group the different institutions

into different categories according as specific subjects of medicine
surgery and midwifery are taught. These different groups will be unde;
the direction of three Deputy Directors who will be in touch with respec-
tive professors of grouped or federated institutions and arrange for the
admission of students in different groups. These Directors and 3 Deputy
Directors, Surgeon General and Vice-Chancellor will form the Post-
graduate Council of Medicine. This Council will appoint University
Professors and Lecturers of different subjects, subiect to the
the Syndicate and the Senate of the Calcutta University.

In conclusion, I would like to poiut out that 45 years ago Sir William
Osler spoke on the educational value of medical societies, A well-
conducted medical Soeiety should represent a clearing house in which
every local physician should obtain his intellectual rating and in which
every physician could determine his assets and liabilities. « We doctors

sanction of
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. do not ‘take stock’ often enough” said Osler, “and are apt to carry on our

selves stale out-of-date goods. The Society helps to keep a man ‘up-to-
the times’, and enable him to refurnish his mental shops with the latest
wares. It keeps his mind open and receptive and counteracts that
tendency to premature senility which is apt to overtake the man who
lives in a routine”, Should not the Calcutta Medical Club appreciate the
sentiment wisely expressed by Osler ? Should not the Indian Medical
Association like the American Medical Association try to cultivate and
advance medical knowledge through the federation of its numerous
branches all over India ? 1 am sure, it will.

(Calcutta Medical Journal, May 1948.)

ENIGMATIC TALES TOLD WITH CLUES
By Lt. Col. P. V. KaraMcHaNDANI, M.B.B.S,, F.R.C.P. (Edin.), Late LM.S,,
District Medical Officers Bellary.

What is the etiology of nephritis (Bright's Disease), what are the
clearly distinguishable types, what is the relationship of nephritis with
hypertension, what are the easily available tests of renal function within
the range of a general practitioner and what is the rationale of therapy ?
On etiology depends every thing else. This etiology has been an enigma
so far. Workers from time to time have put forth various theories
following various tracks which have not led to fruitful consummation,
Some recent clues have come to hand at last. Itis probable that these
clues may provide a final answer. I intend discussing these clues and
other connected problems in this article.

Etiology :

Whilst I was Medical Specialist, Jubbelpore area in 1945 I was called
for consultation in the British Military Hospital, Jubbelpore. The patient
was an English child 4 years old suffering from anasarca, hyperpiesia,
albuminuria, cylindruria. History showed that he had had an attack of
streptococcal infection (tonsillitis) some time back from which he had
recovered. After this, acute nephritis developed. This set me thinking
hard. Then I remembered to have seen cases of acute nephritis_in
Erigland, following in the wake of scarlet fever. A question at once shot
within me. If acute nephritis had been the result of direct invasion by
the streptococcus or its toxins, why had it not developed at the height of
infection ? This was clue number one. . '

Soon after I was posted as' District Medical Officer, Trichinopoly
where a big maternity section was attached to the Government Head.
quarters Hospital in the same compound and [ saw cases of acute
nephritis in pregnant women which presented following features :—

i. development of disease during later months of pregnancy.

ii. cure on emptying the utetus. »

ili. history of a similar occurrence during previous pregnancy. ‘_ I
querried myself what was the cause of this pregnancy kidney, a conditiog
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which resembled acute nephritis, yet was directly related to pregnancy ?
This was clue number two.

Then we had a visit by Dr. C. 8§, Ramachandar Rao who gave us a
profitable demonstration in Rh blood groups. 1 had private discussions
with him. It dawned on me whether same antigenic incompatibility
cxisted between the mother and the child in Brights’ disease in pregnant
women, just as it had existed with the Rh groups, the faetus producing
an antibody to its mother’s kidney, which the mother absorbs via the
placental route. This was clue number three.

Soon after I happened to read Penrose (1946) and Kalmus (1946) and
Platt (1947) and the picture cleared up from the haze just as spot light
puts into relief the panorama of a fading vision. This is what the picture
was and it fitted so well in the frame of my conception that I quote the
above authors verbatim. ¢ These peculiarities might be explained if
nephritis were the result of an abnormality connected with the develop-
ment of immunity—some process analogous to allergy or to anaphylaxis
«ee-..in human discase the streptococcal infection in some way causes the
renal tissue to become antigenic and when immunity develops, an acute
antigen—antibody reaction occurs in kidney.” A question may arise
why should there be localization of disease in kidney and not elsewhere ;
The answer is offered by the above authors in the following terms
‘“ because kidneys contain the most vulnerable part of the vascular system
viz., the glomerular capillaries,”

