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ACUTE ANTERIOR POLIOMYELITIS
BY
N. S. NARASIMHAN, F.R.C.S., Madras.

Acute anterior poliomyelitis is an
acute infective disease, endemic in the
world.

Epidemics have occurred in this cen-
tury after the first world war, in Scandi-

" navia, Iceland, Australia, New Zealand

and America (and in England in 1947
upto October—6500 cases have been re-
ported). Usually it is a disease of child-
hood but there is a shift in age incidence
to older people contrary to the trend of
infectious diseases, with high precentage
in some and low in others. 209 is above
the age of 15 at present.  Although
cases do not occur before the age of one;
5°f/, of cases in Madras was before the age
of one.

Attack rates are higher in rural parts
than in towns in some countries and the
reverse in others; the mortality rates
are higher in towns and in the age
groups 20 to 45; probably there is no
ignmunisation due to sub-clinical infec-
ion.

The virus is filtrable—-passes through
asbestos and Berkfild filter. Resists light,
heat, drying and freezing for a conside-
rable period and is also resistant to the

“action of chemicals: (This is of public

health importance.)

The route for entry and disemination
of the virus is alimentary tract and not
through naso-pharyngeal tract. Virus is

isolated from 50, of affected children
and from healthy contacts; it is present
in sewage during epidemics. -

The virus reaches the spinal cord by
way of nerves innervating the gut.
Passage takes place in the axen, the
multiplication of the virus and the es-
sential interaction between virus and
nerve cell takes place only in the cell
body. The mesodermal and glial cellu-
lar reaction characteristic of the lesions
of the poliomyelitis is a sequel to this
interaction.

It travels in spinal cord on the routes
composed of short parts. The virus is
strictly neuronotropic.

Only men and monkeys are suscepti-
ble. In vitro, growth is possible only
in the brain and case of human embryo.
The virus has been found in the walls
of the pharynx, contents of ilium and
contents of descending colon.

The old theory of spread through pha-
rynx and olfactory route is given up
now. Pregnancy has little, if any, influ-
ence on the course of poliomyelities in
a paralysed mother and in utero in-
fections of the foetus are not known.

There is a marked tendency to develop
bulbar type of paralysis 9 to 12 days
after operations of tonsils, adenoids and
dental extractions. Do not do tonsil and
adenoid operations during epidemics.
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(b) Preparalitic stage:—Meninge al

Other operations on head and neck or ON: _
irritation pain; reflexes normal.

abdomen need not be postponed.

Carriers are not easily recognised by (¢) Stage of p(ﬂ'(tl;/&i.}‘:~—(}cncral]y the
any test. Whether segregation can help paralysis affects the 11(}11)3 or groups of
is not known. muscles, abdominal, spinal and cervical
) sgroups of muscles may be affected; the

Pathological lesions are found in the  payalysis is sudden, flaccid in type; the
central nervous system — muscles may be tender. Occasionally
. Co a single muscle only as ext. rectus ot
(@) Spmal. cord and posterior yoot the eye, deltoid, quadriceps, femoris,

ganglion. gastrocneimeii may be affected.
(b) Medulla—vestibular nuclei and -
nuclei of various cranial nerves. Dysuria,
(¢) Cerebellum—-roof nucleii. Retention of wurine, constipation 1n
. . adults, localised paralysis,
(d) Midbrain.

() Thalamus, hypothalamus, glo-
bus pallidus.

(f) Motor cortex—especially area 4
of Brokman.

Polio-Encephalitis, brain stem synd-
rome, (diplopia and or nystagmus)

Masseter paralysis,
Bulbar paralysis may be met with.

Acidophylic necrosis of the cell—in- The following clinical types are met
vasion by polymorpho-n_uclear leucocyte with :—
and replacement }iy gl;}al 108118‘”(’;?“:{"' 1. Non-paralytic poliomyelitis.
S8 athology of the o
tute mo essential ® &y 2.« Paralytic poliomyclitis.

disease.
3. Polio-encephalitis.
Signs and symptoms depend upon the 3. Polio-encephalit
e r N . [
number and location of neurons. The 4. Abortive poliomyelitis.
cells present in the meninges arc an . o .
overflow from neuronal damage through Prodromata are present in 10 o(t‘ the
perivascular spaces. Signs of meningeal non-paralytic and paralytic cases. Phey
spasm are early signs of neuromal da- are of three types--
mage and not of meningitis. ’ _ S
s ' () usual signs of any fective fever,
Changes ocour in nerves, muscles and () upper respivatory infection.
other tissues as bones, ‘ ‘
(¢) gastro-intestinal upset.
After some months the affected bones
become thinner than normal, rare-
faction is widespread, the medulla is
diminished in size and there is consider- No changes in C. S. F. mean abortive
%Io)}fe shortening in the length of the type. Changes in C. S, K. and nystage
' mus mean non-paralytic type.

Incubation period is 2 to 32 days
(American observation).

The criterion to classify as abortive
or non-paralytic type is—

Abortive cases cannot be diagnosed
in KEngland by any test.
Clinical Signs :— In non-paralytic cases—Meningitic

(@) Prodromal stage —1 to 7 days be- signs, headache, stiffuess of neck, 310
fore paralysis. The cause is not known. paresis, nystagmus (lateral or vertica

-
R R . '
) "’\WTA» &b ':-‘N“sﬁ!ﬁ,j bg‘q&'

r ey
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fixation) occurs and will disappear in
convalescence.

In the paralytic form—prodromata,
low meningeal signs, severe low back-
ache as a local sign in poliomyelitis
occur.

Sensory symptoms as pain, tenderness
of the skin with pins and needles or a
numb sensation confined to or more pro-
nounced in that part of trunk or limbs
which subsequently become paralysed
are present.

Diagnosis—A  lumbar puncture is of
great value. Cell increase in C. S. F.
particularly those of lymphocytes in a
patient who presents signs of meningitis
should suggest poliomyelitis.

() In acute toxic polyneuritis—sym-
metry of paralysis of four limbs, sensory
loss, increase of protein only in C. S. F.
are suggestive.

(b) Infective neuritis—is diagnosed by
the absence of constitutional symptoms,
a peripheral rather than a segmental
type of paralysis, occasional presence of
sensory loss, a normal C. S. F., the
occurrence of relapses.

Clinical examination and recording
the groups of paralysed muscles is
‘essential,

Assessment of paralysed muscles by
clinical examination is done. To record
progress, the following scheme of noting
is adopted :—

0. No contraction.
1. Flicker or trace of contraction.

2. Active movement with the force
of gravity eliminated.

3. Activ9 movement against the
force of gravity.

4. Active movement against the
* force of gravity and power.

5. Normal muscular power.

Recording by noting the chronaxia is
being done for the past eighteen years.
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This method has been useful in evalu-
ating incorreet claims and theories
recently propounded by Sister Kenny
and her group.

Experimental testing and chronaxia

The degree and extent of the injury
are evaluated by chronaxia; this aids
in the diagnosis and prognosis. Para-
lysis of a muscle in poliomyelitis is
always accompanied by some degree of
neuromuscular degeneration; this is the
result of damage to the interior horn
cells. Degeneration will be more or less
marked, depending upon the intensity
and extent of the lesions. If the chro-
naxia is slightly increased (partial
neuromuscular degeneration) than there
is a good chaunce that the involved
muscles may recover completely. Mus-
cles with total degeneration (chronaxia
markedly increased) are doomed because
their loss of function is the result of
destruction of all the corresponding an-
terior horn cells.

A muscle is supplied by motor neurons
from several segments of the spinal cord.
Therefore total degeneration, implying
a more widespread lesion is not so fre-
quent as partial degeneration. Clinically
paralysed muscles appear to be involved
to the same extent while electrical tests
show great differences and consequently
prognosis will not be the same. Accu-
rate electrical tests should always be
made if one wants to have an exact
evaluation of different methods of treat-
ment. These tests show when to stop
physiotherapy and when to begin or-
thopaedic treatment.

Measures adopted to limit the spread
of infection are as follows:—

(1) Based on the assumption that
the transmission was by droplet infec-
tion from the upper respiratory mucosa,
restriction of travel, avoidance of places
of assembly and segregation of suspects
and contacts. Prevention of children
from attending cinemas have been
advocated.

2
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(2) The use of rebreathing anaes-
thetic apparatus is to be avoided during
the course of epidemics.

(3) Effective chlorination of swim-
ming water bath is good.

(4) General hygiene, especially
the washing of hands is good. Care in
common messes of washing plates is
essential.

Treatment—Careful nursing, atten-
tion to bowels, and to retention of
urine, (Catheterisation)

Sulpha drugs, Iron lung, prone posi-

tion, aspiration of mucus, postural drai- -

nage by raising the foot of bed feeding
by nasal and intra gastric tube in
bulbar cases and respiratory paralysis
cases are the essentials.

There is no specific treatment by
drugs & X-ray.

Prostigmine—methyl sulphite 15 to 2
mgm. for adults with 1/100 gr. atropine
by injection 1 mg—for children 8 to 13

years with 1/200gr.
afropine.

0-5 mg—for children 2 to 6
' years—no atropine.

Prostigmine bromide 45 mg by mouth
with atropine 1/100 gr. for adults; child-
ren 12 to 14 receive 30 mg and atropine
1/200 gr. t. d.; younger children 15 mg.
2 to 5 times daily without atropine.

Treatment of paralysed muscles:—

(a) Complete rest to paralysed mus-
cles—complete, uninterrupted rest until
all signs of tenderness have disappeared
keep the limbs warm by hot baths or
radiant heat.

(b)) When tenderness has disap-
peared, complete uninterrupted rest with
massage (in 2 weeks; passive movement
daily ; complete full range of all joints)
but the patient is recumbent for at least
six months till the muscle recovery is
complete.

[The Miscellany

_ (¢) Extensive paralysis with muscle
involvement of trunk—recumbency for
12 to 18 months is required.

(d) Prevent deformity by the appli-
cation of suitable splints—keep the
muscles in the best possible functional
position. Prevent stretching of the
paralysed muscle. Protect from the
force of gravity and from deprivation
of blood supply wich follows on tight
bandaging.

(e) Start massage when tenderness
il.as disappeared to improve the circula-
ion.

(f) Electrical stimulation with gal-
vanic current also improves circulation.
It is not necessary it should be
prolonged or vigorous.

(9) Well regulated scheme of mus-
cle.trammg first without and then with
resistance is the most important.

To summarise :—

(1) Prolonged recumbency i. e.
6 months in upper extremity and 12 to 18

months with lower limbs or spinal and .

abdominal muscle.
(2) Warmth.

(3) Prevention of deformity and
stretching for 2 years by suitable splints.

~ (4) Massage when tenderness has
disappeared. ‘

(®) Muscle reduction.

(6) Support for residual paralysis
when walking is permitted; these pro-
tect the paralysed muscles from strain
whilst leaning than free from pressure.

Paralytic deformities occur due to the
action of unopposed muscles or prolonged
flexion of joint; operations are useful.

Tendon transplantation for wrist drop.

Stabilising operations on foot which.

produce bony ankylosis—hence done
during adolescence.

Souttar’s operation for flexion con-
tracture of hip joint.

. INOPEDSIN
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Contracture of knee—extension in
Thomas’ knee splint or with flexion
piece attachment.

Hyper-extension of knee :—

(a) raise the heel to produce flexion
at knee.

(b) supracondyloid osteotomy.
Stabilisation of foot by triple arthro-

“desis of Dunn or Lambrinudi’s method

has given good results. Tendon lengthe-
ning for contracted tendo-achillis is

good.

Arthrodesis of hip or only apparatus
crutches when the hip is unsteady.

"For spine, apparatus or bone grafting
of spine.

For shortening
of limb—(a) lengthening of ti-
bia or femur.

(b) destruction of nor-
mal epiphysis of
lower end of femur
and upper end of
tibia at the age of
10 or 12.

() lumbar gangli-
onectomy.
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I have not given the test to find out
the groups of muscle affected by para-
lysis and also the exercises against
resistance.

Doctors interested will find /them in
Robert Jones text book.

A great deal can be done for these
children by every doctor in the earlier
stages. They recover wonderfully well.
The belief entertained by Sister Kenny
that no splinting is required in the case
of paralysed muscles is not correct.
Splinting should not be left for a long
time without looking after the limb,
All the joints of the limb should be put
through a full course of movements,
Hand massage, active movements first
without and then with resistance with-
out weight bearing according to the
scheme of Lovett and Jones will give
the best results. Surgery does help a
great deal in children over seven.

I request that doctors will become
polio-conscious and give these children
correct advice. The disease is a self-
recovering disease if there is no damage
to the neurons. Any drug or oil used
can always get some cures.

"Che Supreme Products of N
THE BENGAL MODERN DRUG HOUSE LTD.

The Digestive Corrective
of Choice

| MONOLECITHIN

Y The Unequalied Nervine Tonic

' Agents :
B. J. NATHAN & Co., Nowroji Road, Madras 10.




| Phe Miscellany

DIAGNOSIS OF SCROTAL SWELLINGS
BY
Lt. Col. D. 8. IYER, M.s., F.R.CS., Surgeon, General Hospitol, Madyas

In human beings the migration of the
testicles from an abdominal position to
an extra-abdominal one begins in early
foetal life and is complete by the time
the child is born. After birth the testi-
cles are kept in a special pouch, the
serotwm, whose main function is to
maintain the testicles at a lower temp.
than the rest of the body. This lower
temperature than that of the body is
essential for spermatogenosis, which is
therefore lost when there is a nondes-
cent or incomplete descent of the testis.

In the diagnosis of a scrotal swelling
the clinical examination is conducted in
the same way as for any other swelling.
First step is inspection and this should
be done in good light with the patient
standing in front of the examiner who
is seated downwards facing the patient
and the patient stripped from thenavel.
This simple step will reveal to the eyes,
the size, shape, and symmetry or other-
wise of the scrotum, and the diseases of
the serotum itself. Conditions like epi-
thelioma of the scrotal skin and elephan-
tiasis of the scrotum can be recognised
at a glance.

It is palpation that determines the
size, shape, position and consistency of
the scrotal contents, i. e., the structures
which were extruded from the abdomen
into the scrotum viz, the spermatic cord,
the testis and the epididymis. The sper-
matic cord is plapable from the top of
the testis up to the external ring. It
is therefore best felt at the neck of the
scrotum. Feel the neck on either side
using the right hand for the left side
and the left hand for the right side and

. palpate the cord between the index
finger and the thumb. The index finger
is passed behind the neck and thumb in
front to hold the cord and slowly the
thumb is moved outwards, rolling the
structures of the cord, between the index

finger and thumb. The feeling one will
get than is that of a loose skin or huandle
of soft strands runing longitudinaly,
amongst which will be felt, a firin, whip-
cord like structuve, the vas. The cord
leads to the testicle. The abnormal
swellings that will be recognised will
first be the swellings on the constituents
of the cord, then swellings of the epidi-
dymis and swellings of the body of the
testis, and swellings of the tunica-
vaginalis. The first decision, one makes
from the examination of the neck of
the scrotum is whether the swelling is
inguino-scrotal or purely serotal, If it
is inguino-scrotal, it is one connccted
with the funicular process of peritoneum
which preceded the migration of the
testis. (ingunial hernia)

Having examined the cord and found
that the swelling is scrotal feel the
testis. It is identifiable by its shape
position and the peculiar sensation
called testicular sensation. Examine the
body and the epididymis.

If the testis is not identifiable than it
must be obscured by fluid or blood in
the tunica-vaginalis or the testis itself
distorted by disease.

Conditions that will present are :--

(1) Cord at the neck normal, cpidi-
glynlis and the testis cannot be felt, and
instead an ovoid swelling is felt
diagnosis is, distension of the tunica-
vaginalis with fluid. Thisis confirmed
by testing for fluctuation. If it fluctu-
ates, than it contains fluid. To test for
fluctuation, the swelling must be held
against a hard object. Next try transillu-
mination. Ifit transilluminates the fluid
is clear. Fiuid in the tunica-vaginalis
and clear fluid is hydrocele. Hydroceles

are of t\(vo varieties, primary, where no -
cause is discernible and secondary, -
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where o cause is prosent in the testis
or epididymis.

Primary hydrocele is the commonest
scrotal swelling.  Its cause is unknown.
Incidence is middle life, age 30 to 60.
They are fairly large tense, thick-walled
and the only symptom complained of by
the patient is the discomfort from its
weight and size. Shape-two comnion
types witha circumferential constriction,
one with a constriction at the middle,
resembling the ground nut and the other
with a constriction at the top, resem-
bling the pear. The testis cannot be
felt but its shadow can be seen behind and
below, when transilluminated. The test
is usually lies at the back but may how-
ever lic in front in about 1 of individu-
als. It is usually tense, transillumia-
nates, biat not very well, for the cove-
rings are thickened and a good light is
necessary. Fluid, is clear, golden yellow
colour, feels soapy, froths and solidifies
on boiling like the white of egg. It
contains albumin in plenty sp. gr. high,
1020 to 1025. It contains fibrinogen
but no thrombin so that it clots when
blood is added. Old standing cases con-
tain cholestrin crystals in suspension,
which gives the fluid ashine. Secondary
hydroceles are seen with inflammations
of testis or epididymis and in neopla-
sams of the testis. They are small in
size, slack and transilluminate easily.
It is important because it ohscures the
outline of the testis. When therefore
the nature of the disease in the testis or
epididymis cannot be made out on
account of a hydrocele it should be
tapped to facilitate proper examination
of the testis and epididymis. A collec-
tion large enough to be called a hydro-
cele is present in all syphilitic lesions
and in one-third of tubercular lesions.
In carcinoma, an obvious hydrocele is

uncommon. Heamatocele when fluid
in the tunica vaginalis is blood.

Blood stained fluid is present in new
growths and in torsion of the testis,
The fluid then transilluminates,
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Heamatoceles i e. pure blood is due
to trauma. Iresh blood fluctuates, but
does not transilluminate.  Diagnosis is
confirmed by the history and tapping.

Old clotted heamatoceles. Appea-
rances are those of a testicular tumour.
Orchidectemy reveals the diagnosis.

2. The other scrotal tumour which
transilluminates is a cyst of the epidi-
dymis. The great majority of the cysts
contain milky fluid with dead or live
spermatozoa. Seldom scen before middle
life usually single (sometimes groups
of two or three cysts) usually soft, larger
than the testicle and unilateral. The
testis can be felt separate from the
swelling. The fluid is opaque, milky,
low sp. gr. (less than 1005.) Slightly
cloudy on boiling and microscopically
mobile spermatozoa are found.

Epididymal cysts containing clear
fluid are bilateral or multiple, occur in
old people probably from the remnants
of Organ of Giraldes,

3. Swellings of the body of the testis
inflammatory.

(i) Orchitis, cause mumps, the testis
is enlarged, tender and swrrounded by
a moderate sized hiydrocele hilateral.

(ii) Syphilitic orchitis. 3 chief
features, painless, testicular sensation
is diminished, a small hydrocele in every
case is present. Congenital, age 2 to
3 years. Enlargement is havd, painless
a small stony hard functionless organ
in the end. Size, pigeons egg. Acquired.
Diffuse syphilitic orchitis seen during
the 3rd or 4th year after infection.
About the 10th year or still later gum-
mata seen. Localised swelling or knob,
softens and breaks through the skin.
Presents as 2 typical gummatous ulcer
or hernia testis. Testicular neoplasms.
The undescended and the ectopic testis
are very prone to malignancy.

9 types, (i) teratoma and (ii) the semi-
noma, equally common. Both highly

3
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malignant. Metastasise through lym-
phatics. Spread to the para aortic
glands, close to first and second lumbar
vertebrae and to the internal iliac
through the lymphatics along the vas,
Spread also by blood stream to lungs,
bones, brain and liver. The urine con-
tains gonadotropic hormones, which
give the Ascheim Zondek reaction.

Features of a tumour testis are. Pre-
sents, as an enlargement of the body of
the testis. At first it is painless, and
isnot noticed. The shape remains ovoid
as long as it remains within the confines
of the tunica albuginea. The epididymis
is at first converted by gradual stretch-
ing, to a flattened strap and later it
cannot be identified. A small hydrocele
is usually present. 1t may be blood
stained.

(i) Seminoma. (ii) Teratoma.

INCIDENCE:—Commoner than teratoma.
AGE:—Age. 40 25 to 30

MALIGNANCY :(—Both highly malig-
nant. Teratoma more
than seminomas.

SPREAD:—Spread. Seminomas. delayed
for long and mainly through
lymphatics. Teratomas. Early
by both lymphatics and
blood even when the pri-
mary growth is very small.

RADIOSENSITIVITY :—Radiosensitivity.
Seminoma more
than treatomas.

Only examafter removal and the
pathologist report can settle their nature.

Seminoma; uniform creamy, white
with areas and degeneration haemorrh-
ages here and there.

Large rounded cells resembling the
spermatogonia of the seminiferous
tu{)lules and collections of small round
cells.

Teratoma. complete morphology vari-
gated appearance. The remaining testi-
cular tissue demarkated from the tumour
tissue. Surface shows, cysts, cartilage,

[The Miscellan

and areas of haemorrhage., Histology is
very pomplex and contains all the three
germinal layers.

4, Swellings. of the -epididymis.
Nearly always inflammatory.

Gonococca_l, and septic epididymitis
are acute lesions. Give a short history of
sudden onset with the whole epididymis
enlarged, tender and firm. A small
hydrocele is present but the body of the
testes can be palpated through it.

The scrotum on the affected side isred,
swollen, hot and tender. In Gonococcal
affection, thereisa history of gonorrhoea
or gleet usualy occurs duriug the 2nd or
3rd week after the onset of the disease,
and urethral discharge is positive for
gonococcus, Seldom suppurates. Septic
epididymitis is secondary to operations
on urcthra and prostate or disease in
these organs. They are liable to termi-
nate in suppuration. G. Epididymitis
seldom suppurates. Clinical signs alone
difficult to differentiate nonspecific
epidymitis. Presents as a hard, tender
enlargement of epididymis without in-
volvement of the scrotum and without
the signs of acute inflammation. The
enlargement is smooth and subsides
with rest and the cause is not known,

Tubercular disease of the epididymis.
When first seen it is sub-acute, affects
only a part of the epididymis first
and does not involve the scrotum in
the beginning. In early cases the
first sign is usually tho presence of a
very firm nodule in the globus minor
or major. Later the whole epididymis
is affected, and still later, there is
a coalescence of the nodules, and
caseate on softening, the scrotum bhe-
comes adherent, a cold abscess forms
and_breaks at the back of scrotum
lgavmg. a persistent sinus. Position of
sinus 18 very characteristic confir-
mation must be obtained by looking
for a primary focus of tuberculosis,
In other parts of the genito-urinary
tract, swellings of epididymis and testis
urine for tubercle bacilli. Rectal exam,
and Lung X-Ray,
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5. Involvement of the body of the
testis and the epididymis, This occurs
in torsion of the testis.

Normally descended and fixed testis
has no pedicle and thevefore it cannot
twist. Three abnormalities are met in
the normally descended testis 1. e
3 abnormal fixations (i) rotation, (ii) hori-
zontal inversion and (iii) full inversion.

i. Rotated testicle. Anteversion.
Tapping in front will cause injury to
testis. This does not twist.

ii. Horizontal inversion. Body hori-
zontal and the epididymis above and
the cord enters the body of the
epididymis.

1ii. Fully inverted testis. Testis
hangs upside down and the cord
enters the lower end.

In the above two conditions the
testicles hang in the tunica vaginalis,
suspended by a narrow vascular pedicle.
Hence the badly fixed testis undergoes
torsion. Age 5 to 10 and 15 to 20.
After 50, it is rare. Direction of torsion
is from without inwards and the cx-
citing cause impact of the thigh on
the testis. Symptoms are:—

Sudden onset, with pain, vomiting
and shock. A very tense and tender
swelling appears soon; this swelling
lacks the normal outline of the testis
and is definitely higher, After some time
the swelling shows a cold oedema and
haematocele develops and surrounds

Scrotal Swellings
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the testicle. The undescended testicle
is 400 times, (many hundred) more
prone to torsion than the normally
descended testicle. There are two ab-
normalities in this connection. Abnor-
mally arranged testis and epididymis
is suspended by the cord into the
processus vaginalis or the epididymis
is not folded on the testis and the
testis is suspended by the epididymis.

6. Inguino scrotal swellings.

Inguinal hernia and varicocele, the
commonest, their diagnosis 1s easy.
Rare swellings.

(e) Congenital hydrocele and
(b) hydrocele of a hernial sac. In them the
main portion of the swelling is scro_tal
and resembles a hydrocele, but palpation
of the neck shows that the scrotal
swelling extends into the inguinal
canal. The inguinal part of the swelling
is also fluid in a congenit-hydrocele,
but in a hydrocele of a hernial sac,
it is solid because of omentum.

Rare swellings of the cord alone.

7. (a) Encysted hydrocele of the
cord. Hydrocele of a sequested portion
of the funicular portion.

() Haematoma of the cord.
Rupture of a vein of the pampniform
plexus. Simulates a strangulated hernia.

(¢) Secondaries in the lympatics
of the cord. Diffuse hydrocele of the

cord. ‘
Inguino Scrotal Swellings
Hernia
Varicocele
Congenital Hydro
Hydro of Hernial Sac.
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B. C. G. VACCINATION IN INDIA

BY

DR. P. V. BENJAMIN, M.B.B.S., T.D.D. (Wales)

Tuberculosis Adviser, Government

of India and Technical Adviser,

Tuberculosis Associution of Indiu

[ understand that doubts have been
raised in the minds of people by some
recent statements in the Press, as to
the efficacy of B. C. G. Vaccination
against Tuberculosis, and whether it is
a procedure that is fraught with any
danger to the health of persons Vaccinat-
od. Tt is also feared that the Govern-
ment and the people may be led into
q false sense of security against the
disease, because of vaccination, and
thereby neglect paying attention to
the other important measures such as
improvement of ellvil'onxl}en'qal hygiene,
housing, nutrition, sanitation, water
supply etc.

1 shall attempt now to give you &
positive statement about what the
vaccine is, the evidence 1n our posses-
gion regarding its hz}rmlessness a_und
efficacy, and its place in the campaign
against tuberculosis in India at present.

What is B. C. G.?

Bacillus Calmette —Guerin. (B.C.G.)
was developed by Calmette in 1ghe
Pasteur Institute in Paris. A bovine
strain of tubercle bacilli was isolated
by Calinette in 1906 and this was sub-
cultured on an oxbile potato medlm})
“and as a result of work covering a peri-
od of 13 years, a strain of a non-virulent
bacilli was secured. This strain now
called B. C. G. was proved to be harm-
less if injected in proper doses In
animals and human beings. After ex-
periments on animals, it was used in
human beings for the first time in 1921,
Proper technique and doses for this
were carcfully worked out during the

ears 1921—1935. Iu most countries,
B.C.G. Vaccination was given only for

new born infants following the practice
adopted by Calmette, but in the Scandi-
navian countries, it was given to older
children and young adults also. By
1948, more than 1 willion people were
vaccinated in Denmark, Norway and
Sweden alone. Vaccination has been
in vogue in other countries like USA
(Canada, South America, Russia and
more recently in most of the other
European countries,

There had been much controversy as
to the harmlessness of the vaccine and
its efficacy during the years 1927 to
1932, Petroff in America claimed that
the B. C. G. strain could be made
virulent, and hence it was dangerous
to use this vaccine. Then followed the
Lubeck disaster in 1930 where many
children who were vaccinated, develop-
ed tuberculosis, Petroft’s cluim  has
not been sustained by other tnvestigators
and Lubeck disaster was definitely prov-
ed to be not due to B. C.G. Vaceine,
but was due to mixing up of virulent
human tubercle bacilli by mistake with
B.C.G. This virulent human strain was
being cultured in the same laboratory,
and in the same incubator. These
criticisms and accidents have prevented
the use of B. C. G. Vaccine on a large
scale by many countries. Though this
has retarded the popularisation of
Vaccination, it has brought to the fore-
front the need of extreme care in the
preparation and use of the vaccine,

- Dr. Wilson has published an avticle
in British Medical Journal (November
47) expressing doubt on tho eflicacy of
B. C. G. Vaccination. This and the
Lubeck disaster, have been freely quote_d
by those who are opposed to this
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vaccination. These  criticisms  are
effectively answered by Dr. Wallgren
and others. I shall, however, give the
results of a few instances of specially
controlled investigations that prove the
efficacy of B.C.G. Many investigations
have been carried out for this purpose.
The difficulty in these experiments
has been to get good control groups
with relatively large number of non-
reactors to tuberculin, who could be
divided into those getting vaccination
and those not getting it, and both
living in exactly the same conditions
exposed to natural infection. In practice
it is almost impossible to carry out a
study where strict conditions for con-
trol can be fulfilled so as to satisfy
the demands of all statisticians. How-
ever there had been a few such in-
vestigations, though not perfect, but
fulfilling the conditions fairly well.

One of the most interesting studies

which coines close to the theoretical
conditions is the one made among the
North American Indians. This is given
by Joseph D. Aronson (American
Review of Tuberculosis — January,
1948—page 96). The investigation was
carried out during 1935 to 1947. Three
thousand and seven persons were
followed up. Among these 1550 were
vaccinated, 1457 were not vaccinated
Rut used as controls. Vaccination were
done during 1936—38 and were followed
up till 1947. The results are that
among 1457 persons who were not
vaccinated, there were 52 deaths due
to tuberculosis as against 6 deaths in
the groups of 1550 vaccinated ; 8.7 to 1
ratio. In this group there were 262
new born children. Of these 123 were
vaccinated and 139 were non-vaccinated.
Death due to tuberculosis in the
vaccinated children was nil, while
in the non-vaccinated group seven died
of tuberculosis.