How beautiful the picture—too beautiful for words ! whether this
picture is a reality or a hypothesis will be proved by time. About 80 per
cent of this type recover completely, few die in the acute stage or within
few months and the rest called chronic nephritis type I, run a latent
course of several years duration, remaining -apparently well enough,

although revealing hyperpiesia, albuminuria, and slight renal dysfunction
Ultimately either the tube. burst (vascular crisis—cerebral h \

aemorrha
or filter chokes (kidneys fail—uraemia). 8e)

But whereas this is the picture in acute nephritis what is the picture
in chronic nephritis ? The latter disease is so indelibly marked on my
memory because it occurred in a very near and dear relation of mine, on
whom I waited day and night in suppliant attendance, that my minute
observation can be relied upon to substantiate what [ am going to say
hereafter. In this very near and dear relation of mine started the diseage
insidiously at the age of 42 years. I was the first to discover commencing
oedema over his face which even he had not noticed. Urine showed
heavy albuminurea and hyperpiesia. There had been no infective illnegs
orany sort. In spite of treatment which varied from onc system of
medicine to another, he ran a rapidly downhill course and expired
exactly two years later. I was mortified. Question after question shot
within me. What was the etiology ? The answer came again and again,
the patient had had hyperpiesis at the very start and that he was dead
within two years. I observed several cases later on and they proved
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true to the type i.e., those with hypertension at the start, ran a rapidly
down hill course and were dead withiu two years. This was clue
number one.

-In 1939 Wilson in experiments on rate produced hypertension of a
malignant type by constructing the renal artery on oneside. The
opposite kidney as a result of high blood pressure showed secondary
changes viz., necrosis of arterioles which in long standing hypertension
was almost a perfect reprodiction of certain forms of chronic Brights’
disease in man. This was clue number two.

In 1942 Ellis in his Croonian lecture clarified the picture and I would
like to quote him verbatim. He says* The demonstration by Wilson and
Byron that hypertension can produce in the kidney progressive histolo-
gical changes formerly termed chronic interstitial nephritis.........the
production of designed cxperiment of such renal lesions as [ think,
definitely established their hypertensive origin and this is crucial to an
understanding of chronic Brights’ disease. T suggest that chronic inter-
stitial nephritis as we have known it in the part, is merely the result of
hypertensien.” The ultimate cause of Brights’ discase may still be
obscure but the fact that hypertension can produce renal changes found
in chronic Brights disease now stands undisputed. ‘

Naturally the question now arises is whether there are three stages
of nephritis which text books call acute, subacute (with oedema) and
chronic? My answer is definitely no, and the sooner we discard this
wrong conception the better it is, as it reveals an ignorance of onset,
course and prognosis. These cises of chronic Brights’ disease (with gross
persistent oedema) are different from the acute Brights’ disease at the
very start, as they occur at any age. are not ushered in by any illness,
creep in insiduously and usually the patient discovers oedema of the
ankles or-face while the doctor discovers heavy albuminuria. Those with
hyperpiesis a* the start run a rapidly down-hill course and die within two
years. Others however who run a more favourable course with varying
degrees of albuminuria and oedema for many years, have a normal blood
pressure and are called Nephrosis. But the latter is not a separate
disease, for, these ultimately develop hyperpiesia, then renal failure and
die.

Thus then we have two main types of nephritis which Ellis (1942)

. has called type I and type 1L

Type I has abrupt onset with headache, vomiting, haematuria. transi.
ent oedema, is related to infection usually following a streptococcal one,
occurs in young people with 80 per cent complete and permanent reco-
very rate—the remaining run a latent course often lasting many years
and remain apparently well but terminate ultimately in hypertension and
uraemia. A few (5 per cent) die within a few months of onset.

Type 11 commences insidiously, is unrelated to infection, occurs at
any age and'is marked clinically by a prolonged stage of hypertension
and persistent oedema, How simple and clear ! Well this is the picture

2
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which the general practitioner m
a few exceptions to the
turia occurs at the heig
this article is not to wr
of renal disease,
treatment.

ay profitably bear in mind. There are
above e.g., acute focal nephritis where haema-
ht of infective illness etc., but the whole object of
ite a text book but to focus thought on the subject
to simplify diagonosis, clarify prognosis and emphasise

Tests of renal efﬁciency.

Although to-day we have reached stages where we can test separa-
tely the functions of the glomeruli and the tubules of kidney, yet I
propose describing tests of practical value to 2 general practitioner for
whom this article is primarily written.

1. Dilution and concentration tests.

First day (dilation test). After passing urine, patient drinks two and
half pints of water within half an hour, He is then made (o Pass urine
at half hourly intervals for next 4 hours, Fach specimen is separately
examined for (a) volume (b) Sp. gravity. Normally the volume should
be 2} pints and Specific gravity minimum of 1002 or less.