Heimbech in Oslo carried out a more
or less similar controlled investigation,
mainly among the nurses. (Results
are published in the Tubercle—April
1948). His conclusion after 20 years
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of vaccination is that tuberculous
disease is reduced to about 1,/5th in the
vaccinated as against the non-vaccinat-
ed group. Ferguson (Canadian Journal
of Public Health, 1946, Vol. 37 No. 11)
gives the results of a similar in-
vestigation done among the nurses of
the hospitals and sanatoria in some
parts of Canada, which shows the pro-
portion of incidence of active tuber-
culosis as 1:4.5 and 1:6.5 in the vacci-
nated and the non-vaccinated controls
respectively. To this may be added ex-
tracts from the most recent publication
of the Tubercle, January, 1949. The
quotation runs. ‘' Drs. Ferguson and
Simes present a closely controlled study
of tuberculosis amongst Indian infants
in Saskatchewan in Canada.” These
North American Indians have suffered
more perhaps than any other race from
tuberculosis and their mortality is on
a scale which we in Europe have no
experience. According to our authors
the tuberculosis mortality had fallen.
by 1927 to 800 per 100,000 with which
we may compare our rate in England
of about 55. The infants, therefore,
presented a favourable subject for study,
being of a susceptible race heavily ex-
posed to the disease. The results of
the study show that manifest tuber-
culosis was in the ratio of 1:4.85, com-
paring the vaccinated with the controls
and that tuberculosis deaths were in
the ratio of 1:4.5 comparing the vacci-
nated with the controls. The type of
the disease amongst the controls was
more serious and generalised than in
the vaccinated. The planning of the
work ensured that there were no ex-
traneous factors favourably influencing
the vaccinated group. We can say,
therefore, that .in these Indians B. C. G.
Vaccination is a very powerful preven-
tive measure. Would it be the same
in England say the doubters. We have
difficulty in understanding why B.C.G.
is singled out by this dilatory manage-
ment. No one has ever shown that
the wvaccine has done any appreciable
harm; no one has been able to make

4
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it virulent while the evidence as to its
value, pours in from all over the
world ",

_ Dr, Gerhard Hertzberg of Oslo has
just published (Nov. 1948) a long
monograph entitled ‘ Tne Achievements
of B.C.G. Vaccination’ which is largely
an account of its use in Oslo. Let us
quote some of his conclusions verbatim.
“Taking the whole of the exclusive
material, irrespective of sex, age, en-
vironment and abservation period, I can
give a rater for each of the disease
groups after the final morbidity results
have been reviged.

In the disease group A (primary
tuberculous lesions the morbidity rate
between the B.C.G. material and the
control material is 1:137.

In the disease group B (tuberc_:ulosis
of the glands, skin and soft tissues)
it is 1:6.

In the disease group C (pleurisy,

pulmonary infiltration and tuberculosis
of the bones, joints and eyes) it is 1:9.

In the disease group D (tuberculosis
meningitis, miliary tuberculosis and
destructive pulmonary tuberculosis) it
is 1:27.

For destructive pulmonary tuber-
culosis alone it is 1:21.

For all forms of tuberculosis together
it is 1:23.

In order to calculate the rate of
deaths from tuberculosis, I must fall
back on the subsidiary material which
shows the ratio of B.C.G. material to
control material to be 1:45.”

There are other investigations done
in Sweden and Denmark which also
prove the same. Therefore, it can be
said that it has been definitely proved
by control investigations that active
tuberculosis in human beings and
deaths due to tuberculosis among non-
reactors to tuberculin can be brought

down to at least 1;5th of what it would
bho without vacecination.

To theso evidences can be added tho
experience of tuberculosis workers and
specialists in countries where the vaccei-
nation programme has been in use for
many years. It is stated that, In
Copenhagen mnot & single case of
tuberculous meningitis has been observed
among the vaccinated group of children
while there were many deaths due to
this in the same age groups before
vaccination was started. It is further
stated that even when tuberculosis
develops among B. C. G. Vaccinated the
disease usually takes a more benign
course than among the non-vaccinated.
The progressive types of tuberculosis
which are commonly noted in the
non-vaccinated young adults are not
usually seen in the vaccinated groups.

About the technique of vaccination,
the groups to be selected and the
precautions to be taken, these have
been dealt with, I understand, by the
B. C. G. Vaccination Committee, in
Madras. But it seems necessary that
T should touch on one point, namely
whether the vaccinated individuals who
are living in infectious surroundings
should be segregated

It is true that some time back such
segregation was advocated but this
was mainly in connection with infants
whose parents were known to be in-
fectious patients of the disease. Even
in such cases, the emphasis on isolation
was not because of any enhanced
danger of the development of tuber-
culosis as the result of vaccination but
because off the desire to protect the
reputation of the vaccine. A newly
vaccinated child takes about six weeks
to develop immunity and, in the mean-
time, if it is exposed to massive doses
of infection from its mother or some
such close relative in an active state
of the disease, the chance of its de-
veloping tuberculosis is high, with the
result that the vaccine may be dis-
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credited. In this connection I give
below the remarks of Dr. Johannes
Holm, Chief of the Tuberculosis Division,
State Serum Institute, Copenhagen,
Denmark, who is a recognized authority
on the subject and who also is the ex-
pert adviser to the world Health
Organisation on B.C.G. Vaccination :—

“Jt should be stressed that when
isolation is used at all, it is only to
protect the reputation of the vaccine,
and not because it is considered danger-
ous to give vaccine to a person in the
so-called pre-allergic stage of a virulent
tuberculous infection, nor especially
dangerous for a person who is vacci-
nated to be exposed to a virulent
tuberculous infection before the vacci-
nation has made him a reactor to
tuberculin. If vaccine is given-to per-
sons in the pre-allergic stages of a
virulent tuberculous infection, the vacci-
nation will, of course, have little or no
value and some cases of tuberculosis
will develop. These cases do not develop
because of the vaccination but would
develop anyway .

As its meeting in Paris, on 15th
June, 1948, the World Health Organi-
sation Sub-Committee on Tuberculin
Testing and B.C.G. vaccination recom-
n}ended t—

‘that for the mass vaccination
programme, isolation of vaccinated
persons wasnotnecessary, and that
segregation of open cases even
though desirable for other reasons
is considered not to be an essential
measure for a mass B.C.G. vaccin-
ation programme’,

The Place of B.C.G. Vaccination in
India to-day

At the outset, it can be stated that
tuberculosis cannot be controlled in
any country adequately, unless it 1s
tackled from different sides, Tuber-
culosis is intimately connected with
the standard of living of the com-
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munity. Improvement of housing,
sanitation, water supply, nutrition etc.
are all necessary. In Western countries,
the tuberculosis death rate has come
down considerably even before the dis-
covery of the tubercle bacilli and the
introduction of definite anti-tuberculosis
measures. This fall in death rate was
rightly “attributed to the improvement
of the general standard of living in
these countries. But it must be em-
phasised that such improvements alone
will bring down the death rate only
to a certain level. As an illustration,
it may be mentioned that in England,
the Scandinavian countries and Ger-
many, which introduced anti-tuber-
culosis measures in the early part of
the century, the death rate due to
tuberculosis came down much more
rapidly and to much lower level than
in France, where the Government and
the people depended more on_the im-
provement of the general condition of
living and did not simultaneously in-
troduce anti-tuberculosis = measures.
After 1920, France realised this and in-
troduced anti-tuberculosis measures with
the result that the death rate has de-
clined more rapidly since then.

At present, we have the advantage
of the experience of other countries
and it is our duty to make use of this
knowledge both regarding the general
improvement and the introduction of
anti-tuberculosis measures. Let us face
squarely what the implications of this
are. The immensity of the tuberculosis
problem in India can be gauged by the
fact that there are about 5,00,000 deaths
per year and there are about 25 lakhs
of people living with the disease. To
provide the minimum standards of anti-
tuberculosis measures such as clinics
hospitals, and sanatoria, it will cost
well over Rs. 500 crores. Again, with
regard to the improvement of environ-
mental conditions, the money needed
for housing alone in Madras city,
according to the Provincial Committee,
as I understand, comes to Rs. 100
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crores. 'This has to be multiplied pro-
bably over a hundred times for the
whole of India. To these must be added
the cost for general sanitation, water
supply etc. We want all these to be
done, but as our resources are limited
it will take many years before we
could carry all these out. It is be-
cause of the consciousness of our
limitations that we are advocating the
B. C. G. Vaccination. This is not advo-
cated as a substitute for the other
measures mentioned above, but only
as a part of the general plan. In
B. C. Q. Vaccination, if properly carried
out on a mass scale, we have the
cheapest and the guickest method by
which we . can check the spread of
this disease.

The experience of controlled in-
vestigations mentioned above,. shows
that the tuberculosis mortality can be
reduced by atleast 4/5 by B. C. G.
Vaccination. I would specially draw
attention to the success achieved among
Red Indians in North Amercia, where
the tuberculosis death rate in the
population was four times more than
what is calculated for our Indian city
population. This, I particularly mention,
because it has been suggested that the
figures quoted for Western countries
of Scandinavia and other countries of
Europe caunot hold good for a country
like India because of the difference in
the condition of living. It is just be-
cause our conditions of living in India
are conducive to the rapid spread of
the disease that we need a weapon
like B.C.G. vaccination more than

Western countries.

It may be mentioned that even in
Western countries where the urgency
for vaccination is not so great, vacci-
nation on a mass scale is now being
carried out. The W, H. Q. and the
U.N.L.C.E.F. are using this method
in the war-devastated countries of
Turope. In Norway, the vaccination
has been made compulsory by law and
in Sweden and Denmark, all tuberculin

. i
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negative individuals are being vacci-
nated and though there is no law com-
pelling it, all are coming out to be
vaccinated voluntarily. Even in India,
this has been our experiencce both at
Madanapallee and at Delhi, where
vaccination has been started a few
months ago — (certainly enlightened
people in Sweden and Denmark and
also in Norway would not submit to
this vaccination blindly, because some
enthusiasts advocate this and wunless
they were convinced that this has de-
finite place in controlling tuberculosis.)

It is admitted that in smallpox,
cholera, plague, etc., vaccination and
preventive inoculation have got a de-
finite place, though these have not
eliminated the incidence of these dis-
eases in India. The question is what
the position in India would have been
these years, if these preventive
measures had not been popularised.
What is claimed for B.C.G. vaccine is
nothing more and nothing less. With
this difference, that in the case of
acute epidemic diseases, results can be
noted in a short period, while the ve-
sults of B.C.G. vaccination will require
10 to 15 years before it becomes evident.

The statistics which have been quoted
are only those scrutinised by statistical
experts and not the mere statement of
enthusiasts, We, in [undia, also propose
to observe controlled groups for many
years, - after vaccination, Accurate
data is being collected and arrange-
ments are already made with the
statistical department of the All 1ndia
Institute of Hygiene and Public Health
to analyse these data scientifically,
without being biased by the opinion
(I>f dﬁeld workers in different parts of

ndia,

To sum wup, it can be stated definitely

1. B.C.G. vaccination has proved
definitely of use in the control of
tuberculosis.
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2. It has passed the stage of ex-
periment. It i1s introduced into India
for the purpose of experimentation;
but controlled investigation will be
carried out in the course of the
following years to find out whether
the efficacy of the vaccine in Indian
conditions will be in any way different
from what is noted elsewhere.

3. It is a safe vaccination which
does not effect adversely the health of
any individual vaccinated.

4. The importance of the improve-
ment of the standard of living and of
environmental condition is great in
controlling the spread of the disease
in the country and it is advocated that
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all attempts are to be made to improve
these conditions and vaccination should
not be taken as a substitute for these
necessary improvements.

5. It is because the disease is spread-
ing rapidly in India” and the chances
for infection with poor housing,
nutrition, etc. are great that it is
specially urgent that the vaccination
should be used in this country on a
mass scale.

It is hoped that the enlightened
public opinion will co-operate whole-
heartedly with this effort and parents
and guardians in Madras will be as
eager to get their children and wards
inoculated as elsewhere.

(Lecture delivered in Madras on 15—2—1949, at the inauguration of B. C. G. Vaccination, Madras City)

CHANGE OF ADDRESS

DR. R. P. HARAN L.M.P. from Trichinopoly to Krishnarayapuram.
DR. N. S. MUKANDA RAO from Puliyampatty to Thalavadai Post

{Coimbatore Dt.)

DRrR. T.R. RAMACHANDRAN from Natchiarkoil to Jayankondachola-

puram., Trichy Dist.

PRESS NOTE

The Superintendent, Ceylon Government Quarantine Camp, Thattapparai has
brought to the notice of the Registrar, Madras Medical Council that t.he signatures q.f
Registered Medical Practitioners who issue vaccination ?.nd other certlﬁcateg for emi-
grants abroad do not tally with their name as entered in the M?.dras N{edzca.l Reglsf-
ter and that considerable difficalty is being experienced by them in checking such verti-

ficates.

All Registered Medical Practitioners are advised in the interests of all concerned

to give their Registration Certificate Number and their name as entered in the certifi-

cate of registration below their signa
to intending emigrants.

ture when issuing vaccination and other certificates
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ABSTRACTS FROM THE CURRENT MEDICAL LITERATURE

PRESENT STATUS OF THE PEPTIC
ULCER PROBLEM—S. Allen Wilkinson—
J. A. M. A.—Nov. 1948.

Peptic uicer is a classic example of a
somatic disease which is greatly influenced
by and possibly precipitated by psychic
factors. All physicians have been impres-
sed by the close relationship between ner-
vousness, anxiety, worry or psychic trauma
and the acute exacerbations of ulcer but
we are apt to forget the admonition of
Jordan that there may be a somatopsychic
as well as a psychosomatic interplay. The
typical spring and fall exacerbations with-
out obvious precipitating causes may re-
sult in worry, anxiety and nervous tension
which in a sick person bring about family
quarrels, business worries, fear of losing
a job or other problems that are sure to
aggravate any symptoms the unhappy
victim may have.

The principal changes in the manage-
ment of peptic ulcer in the last decade
have not been primarily changes in diag-
nostic methods, but in the handiing of the
ulcer after the diagnosis is made. It is
not the purpose of this paper to discuss the
symptomatology or routine diagnostic
methods that we all use, but rather to
describe some of the problems in diagnosis
and management.

To fail to find an ulcer when it is pre-
sent deprives the patient of adequate treat-
ment when he most needs it-in the early
stages of the ulcer. Jordan has properly
said, * Clinical experience tends to show
that peptic ulcer is too infrequently diag-
nosed rather than too frequently diagnosed.
On the other hand, it is not proper to
diagnose a peptic ulcer on the basis of
history alone; the presence of the ulcer
should be carefully verified by every means
at our disposal. Incorrectly calling a
functional digestive disturbance an ulcer not
only results in improper treatment, but it
also wrongly labels the patient as having
a disease that, later, may cause insurance
companies or future employers to refuse
to insure or to employ a person who is a
good risk, to the serious detriment of the
patient's economic status.

Not only should roentgenograms he emp- .

loyed in every case, but careful fluoroscopy

is even more important. A small ulcer on’
the lesser curvature high in the media of
the stomach would often be missed with-
out careful fluoroscopic ohservation after
a swallow ingestion of thick barium.
Often by fluoroscopy antral spasm can be
differentiated from a prepyloric malignant
condition. A tiny, but persistent, deformity
in the base of the duodenal cap can be
verified by fluoroscopy when it can only be
suspected from the roentgenograms. Pal-
pation during fluoroscopy may be the
only means of identifying a persistent fleck
in the jejunum, the site of a jejunal ulcer.
Such an ulcer may be tender, and the
patient is often able to put his finger
exactly over it at the time of the exami-
nation. The same finger point tenderness
may be found present over an ulcer penet-
rating the posterior wall of the stomach
or the duodenum, but this is not often
the case.

An ulcer in the first portion of the
duodenum beyond the duodenal cap can be
recognized on the roentgenogram by a
narrowing with a definite dilatation of the
duodenum distal to this narrowing. At
one time these areas were said to indicate
duodenal spasm, but they represent actual
ulcers. In fact, this narrowing may be
all that can be found in the otherwise
obscure bleeding ulcer. Roentgenograms
of many of these patients following
hamorrhage in the wupper part of the
gastro-intestinal tract have been accom-
panied with a report of * normal stomach
and duodenum, " when the finding of the
constriction might have given the clue to
the actual location of the ulcer.

The laboratory data are helpful but never
diagnostic. In particular too much reliance
should not be placed on the presence or
absence of gastric acid. While it is true
that ulcer never occurs in the presence of
true anacidity, it is also true that an
occasional aspiration of gastric contents
may f_a1l to show acid even if an active
ulce}' 18 present. The old dictum that a
mallgnal}t gastric contents may fail to
ghow acid even if an active ulcer is present
is not glways correct. The old dictum that
a malignant gastric condition produces
achlorhydria is not always true. In 43
per cent of our cases of proved gasttic
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carcinoma free acid was present in the
stomach ; hyperchlorhydria was present in
12 per cent.

Gastroscopy is now time tested and
proved as a valuable adjunct to diagnosis,
but its limitations are well known. By its
use, one can often determine that an
ulcerating lesion in the stomach is benign
or malignant. However, the borderline
cases may be just as difficult to determine
from their gastroscopic appearance as from
the roentgen appearance. In addition there

- are a number of blind spots where a fairly

large lesion might be completely invisible.
At the Lahey Clinic, my associates and I
have found there has been a singular
paucity of cases of gastritis, both atrophic
and hypertrophic, are obvious, but my
associates and I believe that in many of
the borderline cases gastritis is not present,
but simply day to day variations in a
normal stomach. Gastroscopy will often
show a small, incompletely healed gastric
ulcer after the niche has completely
disappeared on the roentgenograms.

Management of Patients with ulcer.
Modifications of the old Sippy diet have
proved most satisfactory, and we still
prefer hourly fesdings of milk and cream
during a three week period of hospitaliz-
ation. Nentralization of gastric acid is a
prerequisite of good treatment. Diet alone
will not adequately control the pain or
hea! the ulcer. Sippy powders are not
used routinely, preference being given
to aluminum hydroxide., We have had
little success with the use of magnesium
products. All of them, in doses adequate
to control the acid, cause enough irritabi-
lity and -spasm of the colon to prevent
their continued use.

Synthetic resins in finely powdered form
theoretically offer the advantages of alu-
minum hydroxide without its dxsadvantage
of aggravating constipation. _Act-uglly in
about half of our cases in which it _was
the only neutralizing agent used the patients
said that they felt no better or felt that
their pain was increased.

Protein hydrolysates and amino acids
have a place in the management of ulcer,
but they do not contribute directly to.the
healing of the wulcer. The debilitated
patient, the patient who 'hag been'on a
deficient diet, the starved patient will all
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benefit from accessory feedings, including
protein hydrolysates, just as they henefit
from an extra allowance of vitamins. Many,
and prohably most, patients with ulcer,
however, have been on adequate diets ;
they are not debilitated, and they have no
protein deficiency. In this group accessory
teedings of the protein hydrolysate type
are costly, wasteful and unnecessary.

Enterogastrone is still in the experimen-
tal stage. Until a sufficient number of
cases have been studied for a long enough
time, it would be premature to try to
judge or appraise its use in therapy. We
have used enterogastrone in a small series,
but are not yet ready to comment on our
results. Bercovitz and his associates re-
cently reported on a series of intractable
duodenal ulcers treated with an extract of
pregnant mare's urine. It seems certain
that some new and valuable form of hor-
monal freatment will emanate from the
many investigations now under way at the
instigation of the Committes on Paptic
Ulcer fostered by the American Gastro-
enterological Association.

Management of Patients with Gastric
Ulcer.—The medical management of pati-
ents with gastric uicer has become a touchy
problem. Some of our surgical collegues
have stated that all gastric ulcers should
be treated surgically. They base theijr
arguments on the following premises:
(1) It is impossible to distinguish a benign
from a malignant ulcer, clinically, roent-
genographically or surgically; (2) the
mortality of resection in skilled hands is
less than 2 per cent; (3) recurrence of
gastric or gastrojejunal ulcer after resec-
tion for a gastric ulcer is rare and practi-
cally does not occur, whereas after resec-
tion for duodenal ulcer both gastric and
jejunal ulcer not infrequently recur.

The follow\ing comments oppose the
foregoing arguments; 1. It is possible in
most cases to differentiate clinically and
roentgenographically between benign and
malignant lesions. The percentage of
malignant ulcers occurring on the lesser
curvature of the mediums of the stomach
in a young person (under 35) is extremely
low. To sacrifice most of the stomach and
permanently to change the digestive
physiology in this large group to remove
the rare malignant ulcer is an over use of
caution. The prepyloric ulcer in an older



18 ABSTRACTS

person may justifiably be regarded as a
surgical problem from the start. In the
younger group, however, frequent roentgen,
checkups, gastroscopy and careful checking
of stools for occult blood will furnish satis-
factory evidence that healing has taken
place. If an ulcer fails to heal in three
to four weeks, that should be considered
sufficient evidence to justify operation.
It the ulcer heals but recurs at any time
in the future, operation should be performed
immediately without further treatment.
Every patient treated medically for ulcer
should be followed carefully and checked
by roentgenogram yearly or oftener for
the rest of his life. 2. Even though the
operative mortality rate in skilled hands
is low, the morbidity rate after a subtotal
gastric resection is still high: neither the
mortality nor the morbidity rate is lower
in less gkilled hands and all physicians
see patients who never feel entirely well
or normal after such operations. Jordan
and Smith have recently written that only
in 3-2 per cent of their patients with ulcer
selected for medical management did a
malignant condition develop in a five year
foilowup period.

Management of Patients with complic-
ations of ulecer — The most common
complication of ulcer is obstruction. True
obstruction is a surgical problem, but
many ulcers produce a temporary blocking
due to edema and spasm. The truly obs-
tructing ulcer can be differentiated from
the apparent one by a procedure of drain-
ing the stomach through a nasal tube.
Malted milk, amino acids and antacids
are introduced hourly. The tube is clamped
for half the time and allowed to drain
into a bottle below the bed for the other
half. This procedure will decompress a
dilated stomach, will relieve pain prompt-
ly, and, if the cause of the obstruction is
not due to scarring, the pylorus will relax
in twenty-four to forty-eight hours, allow-
ing food to pass through freely. Those
patients do not require surgical manage-
ment, and if they are properly treated the
obstruction will not recur. If the obstruc-
tion persists more than seventy-two hours,
operation is indicated. The ulcer may
seem better temporarily, but obstruction
returns as soon as the patient is up and
about. ,

Hemorrhage, the next most common
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complication, is the easiest to diagnose
and the most difficult to treat satisfactori-
ly, either medically or surgically. The
patient who has had two or more gross
hemorrhages in our series has a small
chance of dying but an unenviable chance
of recurrent hemorrhage in spite of medical
management (80 per cent.) and a greater
than suspected chance of recurrence after
subtotal resection (29 per cent).

Intractability is given as a reason for
operation on ulcer, but the definition of an
intractable ulcer varies from group to
group and even from physician to p}!ysman.
We have tried to make a distincm(.m bet-
ween the intractable ulcer and the intract-
able patient. It is often the latter, who
refuses to stop smoking, who makes only
desuitory efforts to follow a diet, who
co-operates poorly with any form of treat-
ment who helps to make up the large
group of patients in whom treatment for
ulcer has been a failure. This applies as
well after operation as before.

Vagotomy versus subtotal resection—For
years we have realised the shortcomings
of subtotal resection as a treatment for
ulcer. It does Mot guarantee freedom from
Tecurrence ; it is a major surgical proce-
dure associated with some mortality and a
larger morbidity ; it is not always posai-
ble to remove the ulecer if it is duodenal
one, The operation imposes a major
physiologic readjustment, and if it is not
well done various unpleasant consequences
ensue. If the anastomotic stoma is too
big, the dumping syndrome is disabling
and impossible to treat. If the stoma is
too small, the gastric stump, which has
little peristaltic activity remaining, empties
too slowly. The patient complains of
fulness and discomfort long after a small
meal. As a result of inadequate intake,
he loses weight and quickly loses the
psychologic “lift"” which first developed
with the knowledge that at last he was
getting rid of his ulcer, Postoperatively
small intestinal adhesions may occur and
cause partial obstruction. If- recurrent
Jejunal ulcer occurs it presents both the
patient and the surgeon with the vexing
question, “ Now what? "

With the advent of vagotomy it was
hoped that many of these difficult problems
would be snlved. Theoretically the patient
was left with an intact stomach and a
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desirable anacidity. Actually, the operation
does reliove the pain of ulcer dramatically
in 88 per cent.of cases. Unfortunately the
hoped for anacidity is difficult to attain.
Postoperatively the gastric motility is so
seriously impaired that most large groups
have abandoned transthoracic vagotomy in
favour of subdiaphragmatic vagatomy
combined with gastroenterostomy. It is
the belief of some thoracic surgeons that
the ramifications of the vagus nerve in
the chest are sn diverse that it is next to
impossible to get all the fibers. Dissections
of cadavers have shown that in many
instances major bundles of the vagus nerve
enter the stomach through the esophageal
muscles. It is now known that peptic
ulcer does recur or that it may fail to
heal following vagotomy. There are re-
ports that ulcers have progressed until
perforation has occurred, being completely
without pain up to the moment of perfor-
ation.

At the Lahey Clinic over 90 vagotomies
have been performed, 8 of which were
transthoracic and 82 the remainder, sub-
diaphragmatic. In the majority of the
subdiaphragmatic group, we have combined
vagus section with subtotal gastrectomy.
It is too soon to evaluate final results, but
a recent review of 62 of our cases of
subtotal vagotomies combined with sub-
“total gostrectomy showed that the vogo-
tomized patients had more complaints,
more severe complaints, longer duration
of complaints and just as many recurrent
ulcers as those in a smiliar group who
had undergone subtotal gastrectomy. Ttis
for these reasons that we are skeptical of
the permanent effects of vagotomy and
are placing most of our reliance on sub-
total gastrectomy. The one condition for
which vagotomy alone might be considered
ig the recurrent jejunal ulcer following an
adequately high subtotal gastric resection.

Postoperative management of the patient
with ulcers—Operation, whether it be
wastroenterostomy, subtotal resection or
vagotomy, does not relieve the internist of
his responsibility. If we have had any one
fact firmly impressed on wus, it is the
necessity for meticulous and long-continued
posioperative management of the patient
with ulcer. The tendency of the patient
who has followed a diet and has taken
antacids more or less faithfully for a long
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time and who at last undergoes an operation
is to 'say to himself, '* No more diets or
medicine for me, My ulcer is gone and
I can eat and drink what I like.”” Nothing
could be more incorrect. If he is to
prevent recurrent ulcer, it is the duty of
the physician to impress on his patient
the need for long-continued care and ob-
servation. The patient should be instructed
that he must not smoke; that he must
not drink, at least until it can be proved
that he has permanent achlorhydria, and
that he should follow a careful dietary
regimen. If his investment of time, of
money, of pain and discomfort to reach
his present position is explained to him,
he will usually cooperate intelligently and
well. It is largely in the group who fail
to take these lessons seriously that the
recurrences will be found.

Summary and Conclusion—Peptic ulcer
presents a diagnostic problem chiefly with
regard to the detection of small or obscure
duodenal lesions. The therapy of ulcer
offers a challenge to the patience, the
acumen and the ability of the practitioner
and the surgeon alike. The preoperative
preparation and the postoperative dietary
management of patients with ulcer sub-
jected to operation are equally important,
It is not yet proper to speak of any patient
who has had ulcer as cured.

* ¥k

* ¥ %
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NECK PAINS—Z£ E. N. T —November
1948.

From time to time practitioners of the
Otorhinolaryngological speciality are called
upon to diagnose and treat a variety of
disturbances in the neck or referred to the
neck. Neck pains may occur in cervical
arthritis, myositis of the neck muscles,
psychoneurosis, and during a siege of
hypertonicity of the neck muscles, to
mention a few important conditions,
Although injuries to the neck are common,
most people are inclined to forget the jn-
cidence unless pain and stiffness persist,
Months or years after an injury, soreness
or stiffness of the neck may be the first
indication of impending difficuities.

Some years ago the earliest human case
of cervical arthritis was found to be in
the cervical spine of Neanderthal man
(40,000 B. C.) Today, it is believed that
pain in the head, neck or shoulder, which
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is aggravated by movement of the neck
as a result of stretching, straining, sneezing
or coughing is frequently due to arthritis
of the cervical spine, especially in middle-
aged people and in older groups of in-
dividuals, Some medical men maintain
that about one-third of all early morning
headaches attacking the lower part of the
back of the head in these age groups are
caused by spinal arthritis.

Headache from arthritis of the cervical
spine almost invariably begins in the lower
part of the back of the head, spreading to
the temples as it increases in severity.
Muscle stiffness, tenderness and soreness
at the base of the skull are additional
complaints, Although flexion and stret-
ching of the neck aggravate pain, beuding
the head backward and stroking the neck
often give relief. Cervical arthritis is
usually associated with arthritic changes
elsewhere in the body. X-rays of the
cervical spine are helpful in confirming
a diagnosis,

The successful treatment of cervical
arthritis depends on the promptness and
vigor with which it is instituted. Because
there is no specific therapy, efforts are
made to increase a patient’s resistance and
well being., Many patients with arthritis
suffer from fatigue and for such individuals
a few days in bed permits reserve energies
to be assembied and directed into recon-
structive channels. In occasional instances
of over weight, reduction of weight should
be instituted. The use of vitamins in
the treatment of arthritis is purely empiric ;
some persons get a psychologic lift while
taking vitamins, and in this event, vitamins
bave a limited function.

In general, drugs play a small but im-
portant part in the treatment of arthritis.
For the control of pain, no drug appears
to stand up as well, month in and month
out, as salicylates. Although not without
certain dangers, injection of gold salts has
been found beneficiali in select cases.
Occasionally, a small drink of whisky or
some other alcoholic hbeverage will brighten
the end of the day and give relief from
pain to a worn-out arthritic sufferer.

Physical therapy in the form of heat
and massage increases circulation in the
affocted site and preserves the muscle tone
as far as possible. Nearly all people
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afflicted with arthritis find comfort in the
use of heat applied to the affected parts.
The results are sometimes most encour-
aging when heat is accompanied by massage
skilfully applied. Otherwise it is quite
possible to do more harm than good. As
far as concerns heat, care must be taken
not to hurn the skin. As a general rule,
massage should bhe administered by a.
trained masseur or technician. Massage
should not be attempted on any person
whose arthritis is in a highly painful
stage. At this time forced motion of the
neck is to be avoided. However, on other
occasions light rubbing can sometimes be
carried out advantageously by an intelligent
member of the patient’s family, especially
?.fter that individual has had competent
instruction.