Second day (concentration test). He takes only 16 ounces of fluid in
24 hours, four ounces six hourly.  Fruit is not given and patient takes his
ordinary food.

Urine is passed as and when he likes. Each specimen is kept
separately and examined for (a) volme (b) specific gravity. Normally
the volume should not exceed 25 ounces and specific gravity maximum
of 1027 or more.

In renal inefficiency volume of ur

‘ ine on the first day is too little,
while on the second day too much because excretion tends to continue

uniformly irrespective of body requirements. As for the specific gravity
the more and more it js narrowed, the more and more disease is supposed
to have progressed. The dilution test may show minimum of 1005 while
concentration maximum of 1015, and stjl] the patient complains of no
symptoms while blood shows no evidence of uraemia,

Concentration test is more reliable than the dilution test, but both
set up a rigid standard of what constitutes the normal renal function,

2. Fixation of specific gravity.

Patient takes no fluid of any sort for 16 hours fro
next day. The evening urine js discarded. The mor
for specific gravity. If renal function s satisfactory specific gravity
should rise to 1025 or more. [n elderly person 1020 is good enough.

The above tests distinguish benign hypertension with albuminuria-
result of cardiac ‘decompensati

preserved) as from malignant hypertension or ne
(where renal concentration is poor).

8, Urea concentration test,

Patient is made to empty his bladder
dissolved in 100 c.c. of water flavoureq
passed one, two and three hours after, and

m 4 p.n to 8 am,
ning urine is tested

and given 15 gms, of urea
with tinct, orange, Urine is
Uréa percentage tested in each
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' 1d be at least 2 per cent urea n
ide method. There shou st 2 per . in
o hyp?xbr(t):;::e specimens. If it is 24 or more it is satxs.factolt;y. e
O :t bearing on this test because if the patient is taking
has a gre d
nitrogen diet the tests have less value.

Tma'tl‘mhenxi;otto to be remembered is * in type I, attend to the kidneys,
e

143 »

i to the general condition. ‘ ) ‘
" ty’xI)‘e Ii 21t;enlclunctionf of kidney are excretion of water, wastie;;z;:

- - . . n -
ducts Zir:rogeous), acid (products), salt (tp maintain optimum co

in ti Is) and toxins, '

ion 0'6 per cent in tissue cel . . g
o KidrII)e is defective, it cannot throw out salt, therefore sz;l% 18 (;'sltg:?de
in tissues ySince body cells must have 06 per cent 1Sto (,Edema y
:r]ater is retained to give this optimum concentration result 1s

i i s so to
Kidneys cannot excrete water, it is retame_d, bloqd lzs;zzs
watery and water cozes out into the tissues increasing o
" Kidney is diseased, it cannot throw out wastlt:i tgererf:are rl:; orwg o
i is rise in blood urea. .
ts are retained, Result 1§ u§ i b
tv:xasm'grl;.l(:‘;(t:y of urea (the best diuretic) in blood, there li:yglye{;:ythere e
She -e is high blood pressure,
i cedema) and there is hig e, wh e
o ;he f: S?tegzaéause kidneys are inflamed and renal epithelium pa y:
polyur

by retained toxins.

. . . .

. and salt. Therefore restrict
cxcrete water, ;Vasltte i(nntl:;:?enlg:;efggl:g&)i not be allowed to be .thi‘rsf)’
waler, f(?od an j:ntity of fluids allowed shouid not exceed 8 pints in
but mammumdctlﬂt and half that for a child of 12 years: '

24 hours for a ik contains 4 per cent protein ie., O 56 per cent
As for foo.d. dm o harm to deprive the patient of n{trogen for a
nitrogen. It wl!l 2 nt pe 1, concentrate attention on the diseased orgai.
time. I hm{e Sa'd{ hm oztset ’should be fruit juices, glucose .water, bm:ley
,I‘herefo%e dllct at “Z added and modified imperial drink (i.e , potassium
water with lxttle';?a lemon and sugar added to 20 oz. of boiled w?tte(;
acid tartarate, halt & moderate quantities. Toffee made of butter an
strained and cooled) (;n As the patient improves milk may be allowed
sugar may ll;etﬂg;’;”; l.t Instead give a mixture of formates, citrates and
Withold ta all- ‘
phosphates €.£. rutth;‘:;te acids therefore combat acidaemia; by gixﬁng
Kidneys. canno Pot : citrate, Sodi bicarb etc. We try to achieve
saline dit}retxcs e.g we raise concentration osmotic pressure o?' blood,
three objects. (lx)‘ t and draw water from tissues into the blood, (ii) Keep
reverse _th? c::;:line. (iii) Help possible diuresis. ‘ .
urine mildly t excrete toxins, therefore we must divert toxins to
Kidneys canno keépiﬂg bowels open by a daily lar'mtwe, prc?motmg
other chanfn:ll{?nei)gy»mud diaphoretics and protecting skin from chill.
function 0
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They say drugs are useless, Perhaps
extreme end,  Equilibrium lies in the centre,