Aithough numerous persons have rigid,
hypertonic neck muscles and never suffer
from headaches, others acquire severe head
pains upon the slightest exertion. The
daily work of some individuals causes an
accumulation of pain-producing substances
in the muscles of the neck and back.
Hypertonic neck muscles may refer pain
to any region, but the pain is usuaily
occipital, radiating as far as the frontal
region and down between the shoulders.
Patients frequently exhibit an exacerbation
of pain in the late morning, which is re-
lieved by lunch, and then another exacer-®
bation of pain in the late afternoon, which
agaiu is relieved by the evening meal.

According to one student of the problem,
emotional tension and adverse life situutions
of aggressive, frustrated, anxious people
may lead to sustained contraction of the
head and neck muscles. Pain due to
sustained muscle contraction in combination
with emotional duress is influenced only
temporarily by sedation or pain-killing
medicaments, as a threatening situation
may persist for weeks, months or even
years. Obviously, such pains soon become
chronic. In these instances the physician's
main therapeutic effort is directed at im-
proving the relation of the patient to his
environment, by allowing him free and
repeated expression of his conflicts and
resentments, and by explaining to him the
nature of his dilemma and the basis of
his head pains.

For most cases of rigid, hyportonic neck
muscles, however, treatment gonsists of
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heat and massage. A skilful masseur
can frequently procure fine beneficial re-
sults by massage, heat and the promotion
of relaxation, In chronic states, it may
be necessary to employ other forms of
therapy, including stretching exercises,
counter traction through weights and
pulleys, bed-rest or chair-rest, immobi-
lization of the neck by means of a collar,
salicylates, and the injection locally of
procaine hydrochloride into the involved
muscles,

A type of head pain known to sufferers
for generations under one alias or another
is currently spoken of in medical circles
as “indurative” or ‘“myalgic.” In this
condition, it is possible to detect tender
nodules in the neck muscles of the patient.
In such individuals chilling of the bhody
or feet sometimes produces a painful
episode. There may also be an inability
to sleep in drafty rooms or in air-condition-
ed rooms and trains. The patient rarely
attributes his head pains to the true cause
which lies in the neck muscles.

Soreness or stiffness of the neck may
be the first indication of impending trouble
in individuals who have suffered a neck
injury some time before. This is parti-
cularly true if the four upper vertebrae
are involved. The vertebrae are always
suspected when maintaining a certain
position of the head for lengthy period of
time or when movements of the head
precipitate or aggravate existing headaches.
For example—poor sleeping posture may
produce pain sufficient to awaken the
sleeper; fixing the neck while typing,
knitting, sewing, reading or writing may
initiate a bout of head pain., The same
possibility is present when the driver of
an automobiie strains to see over the
steering wheel. X-rays are often helpful
in disclosing the causative factors.

Correcting faulty posture may effect a
cure. If head pains develop while reading,
the reading material should be held at eye
level. Raising the auto seat or sitting on
a pillow will frequently diminish the strain
when driving an automobile. By altering
the sleeping posture much can be accom-
plished in the way of relieving soreness
or head distress.

Because so many vital nerves and biood
vessels are crowded into the neck area,
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this makes the structures very vulnerable
to injuries. Distress is produced hy a
whiplash type of injury in which the head
is forcibly thrown forward or backward
with a recoil in the opposite direction.
A fall directly on the lead or a blow to
the upper part of the body may do the
same thing. Professional pugilists are
well aware of the pain encountered under
such circumstances. Various medicaments
as well as the wuse of traction are avai-
lable for painful neck injuries.

* % * *

DRUGS IN COUNTRY PRACTICE—
Dr, W. N, Leak, M. D.—The Practiticner—
November, 1948.

In writing this short article I have deci-
ded not to make it a purely formal ist of
drugs and their uses, but rather to indulge
in a ramble round the therapeutic country-
side, which may perhaps be more suitable
to the rural aspects of medicine. The
drugs chosen should be those which have
a wide application rather than being the
ideal for any particular condition. Whilst
this article deals mainly with emergency
drugs, I have added a few notes on Jess
urgent conditions, the fruit of 33 years
practice, which may be of help to those
practising in rural areas.

Drugs for the relief of pain—Pain is the
most common affection requiring urgent
treatment and it should certainly be relieved
unless this will cloud a diagnosis, for pain
by itself may jeopardize recovery, whilst
the patient who begins to feel better a
few minutes after his doctor has seen him
will be rightly gratified. Morphine, hypo-
dermically, or in many conditions morphine,
hyoscine and atropine, is most generally
useful for severe pain, although Pethidine
HCl (100 mgm.) ean often be wused with
benefit instead, especially in obstetric work
and when pain is due toc smooth muscle
spasm. By the mouth, Pethidine tablets
(25 mgm.), repeated as necessary, are usually
much better than morphine. unless it is
wished to check a diarrhoea, and they are
one of the few pain-relieving drugs which
can usefully be taken when the patient
has been vomiting or has acute indiges-
tion. Otherwise compound coedine tublets
(B. P.) are satisfactory in milder cases of
pain, but when there is myalgia or head-
ache in febrile illnesses the old compound
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aspirin lablet (N. H. L—aspirin 6 grains
0-4 gm., phenacetin 2-%4 grains 0-16 gm,
Dover's powder 2 grains 0-13 gm.) has not
been equalled by more modern introductions
for relieving aches and reducing tempera-
ture. Its mild constipating action is also
helpful in many of the diarrhoeic conditions
which are rather common at present.
Finally, I would commend compound phen-
acetin tublets (B P.) for the patients who
cannoct take aspirin or who have indigestion.
These tablets are also most useful for in-
fants and children ; a quarter of a tablets
every four hours for each year of age is
often a godsend for febrile or painful condi-
tions in these little patients.

This leads me to say that syrup of
chloral is a valuable addition to most
medicines for children who have to be
kept in bed. It not only makes things
much easier for their parents, but by
preventing restlessness it conserves the
patients strength and avoids many compli-
cations caused by throwing off the bed-
clothes and so getting chilled. For small
patients the practitioner should also carry
tablets of phenobarbitone soluble, V4 grain
(16 mgm.) which can safely be given to a
child of one year. They are useful as an
occasional sedative, whilst being of parti-
cular benefit in convulsive conditions.
Larger tablets, 1 grain (65 mgm.), are of
course, useful for adults, although for
inducing sleep soluble barbitone, 5 grains
(0-32 gm.) or more, is usually better. In
cases liable to need a stronger sedative I
prefer seconal sodiun.

Penicillin and the Sulphonamides—For
infections, penicillin should certainly be
available. In most cases, in contradistine-
tion to urban and hospital practice, on9
daily injection of 100,000 or 200,000 units
will usually give satisfactory results. Of
the sulphonamides I think sulphamezathine
is the most generally useful as no special
dietary precautions are necessary, and its
side-effects are so slight that it can be
taken by patients who are ambulant or
working. Children also tolerate it well.
For septic skin conditions, such as impetigo,
I have found nothing to equal an extremely
fine suspension of sulphathiazole (* mikra-
form " sulphathiazole) and it is fourtuna-
tely usually successful in the difficult
and dangerous skin infections of early in-

fancy.
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Some emergencies—Remedios [or cardio-
raszular emergencies are all too fow. Mor-
phine is essential for coronary thrombosis.
I have not found any marked benefit from
nicotinic acid either in coronary or cereb-
ral thrombosis, although fairly large doses
of potassium citrate combined with caffeine
do some good in the latter condition, even
though the pharmacological basis for the
use of potassium citrate is almost certainly
wrong. For the acutely failing heart noth-
ing equals cardiazol-ephedrine, which is
also most valuable in asphyxia neonatorum,
but it is only for emergency use until
digitalis, caffeine, aminophylline or other
requisite drug has begun to tako effect.
Capsules of amy! nitrite are needed for
angina pectoris and tablets of trinitrin for
slower but more persistent action. [t is
curious how many patients with hyperten-
sion feel more comfortable with a stomach
mixture of the bismuth type, and not a
few actually show some reduction of the
blood pressure after a time,

Although bismuth is now officially dis-
counted for dyseplic conditions it is, in
practice, most valuable in appendicular
dyspepsia, in which magnesium trisiiicate
usually fails entirely to relieve symptoms.
It to such a mixture (bismuth carbonate,
10 to 15 grains (0-65 to 1-0 gm.), magnesium
carbonate, sufficient to regulate the
bowels, and equal parts of peppermint
water and chloroform water) is added
about 60 minims (3-5 c.em.) of takadias-
tase solution, these patients will often be
able to enjoy a reasonably full diet with-
out restrictions and now that they can
obtain better medicine in the country than
they got in the towns (where pharmaco-
logical incompatibilities are perhaps more
regarded). Incidentally, dyspeptic patients
often do not do well on tonics but improve
on a bismuth mixture long after they are
able to do without it. When an acid
tonic can be tolerated I find that the
oqtmoded _strychnine and acid phosphate
mixture often gives better results than the
mixture with hydrochloric acid. It is
perhaps worth mentioning that practition-
ers often fail to get benefit from these
mixtures because they use such small
dgsgg of strychnine solution. Therapeutic
rl_lhll}sm 18 usually the result of therapeu-
tic timidity, and it must be remembered
that most formularies inevitably have
doses on the small side so as not to upset
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the sensitive patient, often so small as to
be unable to give the effect which a more
accurate dosage for each patient would
produce.

Every rural practitioner's bag should
contain one or two glycerin suppositories
—the children's size will suit most
patients. Also, a few morphine and
ipecacuanha lozenges for irritating cough,
insulin, of course, should be at hand for
diabetic emergencies.

Obstertic emergencies may need treat-
ment. | have already mentioned pain-
relieving drugs for Ilabour, cardiazol-
ephedrine for asphyxia, sulphonamide and
sulphathiazole for sepsis, so thers remain
the essential ergometrine and pituitrin for
hypodermic injection, and pituitrin reminds
me that adrenaline should be available
for dealing with asthma and other allergic
phenomena. KEphedrine or, better still,
proprietary preparations such as * asma-
dyn” or " taumasthman " will often check
a bad attack of asthma without the
careful watching required for adrenaline,
and without the danger of shock that it
very occasionally produces. Adrenaline
is also sometimes useful in dealing with
haemorrhage from a tooth socket or for
adding to a local anaesthetic. For dealing
with haemorrhage in the newborn a vitamin
K analogue, e.g. ' kapilon,” should always
be at hand as an emergency treatment.

Anaesthesia—Often in rural practice
wounds have to be stitched, and injection
round the wound edges of a local anaes-
thetic (novocaine is probably best) makes
the process vastly easier both for patient
and doctor. A surface anaesthetic is
needed for the removal of foreign bodies
from the eye. A solution of amethocaine
{anethaine) has the advantages that it

~does not dry the cornea nor affect the

pupil or accommodation. One of the
modern imitations of the original sedonan
is valuable for otitis media, but use of
these drops reguires more rather than less
care and vigilance 1in rural practice.
Indeed this caution applies to many of
the remedies mentioned because, just on
account of their efficiency, they can
mislead the unwaly with serious consequ-
ences, especially in the country where
supervision is difficult.

Conclusion The face and the pace—of

rural medicine is wonstantly changing.
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My father always said that a catheter
was the most useful thing he carried.
My grandfather, who always rode on
horseback, never left dental forces out of
his saddlebag. To-day I seldom use either,
The countryman is naturally conservative
but shrewd. It is better to use few drugs
and know them thoroughiy than to rush
after every mnovelty. Only so can one
acquire knowledge by which to appraise
the value of new introductions. Thase I
have mentioned have been tested on many
occasions and they can be trusted to
do their job. With ingenuity I can
pack them, and many others, into a 127
attached case, together with hypodermic
and serum syringes, ophtholmoscops, auro-
scope and Tycos sphygmanometer. This
case I carry everywhere, and with it
most emergencies can be met.

° ¥ # * * * %

SODIUM SALICYLATE IN RHEU-
MATIC FEVER—The Pnactitioner-Septem-
ber 1948.

As a result of his experience with 12
patients (9 adults and 3 children) with
rheumatic fever, James Reid (Quarterly
Journal of Medicine, Aprit 1948,) concludes
that his observations ‘‘strongly suggest
that in addition to the weli-known relief
of symptoms, adequate oral administration
of sodium salicylate can really cure the
disease ”. The criterion of cure was the
return of the erythrocyte sedimentation

‘rate to normal. In all cases the salicy-

late was given four-hourly from 6 a. m.
to 10 p. m. The adults received 2 gm.
each time, and in seven of them this was
combined with 2 gm. of sodium bicarbonate.
Two of the children were given 1-14 gm.
each of sodium salicylate and sodium bi-
carbonate on each occasion, whilst the third
only received the sodium salicylate (1-34
gm.) " Cure” appeared to depend upon the
maintenance of a high plasma salicylate
level (ie. 30 to 40 mgm. per 100 c.cm.).
As there was considerable variation in this
level, and in the speed of attaining it is
recommended that, to be effective, salicy-
late administration should be controlled
by frequent estimation of the plasma and
urinary salicylate concentration. From the
practical point of view, however, the uri-
nary excretion of salicylate is probably a
reliable enough guide, as it is a fairly
reliable index of the plasma cuncentration,
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and has the advantage of involving a sim-
ple technique. Attention is drawn to the
fact that, in spite of continued oral ad-
ministration, both plasma and wurinary
salicylate levels tend to fail after reaching
an initial peak level, and it is suggested
that the relapses which sometimes occur
during the course of treatment of rheuma-
tic fever with salicylates, are due to this
fall in plasma salicylate. Oral administra-
tion is considered to be as satisfactory as
intravenous administration provided an
adequate plasma level is maintained, and
it has the advantage of being less likely
to produce toxic effects.

The toxic manifestations of sodium
salicylate administration have been investij-
gated by J. D. P. Graham and W, A. Parker
(Ibid., April 1948) in a group of 40 patients
with " rheumatic diseases, acute and chro-
nic"” and 30 non-rheumatic convalescent
patients. Toxic manifestations occurred in
58 of these, and it was found that “a
plasma salicylate level of 35 mgm. per
100 c.cm. occurring in the first seven days
of salicylate therapy appears to be the
point above which the more alarming toxic
symptoms appear.” One case of fatal
generalized haeemorrhage occurred in a forty-
one year old woman with rheumatoid
arthritis who received 10 gm. of sodium
salicylate in litre of normal saline intrave-
nously, daily for four days, followed by
10 gm. of sodium Salicylate and 10 gm.
of sodium bicarbonate daily by mouth.
Death occurred on the second day of oral
administration. It #as found that the
occurrence of tinnitus, deafness, nausea and

transient vomiting indicated that the plasma

salicylates were approaching 35 mgm. per
100 c.cm. The vomiting induced by sodium
salicylate is attributed to a central action,
although a local irritant action on the
stomach is probable.  Hyperventilation,
which is controlled by the simultaneous
administration of sodium bicarbonate, is
attributed to reflex stimulation of the res-
piratory centre through the afferent fibres
of the vagus nerve.

* * *
* * * * A w

DIABETIC COMA—-Dr. R. H. Micks,
M. D.—B. M. J—July '4s.

Dr. Micks outlines in detail the method of
treating cases of diabetic coma practised
very successfully by Dr. Root at the New
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England Deaconess Hospital in America.

Root treated 188 cases between 1-1-40.

and 1-1-46 with only 6 deaths, and 55
cases with no deaths from 1-1-46 to 1-1-48.

It is possible to bring about striking
improvement in from 3 to 6 hours by
constant hard work and attention at the
bedside. The main factor in bringing
about the striking improvement is [nsulin,
Two other measures are also important—
Gastric aspiration and intravenous admi-
nistration of normal saline (without glucose.)

Four points> are of fundamental impor-

tance:—1. It is the insulin that cures
diabetic coma though other measures are
necessary which are not however curative,
2. Insulin resistance increases so long as
the coma remains inadequately treated,
3. the bemeficial effect of an adequate
dose is usually clinically manifest, as a
rule, in 15 minutes; if a single dose of
insulin fails to produce an obvious improve-
ment in 15 minutes, the dose was obviously
grossly inadequate. 4. If what may later
prove to be a needlessly large dose be given,
a lapse into hypoglycaemia is not to be
feared until after the clinical improvement
that is bound to follow a more than ade-
quate dose, has taken place.

The required dose varies greatly. In an
early case start with 100 units; if no
improvement is obvious in half an hour
give 100 units every half hour tiil improve-
ment is obvious. If patient is unconscious
start with 500 units and be ready to give
more after an hour.

Note: These are no doubt heroic doses ,

and the B. M. J. editorially comments on

this point, but is ‘not prepared to pass”

judgment on what has given eminently
good results at the hands of a skilled and
experienced physician. (Dr. Root) '

If at the end of the first three hours a
.striking change for the better does not take
place the sauds are running out and the
dosage of insulin must be condemned as
grossly insufficient and very much more
be given. At the end of 6 hours in nearly
every case the patient is ready to eat and
drink and is exultant in spirit.

In nearly every case of coma, the sto-
mach is usually dilated and this condition
must be promptly attended to, otherwise
there is risk of life. As soon as the ini-
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tial dose of insulin is given a stomach tube
should be passed and at least half to one
pint of the contents aspirated. These are
black in severe coma, brown or pink in less
gevere cases, and may not be tinged with
blood at all. If gastric aspiration is omitted
the patient on regaining consciousness may
hecome restiess vomit a few ounces of
black coffee-coloured liquid and within a
few minutes marked dyspnoea and cyanosis
-supervene resulting in death. Post-mortem
examination will show gastric contents in
the respiratory passages.

Every case of moderately severe diabetic
coma needs from 2 to 4 litres of normal
saline in the first few hours, If the B.P.
has falien to a low level, 2 litres will
quietly restore it. Root emphasises the
need for intraveneous saline until urinary
excrédtion hegins, in cases of complete
anuria. The initial 2 litres should be given
fast enough to be delivered in an hour.

Glucose-Saline must not be given instead
of normal saline by the intravenoug route.
Glucose solution should not be given to

drink as this increases the dilatation of .

the stomach.
T.N. S. R.

* * *
* ¥ * * * ¥

PENICILLIN—Adrenaline-oil emulsion—
Schiveiz—Med. Woschr—Apr. 1948.

Essellier etal report good results with the
use of a new preparation * Intracillin”
consisting of 300,000 units of Penicillin
G with 0-3 mg. adrenaline in 1 ce. of
sesame oil. The addition of adrenaline
prolongs the action of penicillin. The in-
jections are less painful (than Beeswax and
arachis oil combinations) no special wide-~
bored needle is required and abscesses do
not form. It is given in a single daily
injection of 600,000 units until the tempe-

ABSTRACTS 95

is comparable to 3 hourly injections of
aqueous solution of penicillin. The injec-
tions of Intracillin must be given strictly
intra-muscular into the gluteal region.
T.N.S, R.

* * *
* % - * % * %

A NEW ANTACID FOR PEPTIC
ULCER—A4pst. World Medicine—Sept, 1948.

Drs. Kraemer. writing in Post-Graduate
Medicine Dec. 1947, reports favourably on
the use of a phenol form aldelyde conden-
sation product “ Amberlite A. R. IV " in
preference to the commonly used antacids
(which have the disadvantage of causing
constipation or diarrhoea). He tried this
resin on 90 patients with peptic ulcer and
found it had a neutralizing power for
gastic juice, less than that of calcium
carbonate but greater than that of Alumi-
nium hydroxide. The dose of the resin
was 45 to 6 grms. per day in divided
doses, and was given for 1 to 15 months ;
the usual uicer treatment was also given,
85 per cent of the patients were kept
symptom free on this regimen. The resin
is non-toxic and has no unpleasent reaction.

7. N. 8. R.

¥ * *
* % * % * ¥

SULPHANOMIDE THERAPY—
J. A. M. A. Sept. 1948.

The use of sodium bicarbonate in con-
junction with sulphonamide compounds is
strongly recommended in order to increase
the solubility of the drug in the urine.
The fluid intake in all patients who are
taking sulpha drugs should be sufficient to
produce an urinary output of atleast 1500
to 1800 cc. (50 to 60 ounces) during a 24
hours period, when the urinary output
is adequate and the reaction of the wurine
is alkaline, the risk of renal complications
from the sulphonamide drug is greatly

rature touches normal, when 300,000 units reduced.
are given daily for 2 to 4 days. The effect T.N.S. R.
FOR SALE

British Encyclopaedia Medical Practice 12 Volumes with up to date

cumulative supplement and annual surveys. ’
4 office of the *Miscellany”, Teppakulam Post,

can be inspected at the

Books in new condition and

Trichinopoly. Price Rs. 300/- Original price Rs. 750/-



INDIAN MEDICAL COUNCIL ACT

As a sequence to the deputation that waited on the Hon'ble Rajkumari Amrit Kaur-
Health Minister to the Dominion Government, at Daslhi on 3-4-49, Dr. P. A. S. Righavan,
the President and Dr. D. V. Venkappa the Joint Secretary, South Indian Provincial
Branch of the I. M. A. interviewed the Hon: Sri. A. B. Shetty, M. L. A., Minister for
Public Health with the Government of Madras, on 30-4-48, at the Secretariate, Madras,
and received the following elucidation to the questions raised by them.

1. The Government of Madras had previously recommended to the Central Govern-
ment, that the Indian Medical Council Act might be so amended that there should be an
All India Medical Register in which all qualified practitioners of the modern system of
medicine i.e., graduates, licentiates, and others would be entered in the alphabetical order
as in the Madras Medical Register and give due representation to the licentiates on the
Indian Medical Council. The Madras Government would again reiterate their sugges-
tions now.

2. The Government do not favour the idea of starting medical colleges themselves
on the pattern of the Royal College of Physicians and Surgeons in England, but would
prefer to have only University Colleges."

3. Adequate facilities would be given to Licentiates to take the condensed
M. B. B. S., course till 1952.

4. Claims of Licentiates for appointment as Basic doctors in Primary Health Cen-
ters when started within a range of 5 miles where a Rural practitioner has settled down,
will be considered.

5. The delay in giving effect to G. O. No. Ps, 2301 dated 7th July 1948 is due
to the following of the usual procedure, but would be expedited.

6. The Government would favourahly consider the question of promoting Asst.
Surgeons Class I to Class I after 10 years of service, In the meanwhile out of
about 100 vacancies of Asst. Surgeons Class I, except a few posts of specialists or
teaching cadres, the rest will be filled by promotion of Asst, Surgeon Class I[, immediately.

7.‘ The issu.ing of vaccination certificates to emigrants by private practitioners
- and the}r countersignature by Government Health and Medical Officers, when neces-
sary, will be considered by the Government and necessary action taken thereon.

The same evening the President and the Joint Secretary called on Sir A. Laksh-
manaswamy Mudaliar, the Vice-Chancellor, University of Madras, and had a long
discussion with him. He very kindly promised to forward his views to the Dominion
Government on the amendment of the Indian Medical Council Act which were iden-
tical with the views of the Madras Government,

‘Sir A. L. Mudaliar also promised to provide adequate facilities for as many
licentiates as possible to take the condensed M. B. course in the various Medical
Colleges in the Presidency.

It is expected that licentiates desirous of taking this course would have been
exhausted by 1952. The condensed M. B. course will be of 2 years duration for
Licentiates and 18 months for Ex. army licentiates and the D M.S, licentiates, and
will commence in two sessions in a year, one in January and the other in July.

P. A.S. RAGHAVAN
D. V., VENKAPPA

GOVERNMENT OF MADRAS

PUBLIC WORKS (INFORMATION AND PUBLICITY) DEPARTMENT

PRrESS RELEASE

Duted Fort St. George, the 3rd May 1949
[Practitioners of Indian Medicine]

[Orders on use of ‘Doctor’ Modified.

T rnment of Madras have directed, in modification of their order,
dated ll\ﬁ[lgrgx()v;g, 1949, that practitioners of indigenous system‘s ‘(_)f n'leéhg}lln('a,‘
who have obtained the L.L.M. qualification, etc. and who have 1eg3§teleb eir
names in class A of the Register of Pra_ct1t1oners of Inghap mfadlun,e, e %ex('i-
witted to style themselves as * Doctors* without the abbreviation Ilndt 1;;)lrow e'
they affix their qualifications to their ‘names, and mdl'cz;t‘e tha ‘1‘ey ax:
Registered Practitioners of Indian Medicine. If the qualifications are no
indicated, the abbreviation *Ind.” should be used.

[Zssued by the Director of Information und Publicity (in-charge.)]

MULTI-VITAMIN Deficiencies

New Combination of more

ESSENTIAL VITAMINS than
‘B’ Complex alone

YITAPAN fulfits 2 Tong felt need of 2 preparation bf'mhda'

overalt deficiencles of emential vitamins. The 8 Complex p‘::..

although the most important, is alone not sufficient u'm"'
rements of all cases of multi-vitamin deficiency.

requit ts i

contal the B Complex greup in combination
s ot mbu: “n jally the two new vitaminge
i P Y

;f::ins-hnuic acid (anti grey factor) and VYitamia X

(gram Juice factor ). YITAPAN ches provides the moft comprehemive
mesm lor multivitamin therapy.

Detailed litersture on request from
Ciple, Byculls, Bomboy 8.

‘[IPLA" REMEDIES OF SUPREME QUALITY

Agoents for Madras Presidency : -
The Medica! & Chemical Coy. Ltd, 256, Thambu Chetty Street, G.T., Madras.
e
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(compound)

ANTI-ANAEMIC-ALTERATIVE

A general tonic contalning proteolysed liver,

ron and vitamins of the B Group.

For treatment of nutritional deficiencies,

general debility and varions types of anaemias.

¢otalled literature from the makers :

Pt

CJQ/)"(‘
SARABHAIX CHREMICALS

(Phormaceutical Diviston)

Barod
3 Atmedabad
SHILPY
$C (Med) ¢
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BRAND
tablets and powder
of
magnesium trisilicate compound sara

L'

A soothing preparation for general use in hyper-acidity of
the stomach and particularly for the relief of pain in
gastric and duodenal ulcers, Silma is available in the form

of tablets and powder.

Each tablet of Silma contains (2} grains of Magnesium Trisilicate
Sara, |} grains of Magnesium Carbonate, | grain of Bismuth Carbo-
nate and smalil quantities of a few essential oils added as flavouring

agents. Silma powder also contains these ingredients in the same

proportion,
MODE GF ISSUE:
SILMA tablets are supplied in bottles containing 25 and 100 tablets.

SILMA powder is supplied in cartons containing 100 grams.

Magnesium Trisilicate Sara used in these preparations fully conforms
to the standard of U. S. P. and British Pharmacopeia Addendum
and is manufactured in India by Sarabhai Chemicals (Fine Chemicals

Division}).

detailed literature from the makers:

1

SARABHAI CHEMICALS

(Pharmaceutical Division) .
g A&
Baroda, Ahmedabad
SC (Med) 10 SHILPL
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We are today sending to our dealers
ample stocks of ¢ DEXTROSOL '—purest
anhydrous dextrose B.P. Your pati-nts
should now have no difficulty in obtaiuing
‘DEXTROSOL’. Whenever the indicativns
are for treatment with dextrose, ithe
physician knows that he can safely

P prescribe.

., R . i é{"
Purest Anhydrous Dextrose B. P. I3
( Pure d-glucose powder ) / ’

P, O BOX3%4, BOMBAY

CORN PRODUGTS CO. (INDIA) LTD |



ODDS & ENDS

A wooden leg is not inherited, but a wooden head is.

* - -
LIRS * ® LI

The essential cause of Alopacea Areata is psychological. A patient was
¢ fed up’ at living in his mother-in-law’s house, but the acquisition of a house of
his own cured his depression and his alopecia—From The Practitioner.

-
. = LN 4

-

Music is recommended as an adjunct to dental anaesthesia to reduce the
amount of nitrous oxide intake and its attendant oxygen deprivation. It is also
said to help smooth induction of anaesthesia, abolish retching and vomiting and

facilitates recovery from the anaesthesia.
»

- *
. . » .

_ About 957 of all the doctors in Norway are members of the Norwegian
Medical Association, which issaid to be “ the strongest trade union in the country.”

- *
L

.
. e

In Adelaide, Australia, a bachelor has bequethed Rs. 350,000 for a
Maternity Home for young women who have erred for the first time—but not on

any account for the second time.

»

-
. %

-
. %

» »

It is said sendentary work lessens a man’s resistance. The more he
sits, the less he can stand.

[ ]
» * L
a » . o * »

This name board was seen in a New Delhi street, * Dr..c.......... children
specialist. ™ :
Q.. Q'I D*l‘

Seen in a country newspaper: “Owing to the crowded condition of our
columns, a number of births and deaths are unavoidably postponed until next

month.”

-
-

I had the same disease myself

Doctor: Don’t be impatient my friend.
and am alright now.”
Patient: “Can you kindly give me the address of the doctor who cured you ?”’

- » *
. 2 - . ®

“1 am anxious about the health of my son.” }
“ Why, what has he got ?"
“ A motor-cycle. ”
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RESO-CALMT

(Calcium-Lacto-Giuconate with Vit. D))

An assimilable Calcium preparation with Vit. D. suitably sweetened
and put in the form of convenient tablets. Indicated in all cases of
Calcium deficiency. Reso-Cal-Vit gives excellent results in Menstrual
dysfunction, Pulmonary Tuberculosis, Bronchitis, Kczema, Pregnancy
and Lactation, Rickets, Urticaria, etc.

Fach Tablet Contains

Calcium-Lacto-Gluconate 5 grs.
Vitamin D. (Crystallin) 500 units.
Acid Tartaric 0-25 gr.
Acacia 0-20 gr.
Saccharin Purif. 0-06 gr.
Lactose to...... 10 grs.

RESOTONE

An excellent Nervine Tonic containing lron, Glycerephosphates
of Calcium, Potassium, Manganese, Caftein, Strychnine, and extracts
of Dates, Figs, and Grapes and reinforced with Vit. B,. In general
debility and nervous break down RESTONE has given very good results.
I taken continuously for some time Muscular and Mental Fatigue
vanish and bring Vim, Vigour, and Vitality to the Individual.

Manufactured by :

SOUTHERN RESEARCH LABORATORY,

Manufacturing Chemists,

MADURA.