Complications like convulsions,
lumbar puncture, LV,

this emphasises the other

may need special treatment like
injection of 50 cc. 50 per cent sucrose, and rectal
administration of 8 oz. 25 per cent mag. sulph., When convulsions are
associated with failure of right heart venesection help considerably.

. After the patient is cured, we tell him so and let him lead 2 normal
life. If however he enters a latent stage (after many weeks in bed there
is albuminuria and hypertension), it is better to tell him that although
albumen is left by nephritis his kidneys are functioning well, and the
disease is no more active. It is 0 use.submitting the patient to the
stress of anxiety neurosis and make him a unervous invalid during the
limited span of his life, The relatives also should not be told too much
lest they pass the anxiety on to him, although one day we will have to
admit that the disease has become active again. “Plate of herbs and

contentment is better than oxstal; and strife.” This saying was never
more true before than it is today.

Type II—Nephritis. No drug treatment is known,
sists mostly in combating cedema. T
nitrogenous waste products by kidneys, which is in contrast to what
happcns in type I'; but there is great retention of fluid ip tissues and
excessive loss of protein in urine,

Therefore rationale lies in
excessive Huid and preventing its réaccumulation,
by diet depending upon renal function tests i.e.,

concentration, which should be 20-40 mgm pe
respectively.

There is excessive loss of protein in urine,
protein content, which in tyrn low
water to ooze out info the tissues,
we raise the osmotic pressure in th

Therapy con-
here is no defect in - excreting

removing
This is accomplished
blood urea and urea

r cent and 2 per cent

which depletes plasma
€rs osmotic pressure, thereby
If we raise the plasma protein content,

€ circulatory system, we reverse the
process and empty the oedematous flujd from tissues into the blood

stream which is thrown out by the kidneys. How can this be achieved 7
(1) By high protein and low salt diet.
Give meat, chicken, cooked e
quantity. Oedema disy
gradully decreased, fat

:tllowing

ggs, fish, cheese, and beans in large
ppears in 6-8 weeks, then proteins in dict are
] and CHO increased til] §0.70 grms of proteins are
being taken daily, Sait may be replaced by ruthmol, because thereby
we avoid increasing the miseries of an incurable diseage. I' have used
mercurial diuretics in selected cases with success (i.e. where oedema is

persistent, renal function is adequate and there is no anaemia) ang also
used intravenous plasma. .

Some authors challenge the ,

bove and attribute
diuretic action of urea formed from

high protein diet.
h is a strong dieure
then stopped and contiy
Its failure augers il for th

good results to
This may be trye.
tic, gms. 15 in oz.
ued off and on for
€ patient,

ii of water B.D. for 7-10 days,
one year is recommended,
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therapy. [ should say Bt o @ ¥ and conseq : ense
tion ot S0 followed by inte
cedema, helps overe Of s oring the first few days 10 ance of the
initial gain c;n Vx?:o’ghlit reuduc%ion with co}x}n pleteTgszaggf}?;zn%hould not
diuresis an ing is necessary here. Th ion of fhuid
rd of warning is » initial retention of flui
oedema. A wor edema because 1
e f extreme ©O ’ ary oedema,
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mig ; 'minal renal failure—so ¢ a liative measure.
Finally in terming it 1 dialysis is a palliative measul
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Extracts.
THE STATUS OF PENICILLIN IN THE TREATMENT OF SYPHILIS

REPORT OF THE COUNCIL OF PHARMACY aND CHEMIST §

HEeALTH SERVICE, J. Amer. Med. Ass. 136 ; 87;2?9] I;; T e
Though ?,f)O, 000 patients have been treated sincé ‘{;457) 19'4&
data on penicillin therapy is still provisional and no form;,ﬂavada'ble
schedules arc yet laid down. Nevertheless, penicillin is th fou‘tme
agent against syphilis in the U. S, A, ¢ principal