Sole Distributor :

SP. M. MEDICAL MART,

15, East Chitrai Street,
MADURA.,

= -
Edited and Published by Dr. P. A. S, Raghavan, z. M. R.E. (Vienna,
and Printed at St. Joseph’s Industrial School Press,

) ’_I‘epp:_:kula m, Tiruchirapalii,
Tiruchirapalii.
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EW%%%%%% in the treatment of
SCABIES & PEDICULOSIS

O

in its effectiveness, ease of application and short
duration of treatmernt. 'ASCABICL' commends
itself to physician, nurse and patient.

SUPPLIES: In bottles of 4 fluid cunces and centainers of 40 fluid ouncos.
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N
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RBoscrictions

When patients ate to be sustained on
liquid diet, the addition of Dextrosol
supplies the energy so mecessary
during illness and convalescence, In
all cases for treatment with Glucose,
physicians can safely prescribe
DEXTROSOL—putest anhydrous
dextrosc B.P.

Dextrosol is easily obtainable at al

chemists and dealers:
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Glucose -~ e
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CORN PRODUCTS CO.

(INDIA) LIMITED

P.0. BOX 994, BOMBAY
Distributors :

South India PARRY & Co- Ltd, MADRAS.

Calcutta, Delhi, Kanpur
- M. G. SAHANI & COMPANY.
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, EXPERTS _

v

ARE

JONEERS IN THE
REPARATION OfF
NJECTABLES AND
IOLOGICAL

= "STANDARD
MIPHARMACEUHCAL WORKS LTD., CALCUTTA

THE MAKERS OF

VINHOLA AND LIVERGEN

ARE ALSO
THE MANUFACTURERS OF

SERA: VACCINES

AND ALL INJECTABLE PRODUCTS

BARIRRANN =
NN
oA 2R R

R OO

THEIR DEPENDABILITY RECOGNISED BY

THE GOVERNMENTS OF

INDIA, PAKISTAN, BURMA, SIAM, CEYLON AND EGYPT.

ADDRESS YOUR ENQUIRIES TO

STANDARD PRODUCTS LTD.

g : 67 SURESH SARKAR ROAD, CALCUTTA.
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il

vitamin cough syrup

Each fluid ounce of the preparation contains:

Pot, Guaiacol Sulphonate o 50 grs.
Ephedrine Hydrochloride .. 1.0
Tehpin Hydrate . 04
Ethylmorphine Hydrochloride .. 03
Sodium Benzoate .. 03
Chloroform .. 2.8
Glycerol .. 280
Vitamin C N R
Honey and flavouring q.s.

CALCIUM LEVULINATE-SARA adds to the curative value of the
preparation since it influences many respiratory diseases, relaxing
bronchial spasm and decreasing the secretion of mucosa of the
respiratory tract.

INDICATIONS.

Bronchitis, pneumonia, influenza, coughs, colds, whooping cough,
asthma and all diseases of the respiratory tract.

detailed literature from the makers:

&

Cama_
SARABHAI CHEMICALS

(Pharmaceutical Division)
Baroda Ahmedabad.

SHILP1 §C (Med) 7
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SURGICAL ASPECTS OF CHEST PAIN

BY

DR. R. MAHADEVAN, M.S, F.R.CS, (Eng.), F.RCS, (Edin.),

Professor of Operative Surgery, Stunley Medical College &
Surgeon, Stanley Hospital, Royapuram, Madras.

Introduction

In discussing this subject, my aim
is to stress in particular the surgical
aspects of Angina Pectoris. This
disease has victimised many celebrated
people. John Hunter died suddenly of
an attack of angina pectoris at a
medical meeting. Matthew Arnold,
his father and grandfather were all
victims to this disease. This condition
is responsible for a fair degree of
morbidity and a fairly heavy mortality.
It particularly affects and carries off
men in the prime of life, at a time
when they are most useful to their
families and to the society. Carefully
planned surgery can do much to reduce
this morbidity and mortality and as
such it seems worth the while to discuss
the condition in some detail.

The mechanism of pain (Parietal &
visceral).

The mechanism of pain in a frac-
tured rib or in pleurisy seems to be
straightforward and easy to understand.
At any rate, our knowledge of the
mechanism of pain in diseased condi-
tions of the parietes is fairly good, but
regarding visceral pain it is far from
satisfactory.

The parietal pleura receives its nerve
supply through the intercostal nerves.

The mediastinal pleura and the central
portion of the diaphragmatic pleura,
both in its peritoneal and pleural as-
pects are supplied by the phrenic nerves.
Pain sensations are conveyed through
these. The pain referred to the shoulder
tip in pathological conditions of the
diaphragm and adjacent viscerae is too
well known to require elaboration here.

The extreme periphery of the diap-
hragm about 2 or 3” from its insertion
to the ribs is supplied by the lower six
intercostal nerves. Consequently when
these are irritated, pain is felt in the
lower thorax, in the lumbar region or
in the abdomen.

Experimental investigations show no
pain sense in the visceral pleurae.
When the parictal pleura is irritated,
sharp pain is felt at the corresponding
spot, due, supposedly to the rich nerve
supply from the intercostal mnerves.
These sensory Iimpressions are more
easily located in the anterior and lateral
aspects than in the posterior. (Graham
and others, 1935). The vagus and the
sympathetic take part in the inner-
vation of visceral pleura. However as
already stated, no pain sense can be
detected in relation to the visceral
pleura. The existence of the intrapul-
monary nerve fibres carrying sense of
pain is doubtful. Nevertheless the fact
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remains that some patients do complain
of pain deep within the chest, exactly
describing where they feel it. At
operation, pathological lesions are found
remarkably accurately corresponding to
the area described. It has been sup-
posed that any such pain fibres that
may be present come through the vagus
or sympathetic or both. [t must be
stated however, that our knowledge
regarding visceral pain in general and
of thoracic viscera in particular is far
from complete and several facts await
solution. In terms of spinal segmental
innervation, the bronchi and the lungs
are related to the 5th to 8th dorsal
segments,

The pain of Angina Pectoris

Much of what follows is from the
writings of J. C. White and others and
those interested in the subject must
peruse theiroriginal articles. The heart,
like the abdominal viscera, had first
been thought to be devoid of pain sens-
ations. Centuries ago William Harvey
had made very interesting and impor-
tant observations. In a patient under
his care, who had survived a severe
wound to the chest with the heart
exposed, Harvey had noticed that
touching, pricking or pinching the
heart did not evoke the slightest sens-
ation. Heat, cold and vibrations too
are not percieved in the heart or vis-
ceral pericardium. In a patient of mine,
now in the wards, in whom the heart
is clearly seen through an opening in
the chest wall, made for cautery pneu-
monectomy to drain a badly infected
congenital cystic lung, the above state-
ments have beeny verified in the main
and. found to tally with Harvey’s
findings. It is now known that elec-
trical stimmulation of the myocardium
evolves sensations, only when it pro-
duces extra-systoles.

However, each viscera has a peculiar
type of physiological stimulus to which
it responds. Thus, in the case of a
hpl’low. viccera like the intestines,
distension is the physiological stimulus,

[The Miscellany

In the case of the heart, myocardial
anoxia and abnormal products of mus-
cular fatigue cause pain. This is exactly
analogous to the intermittent claudi-
cation of calf muscles in Buerger's
disease or in other conditions where the
blood supply to the muscles is compro-
mised. This is what happens in the
pain of angina pectoris, where there is
a sudden substernal pain, radiating to
the left arm, back, neck, (sometimes to
the jaw), and sometimes to the right
arm also. Of recent years, improved
means of diagnosis and studies of post-
mortem findings have demonstrated that
in a large proportion of the cases
labelled chronic myocarditis, there is
evidence of coronary disease.

Fifty years ago Francois Frank,
Professor of Physiology in Paris, sug-
gested that sympathectomy could relieve
the pain of angina pectoris. But even
to-day some surgeons and physicians
hesitate to put the idea to the test and
cardiologists are reluctant to adopt it.
This conservative attitude is mainly
due to the unfortunate and mistaken
views expressed by Sir James Mackenzie.
He gave it as his considered view that
the pain in angina pectoris is a pro-
tective phenomenon and that it acts
as a salutory warning to the patient
when he is overexerting himself, It
thereby prevents an inadvertant over-
exertion. He also expressed, that it
would be very unfortunate if some day
a method of abolishing the pain was
found. It is now known that these
views are quite erroneous, but Sir
James Mackenzie's prestige and position
as a Cardiologist was so great that even
to-day the fearsexpressed by him have
not been completely dispelled. Con-
sequently, operations for abolition of
pain of Angina Pectoris, have not yet
come to be adopted as frequently as
they should be.

Pathways of painful sensation of heart
and sensory denervation of the heart.

For brevity and clearness, the barest
essentials are mentioned. The upper

Muy, 1949)

thoracic para-vertebral ganglia or the
corresponding posterior spinal  roots
carry the pain transmitting fibres from
the heart. These areas constitute as
it were a bottle-neck through which
all pain conducting axons from the
widely ramifying peripheral plexus are
funnelled before entering the spinal
cord (White & Bland, 1948). Consequ-
ently, all attempts at abolishing pain-
ful sensations from the heart aim at
an attack on the’ above structures, in
one of three ways, described below. 1f
successfully accomplished, no pain could
be induced, even by prolonged coronary
occlusion. Thus the operation produces
in effect, a scnsory denervation of the
heart.  Mackenzie’s fear that the
removal of the warning signal of pain
would permit the individual to damage
the heart by over exertion has not been
substantiated, because with ocerexcrtion
these patients develop a sense of con-
striction round the chest and dyspnoea
which serve as effective warnings.

The three methods of sensory dener-
vation of the heart are:—
(1) Chemical block.
(2) Sympathetic Ganglionectomy.
(3) Posterior Rhizotomy.

1. Chemical Block:—This is a very
useful method and least dangerous of
the three. It is particularly useful in
patients who have had  frequent and
recent altocks of coronary thrombosis
and are consequently poor surgical risks,
for anaesthesia and for any form of
open surgical intervention.

Technique of injection (White's tech-
nique) :—Fig. 1.

" Adequate preliminary sedation eg. 14
grain omonopon and 1/150 grain
hyoscine is very essential, as the fear
of being hurt by the injections might
in itself be sufficient to precipitate an
attack. The aim is to inject the upper
five dorsal ganglia on the painful side

(which is usually the left). Five long

needles are inserted (preferably under
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fluoroscopic control to cnsure accuracy
of technique) 4 em. from the midline

FiG. 1. Insertion of ncedle for injection of cardiac
nerves.

1. Needle inserted 4 cm. to left of spinous
process and tip in contact with transverse process
of vertebra. Depth marker has been set at a point
3 cm. from the skin.

2. Shank of needle has been rotated outward
and tip worked inward until at an additional depth
of 3 cm. it lies in contact with the side of the
verfebra and in close approximation with the gang-
lionated sympathetic chain. (From article by White
& Bland in Medicine, February 1948).

s0 as to strike the inferior border of
1st, 2nd, 3rd, 4th and 5th ribs. The
point of each needle is slipped just
below the ribs, and the needle then
inclined inwards and slightly down-
wards at the angle of 45 degrees to
the surface, and pushed on for about
9 ems. till the point is close to or in
contact with the vertebral body just
anterior to the head of the correspond-
ing rib. With the needle in this
position 5 c.c. of 1/ Novocaine are
injected through each needle. After
waiting ten minutes for ancesthesia
to develop 5 c.c. of 80 alcohol is
injected through each ncedle in turn.
Development of Horner’s syndrome
signifies a successful injection.

Dangers like injection of alcohol into
the spinal cord or into the arachnoid
space etc. are minimised with careful
technique and fluoroscopic control. 107
of patients develop aun intercostal
neuralgia but this passes off in the
course of about two months.

Mastery of the technique of injection
is well worth the trouble, because it
enables so many otherwise hopeless

4
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sufferers to obtain relief. Even if there
is a gradual disappearance of the
Horuner's sign and a reduction of the
initial vaso-motor and sudomotor para-
lysis, regeneration of the cardiac fibres
is less likely to take place.

SURGICAL ASPECTS OF CHEST PAIN
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ganglion. It is essential to follow the
chain downwards 10 1';1,_('Iu;de the third
thoracic ganglion. (KUNTZ).

This operation is best performed

through the posterior approach, with
the veseetion of the central end of the

White says that the velief of Ind rib and transverse process.

suffering and the general improvement
seen in so many of his patients have
convinced him that the method has a
valuable role in the treatment of later
stages of coronary heart disease with
intractable angina pectoris. It enables
so many otherwise hopeless sufferers to
obtain relief from their pain. They are
also free from the constant dread that,
the pain may come on at any monient
and this has mot only a very great
psychological value, but .also enables
the patient to go on with his occupation
may be with some care and guarded-
ness. They are able to lead happier
ond more active lives, and are no longer
threatened with addiction to morphia,
lack of sleep and worry which so often
are factors accelerating termination of
life by coronary occlusion.

2. Sympathetic Ganglionectomy
(Fig. 2).
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FiG. 2. Diagrammatic sketch of exposure of upper
thoracic sympathetic ganglia after re-
moval of central portion of second_rib and
retraction of pleura., (From article by
White & Bland in Medicine, February

1948).
‘This consists in extra-pleural resection
from the inferior cervical ganglion to
a point well below the third thoracic
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Posterior Rhiiotomy (Fig. 3)
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G, 3. Diagrammatic skctqh of appearance o('A
upper four posterior spinal acrve roots
and their point of division for relicl o_f
cardiac pain. (Ffrom article by White &
Bland in Medicine, February 1948).

The minimum number of posterior
nerve roots which should be sectioned
are the upper four thovacte on bqth
sides. The advantage of this (}pcru,tlon
is that the cardiac afferent fibres can
be cut on both sides at a single opo-
ration.

Selection of cases for surgical treat-
ment and factors deciding the type of
operation :— _

Surgical treatment of angina pectoris
chould be reserved for the group of
patients who atter adoquato  obser-
vation, cannot be controlled cffectively
on a medical regime. In such cuses
surgical intervention may actually pro-
long life by relief (_)f nain _a'nd
associated mervous temsion, by liding
him over a critical period of coronary
insufficiency, until there ts a spontane-
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ows improceinent (i myocardiol circula-
tion by the slow development of collateral
vessels. Such a development may be
a slow process, but appears to have
occurred in several recovered cases,
In numerous instances these patients
have been ultimately able to return to
work as their coronary circulation im-
proved, with only mild restriction of
activity and considerable reduction in
their weed for drugs. As regards the
choice of operation this may be
epitomised thus:—

1. Patients with a fair cardiac
reserve may be submitted to Laminec-
tomy and roots section with reasonable
safety. Thix operation is most logical
when the reference to cardiac pain is
bilateral.

2. For the more questionable risks
thoracic ganglionectomy is performed,
especially if the anginal pain is
unilateral.

3. For the poorest risks, that is,

those who have had repeated attacks
of coronary infarction with large

“hearts, and great reduction in cardiac

reserve, interruption of the nerves by
para-vertebral alcohol block may be
the only possible recourse.