Pewmllin G is the most effective type of penicillin for the t
of. Sypt"ﬂxs. Intramuscular injections are the preferred meth‘ed l'eatmen't
nistration ; with intravenous injections after reaching the mf) i of admi
conceutmtiqn falls too sharply. Intrathecal injections are aximum the
because satisfactory results are attained with intramusculaun‘n'eces‘sary
Oral trgatment is not advised for syphilis. Amongst othelrr N
;)Foloxxgtng effecti\{e blood levels of penicillin, intramuscular 3? "jﬂ.lﬁfis ; f
oil and bees-\_/v‘ax is the only method which seems pr e ot
ment of syphilis. bractical in the treat-
Penicillin is relatively non-toxi
intrathecally. “Some react};ons a;;)::lﬁ ttC; t}t::lg:ex:?;:nw*‘.e‘? ilt.iministered
but usually they are allergic in nature. purities in the drug,
The Jarisch-Herxheimer reaction i .
§0 per cent of cases, appearing within 11; hcc?\:xrl: zor:li al;:tixfcc;rs o sbout
is not considered dangerous in infantile congenital s }g1‘1'4 Rours. 1t
have bgen a confributing factor in some deaths. Aboy*zzl’w‘ put may
cases of late and latent syphilis have expericnced mild“ . ,') per cent (?f
not uncommon in neuro syphilis.  Penicillin is now k veactions. It is
out danger to pregnant women. ‘ now tobe with-
Isolated instances of possible penicillin resistance | .
{l (mbb.it) fmd clinical (late bcnién “;1‘(‘1111:1;5):?‘;‘:;:1,:;: ”}‘? (’f:\pt{l'rmeut-
i‘herc is little clinical evidence of anything ‘mfﬂoiroms (qu ouc‘urrcd.‘
bismuth resistance, ot sulphonamide resistance in gono%'rhb., 0, ‘:trscmc and
syphilis of penicillin used against other diseases is of pmcutd‘df 1l»he effcct on
All patients treated with penicillin for gnnorrheea Sho‘;k{,‘;a, ;mpommce.
monthly scrological tests for syphilis for at least 4 montl f)“mwd oy
{ebrite reaction within the first 24 hours after the use of “;' A S.h;n.‘p
gonorrheea suggests concurrent early syphilis (Herxheimclemcml'" N
Patients previously treated for pneumonia, surgical infection e on)
be retreated if they have not received the minimum amou i e:C' ' s_ho.u@
suggested in the following sections. At of penicillin
Penicillin in early syphilis—In this condition the value of icilli
routine 1 cvident. The results are expressed in terms of pcmcﬂ.h"
failure, the term failure including :—Clinical refapse—the re- S Aive

»

of any clinical evidence. Serological relapse—includes riseuli)x? e:ranCe
development of spinal fuid abnormalities. Seroresistance__jf flttre ;)t
-1 atter 12

months, the titre is 16 Kahn units or higher.
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When penicittin ddone is used i carly syphilis the optimum dose is
4.8 million units, duration of treatment 7} — & days, individual doses 50,000
units at two or three hour intervals.  The failure rate after one year of
observation is about 10 per cent. The critical period for relapse is 4—9
Results are slightly better in sero-negative than

wmonths after treatment.
on for lower dosage in the

in sero-positive cases, but there is no justificati
former. Retreatment is necessary following relapse, but the failure rate
is higher. Where penicillin in oil and wax is used, hospitalisation is
ngle intramuscalar injection of 6,00,000 units provides
able blood level for 20—26 hours. 10 daily injections
(about 15 per centafter 1 year) which is comparable

with that following the use of 4.8 t0 9.6 mega units of penicillin in aqueo-
us solution. Local discomfort and allergic reaction are slightly more
frequent by this method. Sometimes penicillin is administered concur-
rently with other trcatment methods. The value of combining penicillin
with an arsenic or bismuth compound or during actificial fever is not
established ; results are not improved and the treatment is a more danger-
ous one. The method is not advised as the first course of treatment in
early syphilis, though there may be practical advantages in using the
combination in patients who have not responded to a course of penicillin

alone,

Re-treatment of
clincal relapse including re-
sero-resistance is the same as
penicillin with simultaneous or subsequent

bismuth should be considered. .
LATENT SYPHILIS.

Penicillin is no more effective than arsenic and bismuth on the
serological tests for syphilis. 1tis possible that per?icillin may prevent
the appearance of clinical manifestations of the dxs.ease for. serological

: moveover sero-resistance 18 general in

reversal is not essential for success
syphilis of more than five years duration. In latent syphilis an extensive
observation period up to 95 years will be necessary to ascertain whether

penicillin ensures the same cure rate as the six months of arsenic and

bismuth therapy. : S ,
In benign late syphilis a total dosage of 2 to 4.8 million units or more

is as effective in healing lesions of benign late gummatous syphilis as
arsenic and bismuth, though the altimate clinical outcome is still

undetermined.

Cardiomascular Syphilis '
A large series of observations on the expectancy of life of penicillin.
s treated with other drugs is required,

treated patients and patient
Extremely small initial doses of penicillin do not avoid the Herxheimer

reaction and since therapeutic shock in such patients may be a serious
matter, it may be advisable to withhold penicillin or give preparatory
treatment with heavy metals. A total dosage of 5 million or more units

unnecessary, A si
a sustained measur
provide a failure rate

Penicillin fatlures—Retreatment of patients with
infections, serological relapse, or significant
for the original course, A further course of
treatment with arsenic and
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of penicillin is suguested in individual
15 or more days,
Ocular Sypliilis

The penicillin treatment of syphilitic iritis ig rapidly effective in o
dosage similar to that of early syphilis.  Its valye in interstitial keratiti‘s
is uncertain even with a‘total dosage of 10 mega units, and it may be neces-
sary to supplement penicillin therapy with artificially induced fever ancl
arsenic and bismuth therapy. In the treatment of }){'illlztry optic atroph
induced malaria, being of established value, should be combined Witi

peuicillin, - Several years observations are required to assess the value of
penicillin alone.

doses of 25,000 to 40,000 units over

Pre-natal Syphilis )

Penicillin is nearly 100 per cent elfective ; arsenic and bismuth
therapy is unnecessary and undesirable. It ig cqually effective at an
stage of pregnancy and should be used A8 {NoN as the d“iaqnogig has bcei
established. A total dose of 4.8 to 6 mega unifs zlcllllilxi.x;((?x'ccl at 2-3 hour
intervals over 8-15 days ig required. Adeqnate fOUuW-up of the wother
and infant is essential,
Congenital Syphilis

The recommended total dosage in infantile congenital syphilis is
1,00,000 to 400,000 units per kilogram of body weight administered in
aqueous solution two or three hourly day and night for cight to fiftcen
days. Late congenital syphilis responds to treatment in the same 1n
as similar manifestations of the acquired diseasc,
the progression of late or latent congeni
observation over many yerrs.

anner
Its effect in arresting
tal syphilis infection requires

NEURO-SYPHILIS
The spinal ({luid abnormalities in
respond well to penicillin treatment espe
the disease and the effect on blood serolo:
arsenic and bismuth.

asymptomatic neuro-syphilis
cially in the  carlier phases of

The effect on the spinal fluid findings in g symptomatic neyro.
syphilis 1s equally beneficial.  The effect on clinical manifestations is
more difficult to assess but is better than that obtained with metals
Comparison with fever therapy is not yet available, .

Acute syphilitic meningitis requites a total dosage of 5-10 million
umts for the immediate improvement and disabpearance of symptoms :
the spinal fluid and blood reactions revert to normal, .

Peniciliin improves the expectation of life in dementia baralytica
beyond the average four-year period. About onc-half of the ¢
definite improvement in mental conditions though there
increase 0 many others. Reactions are more frequent af
therapy than after fever therapy. The value of penic
combined with malarial therapy in paresis and taho-
determined.

ases show
are signs of
ter penicillin
illin therapy
paresis is not. yet

gical tests is similar to that of .
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The effects of  penicillin on the course of tabes dors.alis am? tabo
paresis are very variable. Itis more effective than Aars_famc a'nd bxsmlfth
and is less toxic ; it may be more effective in combination with mala_n.a.
Penicillin has little effect on diffuse meningovascular ncu.ro.sypthSy
syphilitic epilepsy and Erb’s syphilitic spinal spastic pamplegla.‘ It may
have a favourable effect on syphilitic nerve deafness and a great improve-
ment of hearing or return to the normal state is attained. .

The dosage of penicillin in neuro-syphilis depeneds on the amena'bx-
lity of the condition to treatment. 4-10 million units in aqueous solution
given in 74-21 days is suitable for many rcadily treated cases of neuro-
syphilis, but in later and more resistant conditions, a tofal c?f 10-20
million units given over a period of 12-20; days combined with induced
malarial therapy (unless this is contraindicated) is #&lvisable.

POST-TREATMENT OBSERVATION

Post-treatment observation for an indefinite period of time is essential
for syphilitic patients treated with penicillin. Many years must pass
before the ultimate outcome of penicillin therapy for syphilis can be
definitely stated. The importance of the continuity of his own post-
treatment follow-up must be impressed on the patient. o .

Early syphilis: —During the first yeir, monthly physical msp'ectxons
and blood tests are essential. The spinal fluid should be examined at
six months. If normal, and there are no other signs of syphilis, the

spinal test should be repeated two years after treatment. If stilé
negative, no further spinal test is necessary. If there are no signs o

relapse, blood tests should be made three-monthly during the second
year and six-monthly during the third and subsequent years. Annual
physical examinations for an indefinite period to d.etect possible ocular
neurological and cardiological symptoms are essential. ' 3

Infuntile Congenital Syphilis—Pregnant gromen with early syphilis
or early latent syphilis of less than four years’ duration, should be
followed-up as for patients with early acquire syphilis. Infants born of
mothers with primary or secondary syphilis during pregnancy should
have blood tests at birth, thereafter every two weeks, during the first two
months, then at three and four months, Infants born of mothers with
latent syphilis should have blood tests at birth, thereafter every six weeks
and then at three and fore months. X-rays of the long bones should be
taken at the hirst and sixth week. If the infant is sero-negative or other-
wise normal at four months it is considered to be non-syphilitic.

For any type of late syphilis excepting neuro-syphilis, si:.( monthly
blood tests and annual physical surveys for the duration of life should
be made, ) - .

Neuro-syphilis—The spinal fluid should be retested c?very six
months for the first two or three years, thereafter at longer intervals.
The cell.count and of protein content are the most inportant.tests. 'If
these become normal and remain so, regardless of the spinal fluid
findings, clinical relapse or progression is unlikely. If the ceil count

3
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and or protein count remain high, 2 further outbreak is likely and
treatment, preferably peuicillin combined with fever, should pe given.
Physical examinations should be repeated every six months for two to
three years and thereafter at yearly intervals.

M. H. N,

PREVENTION AND TREATMENT OF PRICKLY HEAT,

1t is very much easier io prevent than to cure this condition. The
aims of prevention are the avoidance of the condition that favour and preci.
pitate the condition i—

{a) Avoiding as much as possible the environmental conditions‘
namely, high temperature and humidity, that produce Prickly
heat ; much can be done by the use of air conditioning and
electric fan.

(b} Avoiding unnecessary exertion unfess the immediate removal and
change of clothing if possible.

{c) Avoiding hot baths unless ample time can be allowed for cooling
off before redressing.

{d) Avoiding the taking of long draughts, especially of warm tea or
coffee, when fully dressed.

{e) Reducing clothing to a minimum and avoiding constrictions
around the waisf, neck, wrists, etc. Children should be
allowed to be naked or at most wear a pair of pants, and
infants should be spared from wearing even a diaper

{f} Wearing fine cotton or linen underpants and vest next to the
skin and changing these as often as possible, at least twice
during the day,

{¢g) Bathing and/or taking a shower-bath with tepid water at least
twice a day.

{n) Avoiding the too free use of ordinary soap in the bath but
washing over with special antiseptic socap and leaving the
leather to dry with the precaution that sensitivity io such
soaps must be carefully tested by each individual.

() Drying the body thoroughly, cooling off under an electric fan
and, finally before putting au the clothes, dusting the whole
body {except sensitive spots), and especially those areas most
liable to prickly heat, with an antiseptic dusting powder.

{;} At night, in the absence of air conditioning or an electric fan,

' using a hard mattress, with a sheet of grass matting between
it and the under sheet, a firm pillow, and a ' Dutch wife .
that is a hard bolster or an open rattanwork cylinder ove’
which the legs and arms can be thrown {o keep these apart
and from lying against the body,
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(k) Keeping a supply of hand towels for mopping the face, arms
and other exposed parts of the body repeatedly ; these must
be washed and dried frequently.

It may be cousidered that much of this is counsel of perfection, but it
is by following these pratices that many experienced sojourners avoid
prickly heat altogether. The less fortunately placed must adopt as many
of these practices as possible.

In addition to the above, judicious sun-bathing is to be recommended,
as the tanned skin is not so liable to prickly heat. This is particularly true
of infants and children.

Some observers consider that a reduction of the fats and carbohydrate
in the diet with an increase of the protein is of value in reducing liability
to prickly heat, but the only dietary modification from which the writer has
direct benefit is the addition of extra salt, (2 gramme tablet to each pint
of water). This is an important point which should be emphasized. The
taking of a balanced diet with all vitamins will of course help to maintain
good health and indirectly reduced both prickly heat and more particularly,
its complication. -

It is usually worth prescribing an antiseptic hair lotion, as the hair is
undoubtedly a prolific source of fungi and other micro-organism that play
a part in the syndrome. A lotion consisting of castor oil and spirit with 2
per cent curesol (a colourless resorcinal preparation) is-very eflective. ''he
use of some inoffensive mildly antiseptic oil for thorough inunction of the
body has been very succesful in'some instances. Itis a rational producer-
and it has been suggested that in entire freedom prickly heat of many
native populations is due to the practise of inunction with mustard or
coconut oil ; these oils will be too pungent for the average sojourner, but
olive, almond, or other vegetable oils can be substituted. The aims of
treatment are much the same as those of prevention.
usually be necessary to adopt more aggressive tactics.

All, or as many as possible of, the above precautions should be observed
rigidly. After the bath the affected parts must be lathered with antiseptic
soap which should be allowed to dry on the skin. The tolerance of each
person to each soap must be ascertained. Some sensitive individuals will
be “burnt” if “ neco *’ soap, for example, is left on for more than 2 minutes
so that after this interval it must be sponged off ; fifteen minutes is usuall):
the time recommended, but in the case of the less sensitive it js unnecessary .
to wash off the soap atall. ‘ Asepso’ ‘ Afridol’ and * Ineko’ soap are to
be recommended. The two former being the better.

It will however

As an alternative to the antiseptic soap and to be applied at other
times is a lotion of 1 in 2000 perchloride of mercury in 95 per cent. alcohol
to be wiped over the affected part after it has been dried, and itself allowed
to dry. (This will not suit all skin). Then dusting powder, consisting of
camphor—5 parts, boric acid —200 parts, zinc oxide—300 parts made upto-
1000 parts with fine talcum powder, should be applied. ‘
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As an alternative to the mercury spirit lotion and powder, a white
lotion made up zinc oxide 20 per cent. menthol 1 per cent, camphor 2 per
cent, in 80 per cent. alcohol should be dabbed on the affected area with a
piece of cotton wool. It is usually inadvisable to apply this more than
twice during the day. At other times an aqueous calamine lotion phe, °
will be soothing.

As in the case of most skin diseases, there is greater danger from ovc
treatment than from under treatment, and whenever any treatinent appeai
to be irritating the skin it must be discontinued and simple aqueous calamir,
lotion applied.

The sulphonamides have no effect on uncomplicated prickly heat, bu
for the complication in which pyogenic organism play a part, sulphathiaz
and sulphadiazia=e alggusiderable value.

{(Ind. Med. Rev. XIX 41,'4s).

FOR 10DO THERAPY

AMPOULES and$ TABLETS
20% Solution of lodethylthiosinamin lodo.protein compound
containing 7% lodine. with about 12% lodine

Organic, water-soluble compaund for  Resorbtion and excration of this com-
parenteral lodo-therapy. Rapid but pound take placeslowlyina continuous-
lasting lodine action. Non-toxic, well Iy rising and falling curve, causing no
tolerated, and does not cause iodism. undesirable reactions or after-effacts.

INDICATIONS
In a large number of diseases especially arterioscierosis, atrophic arthritis.

Boxes of 5, 10 & 50 amps. 2 cc. each,
Bottles of 50, 100, & 150 tablets.
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Sharkoferrol

A DOUBLE TONIC CONTAINING VITAMINS AND MINERALS TOGETHER.

.
EACH TABLESPOONFUL REPRESENTS:- 4
(1) Shark Liver Oil 10 mins
12) iron Ammonium Citrate 8 grs.
(3) Hypophosphites of Lime,
Sodium and Potassium 4 grs.
(4) Vitamin A 14000 1.U.
(5) Vitamin 8) 500 iU,
(6) Vitamin D 4000 LU,
7} Tr. Cinnamoni 2 mins,
(8) Copper and Manganese i Yraces
(9) Malt Extrace rich in
Vitamin 8 Complex 1.75 drachms

_/
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SHARKOFERROL is a well balanced preparation Incorporating
various nutrient ingredients like Shark Liver Oil, Vitamins A,8,D,
Hypophosphites: and Malt. Excellent as a roborant, recuperative

and haematinic. Highly palatable and absolutely free from nauseating
taste or smell.

Therapeutic Indications:-
Yitamin A Deficiency:- Xerophthal-

As a Reconstructive Tonic:-
Tuberculosis and Pre-tubcrculosis.

mial.) Kbe{ra(tjomalac;'_g, P:chtenf, Scrofula, Maresmus, Debility,
Night blindness, Hyperkeratosis, .

Reg!ardcd growth; Prevenive  Malnutrition, Underdeveiopment ,
against Respiratory, Urinory and Anaemia, Cachexio, Anorexia,
Skin diseases. Convalescence, Pregnancy and
Vitamin D Deficiency - Rickets,

Osteomalacia, Spasmophilia,
Carious Teeth, .

Lactation, Wasting diseases, Defi-
cient Dietary with its sequelae.

ALEMBIC CHEMCAL WORKS CO. LTD,, BARODA
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