Other possible methods for the relief
of anginal pain:—like total thyroidec-
tomy or Beck’s method of turning a
flap of intercostal or pectoral muscles
to adherc to the myocardium, or
dener}yation along the coronary arteries
have mnot become popular for various
reasons, and need not be further
discussed. O'Shaughnessy’s suggestions
of utilizing ‘omental grafts seems to
dgserve a more—extended trial andy is
likely to become a wmore frequently
adopted procedure.

Perhaps it is not out of place to
mention here that injections of testos-
terone propionate (25 mgms. twice
weekly, about a dozen as a course in
an average case) are said to have
very considerable therapeutic value.
Marked relief of symptoms and great

SURGICAL ASPECTS OF CHEST PAIN 5

increase in excrcise tolerance have
been brought about by this treatment
according to some reports. This aspect
will no doubt be discussed by the
physicians.

Now, let us pass on to a brief con-
sideration of the wvarious other causes
of pain in the chest.

Malignant growths and pain in the
chest :—

Statistics in countries where proper
records are maintaind, show an increas-
ing incidence of malignant growths
of the lung and indeed lung carcinoma
seems to rank in frequency next only
to cancer of the stomach or colon in
man, In a review of a large series
of cases, arranged according to the-
most prominent presenting symptoms,
cough was the first in order and pain
fifth. Thus in Oschner’s series the
order was as follows,

1. Cough 1007,

2. Haemoptysis varying
from a little staining
to a brisk haemorrhoe-

age 877

3. Dyspnoea 47
4, Sputum (mucoid or

- frothy) 647,

5. Pain 607

Records of other series also show a
very close similarity in the order of
frequency of symptoms. Nevertheless
the fact remains that pain has been
complained of in about 607, of the cases.
Indeed, such a frequent occurrence of
pain is uncommon in cancer of other
organs, except in late cases with com-
plications, There are two types of
pain in association with carcinoma of
lung which need to be distinguished.
“Pain arising from intrabronchial
neoplasm must be differentiated from
pain due to direct invasion of con-
tiguous structures. Pain arising from
the lung itself is not associated with
respiratory cycle as is the pain of
pleuritis. 1t is most often described
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as a constant dull ache deep in the
chest. The frequency with which the
actual position of the tumour as shown
by Roentgenography, coincided with
the location of pain in the chest wall,
as indicated by the patient was sur-
prising. In all probability pain docs
not arise within the tumour itself but
is a result of pressure on the bronchial
wall.  Persistent pain in the chest, in
the absence of inflammatory disease or
aspiration of a foreign body, shouid
always lead to careful investigation of the
respiratory tract. Pain down the arm
orin the chest wall, so characteristically
found in the so called “Superior sulcus
or Pancoast tumour” is, as a rule,
due to direct invasion of the ribs or
the brachial plexus or both. This
distribution of pain is considered a
very unfavourable symptom from the
standpoint of operability. (Reinhoff—
1947).

Pain in relation to pulmonary tuber-
culosis :—

Sometimes patients with pulmonary
tuberculosis complain of aching pain
or a senso of tightness in the chest.
Such symptoms can be relieved in
selected cases by phrenic crush or
avulsion. To quote Morriston Davis,
“The relief of such symptoms as pain,
aching drag, tightness round the base
of the lung, tachycardia when the
pericardium is involved by basal adhe-
sions, are amongst the most immediate
results of hemi-diaphragmatic paralysis,
It may have cousiderable influence,
also on cough and sputum. That form
of dry recurrent cough due to irritation
of the diaphragm is completely abolish-
ed, the bringing up of sputum is
facilitated by the expulsive force of
the abdominal muscles acting directly
on the lung and no longer damped by
the semi-rigid tonically contracted
muscles” (Morriston Davis—1930).

Pott’s diseage :—

It is important to realise that the
degree of pain in Pott’s disease may
be surprisingly slight for a considerable
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time. Patients have reported to hospital
having carried on their  strenuous
work till a few days before secking
admission and yot examination may
show unmistakable oevidence of the
discase.  The moral is that the slight-
ness of the pain and the fact that the
patient is still working should not lead
one to exclude Pott’s disease, Indeed,
some patients say they have no pain
but only a vaguo discomfort, more
intense at the end of the days work.
A pain or a mere discomfort persistent
over a long period, demands very care-
ful investigation before Pott’s disease
i1s excluded. :

Pott's disease of dorsal vertebrae may
give rise to vague complaints of pain
in the chest wall and in the early cases
when theve is no deformity and only
an_intercostal neuralgia (due to refer-
red pain) is complained of, the condi-
tion may be altogether missed. Indeed,
in these cases, pressure on the spinous
processes may elicit no pain or tender-
ness and for this reason a suspicion of
Pott’s disease even if initially enter-
tained may be excluded. But it is
important to remember that in such
cases pressure over the transverse pro-
cess of the suspected arca, i.e., to one
or the other side of the mid-line, by
causing a rotatory movement may reveal
bain and tenderness. These cases, even
in the absence of skiagraphic evidences
are best treated as Pott’s discase. Indeed
in some of these cases, wWhere the
skiagram appears practically mermal
but clinical features are suggestive,
examination of meterial aspirated from
the suspected focus (under fluoroscopic
guidance preferably) permits an aceur-
ate diagnosis of the nature of tho in-
fection. This is a procedure not unduly
difficult and deserves to be much more
frequently adopted than is heing done
now. Occasionally, organisms other than
tuberele bacillus “produce spinal lesions
indistingushable by symptoms and ro-
entgenographic findings from Pott’s
isease.  Aspiration of such foci gives
early and accurate information of the

May, 1949)

nature of the infection (Harris &
Coulthard, 1941).

Other miscellaneous causes of chest
pain.

While conditions like caries of the
rib, tuberculosis or othg:rwise; n.eod n({
special elaboration, caries of 1';1) 'u'n(
chest wall due to bacillus typhosus in-
fection scem to deserve special mention.
These cases come ,with an mdolfnt
swelling in the chest wall, more often
in close relation to the sternum and
resemble a cold abscess or a gumma.
A history of previous erzterlc fever,
(may be several years })cf(_)l'e, and 1}1
one of my cases the intection had oc-
curred twenty years pr.evmusly). and
a negative W. R. will give the clune to
the diagnosis. Culture of the pus in
two such cases revealed a pure growth
of typhoid bacillus.

Conditions like acute massive collapse
of the lung, spontaneous pneumothorax,
infarctions of the lung, ancurysms p‘t
the great vessels, syphilitic il();‘llvt.lb,
pericarditis, spinal cord tumours, thyro-
toxicosis, secondary dcpgsm duu1 to
neoplasms elsewhere, ca1:d10spa,‘sm,+ uu/o‘-
denal ulcer, diaphragmatic hernia, taboes,
fibrositis effort syndrome etc. are rtoo
numerous to be ind'i\‘fldually discussed.
But amoebic hepatitis, or abscess as a
cause of pain in lgwer right chegt ‘and
occasionally in left chest also) is com-
mon and should not b_e niissed., . I’n'deec_l,
it cannot be missed if the pps§1b1%1t¥ 1%
remembered. The only thing tha ;
would like to stress is that too mulcz
reliance must not be .plaoed onht 10
absence of a previous history o.f d}}be111d-
tery or diarrhoea. The dlagDOS}S s 1lou
not be excluded on that‘scmelalone.
Further, in every case ~of basa ] qng
abscess the possibility of an unde} y‘m‘D
amoebic infection being the p}g]lfn‘(\;
cause must ztlway§_be 1'(:)1110)11])\*16 _an.
even if the pOSS.lbll.lty is 1‘emqte‘ _1tn {1
particular casc it Is wise 10 'II)SU u i
a course of an'tl-zm.loebw ‘tl‘eﬁtmen
before any operation is undertaken.
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Infections of the gall'bladder may
sometimes be the underlying cause for
precardiac  pain  (simulating anginal
attacks in some cases, the so called
gall-bladder heart). In selected cases
removal of the infected gall-bladder
cures the cardiac disability. A'g;np_t'he
relationship between cardiac disabilities
and thyrotoxicosis is too well knowx} to
e discussed.  All that need be mention-
ed is that by the operation of thyroi-
dectomy in selected cases the relief of
anginal pain and recovery of cardiac
function is so gratifying t}lat fche
possibility of a diseased thyroid being
the underlying cause should never be
forgotten.

Treatment of fractured ribs by nove-
caine injection.

The best way to treat f}*actl}red ribs
is by mnovocaine inﬁltrz_itxon into the
painful area or by blocking the ‘rela.ted
intercostal nerves. A sn;gle 111]ect}on,
5 to 10 c.c. of 2, novocaine often gives
permanent relief though in some cases
it has to he repeated once or twice at
intervals. This s a wmuch better,
simipler and more comfortable method
than the time honowred one of strapping
the chest well. The rationale of the
method is as follows. The pain in
fractured ribs is not due to the rubbmg
together of the fractur_ed en.ds, for '1f
this were so the intensity of the pain
must be maximal at the height of
expiration. This however Is not the
case. [t is well known that the pain
increases during the inspiratory p_hase,
and the inspiratory movement of the
chest wall suddenly stops with a catch.
This is due to spasm of the related
intercostal muscles around the fractured
area. This spasm is abolished by novo-
caine injection, and the rvelief of pain
is not merely for a few _hours, bgt for
several days so that it practically
amounts to a cure. If pain recurs
carly it is a simple matter to repeat
the novocaine injection or if need be
proctocaine may be inJectqd, the effect
of which lasts longer. It is sometimes

3
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adv1sed that alcohol may be injected
but this should ncver be done,' as i£
may cause severe and intractable inter-
costal neuralgia. The time honoured
method'of strapping the chest wall
should in my opinion be no loneer
adopted as a method of treating fruct?u‘-
ed ribs. Stlzapping the chest, if it has
to be effective enough to immobilise
the ribs, has to be applied with such
great pressure and over so- extensive
an area that it is always uncomfort-
able. Indeed, in many cases even with
proper strapping the relief obtained is
not alw&}ys complete. Further, parti-
pularly in old men it hinders cough-
ing and cxpectoration and thereby
favours lung complications. No more
arguments are needed to show that the
method is better abandoned and the
simple procedure of novocaine injection
adopted. -

Conclusion.

~ 1. Surgery has a very useful place
in the treatment of angina pectoris
and deserves to be much more frequen-
tly adopted. than now. The indication
and contra-indications and the methods
available for surgery are briefly dis-
cussed.

2. The significance of pain in the
chqst in pulmonary neoplasms, and
various other conditions are discussed.

3. Variops other causes and aspects
of ch(_est pain and the therapeutic prob-
lems involved are mentioned.

Part of a symposium on “Chest Pain”—held at th
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4. Treatment of fractured ribs by
strapping  the chest wall must  be
abandoned. Novocaine injection of the
intercostal muscles 2t the fractured
arca, or relevent intercostal nerves is
the best. The rationale of the proce-
dure and the technique are detailed.
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GYNAECOLOGICAL DISORDERS OF MICTURITION

BY

DR, MI1ss E. MADURAM M.B., F.R.GS, MRCO.G,
Retd. Supdt. Govt. Victorial Caste & Goshu Hospital, Madras.

Introduction

The subject given to me to talk on
to-day is so vast and the time allotted
so short, that it is not possible for me
to do full justice to it in the bhrief
space of 20 minutes. T can do no
more than merely mention the gynae-
cological lesions that have their reper-
cussions on the bladder, urcthra and
other urinary organs, and adversely
affect the function of micturition. I
can certainly not be able to deal with
all the academic details of these
conditions, I shall only mention the
practical points that arise in the
handling of these lesions in the wards.

There is no organ in the female
which is so intimately connected with
the organs of reproduction as the
bladder, and its entering and exit
passages—the ureter and urethra. It
is then but natural that the bladder
should be subjected to a great deal
of stress and strain during labour and
in all the inflammatory and neoplastic
lesions of the female generating organs.
There is also no other group of organs
in the whole of the human anatomy
which produce such large and gross
tumours. Therefore, 1 say again that

it is but natural that these tumours

often weighing 10, 20, 30 ibs. or more,

should distort and deviate from their *

course, or compress considerably
the bladder, ureters and the urethra
and thereby bring about secondary
changes in the kidneys as well. In
most instances the function of the
urinary organs is interfered with by
their mechanical process, rather than

by any pathological lesion in them.

Therefore, I find it convenient to
classify the gynaecological conditions
involving the urinary organs by clas-
sifying them in the 4 main groups of

disordered function of micturition,
ViZe i—
I. Retention of urine.
II. Suppression of urine.
1I1. Irritability and frequency of
micturition.

1V. Incontinence of urine,

All four of these are most distressing
conditions in gynaecological practice
and the gynaecologist has to deal
with one or other of these every day
in the ward.

1. Retention of urine.

(i) The simplest cause of R of U
is spasm of the sphincter muscles of
the bladder and urethra which are
extremely sensitive to painful lesions
in the neighbourhood and often meets
with the condition when there is much
bruising of the wvulva in and around
the clitoris and the vagina in a primi-
para for 24-48 hours after labour even
when there is no actual tear of the
perineum and sutures. It may also
occur with gross wounds such as caused
by goring by a bull, rape, falling
on sharp objects from ladders and
chairs. Riding for hours also causes
similar spasm of the sphincters. In
all of these, very little treatment is
indicated except rest, application of
warmth, both to the hypogastrium
in the form of hot water bottle, and
to the injured parts; and, as the pain
and soreness in these parts diminish,
the spasm of the spincter relaxes.
Warmth to the parts may be applied
in the form of hot water bottle or
putting the patient on a bedbath and
pouring warm sterile or dettol. lotion
over the parts. Anything that needs
more treatment than this will be con-
sidered in the next group.



10 ‘ GYNAECOLOGICAL DISORDERS OF MICTURITION ([The Miscellany

(i) Presence of sutures in  the
n.ei_ghbourhood I8 a very comumon con-
dlt.lo.ll preventing the patient {rom
v91dmg urine, and is a little more
difficult condition to deal with, as it
is not found advisable to =it the
patient up with recent suturves. This
is most commonly met with after
repair of a lacerated perineum parti-
cu}arly after an instrumental delivery
with a great deal of bruising of tho
parts which are as much responsible
for the spasm of the sphincter as the
presence of the sutures. In the recent
puerperal cases the urine can often be
“expressed” by pressing on the hard,
well-contracted uterus which wusually
sits above the umbilicus riding on the
full bladder. Once the wurethra is
relaxed by the pressure from above
and the urine starts flowing the patient
is able to keep up tho action. Reten-
tion of urine is also a great bug bhear
after operation for piles and fissures
and pelvic abdominal. operations, even
where the bladder has not been handled
in anyway.

Many of these patients can be prop-
ped up a little without fear of damago
to sutures but there are some who on
account of abdominal sutures or ligature
of large vessels cannot be made to
sit up to pass urine and they need
some aid to help micturition. As a
rule this handicap is with the
nervous type of patients, who nced a
great deal of encouragement from the
doctors, even more from the nurses in
attendance. They need assurance that
there is nothing wrong to prevent them
from voiding urine, If, in spite of it,
drugs are needed to help there are a
number of antispasmedic drugs to help,
such as carbachol, doryl, prostigmine
trasentin and drugs such as pituitrin
to give powerful stimulus to the plain
muscle fibres of the bladder. I usually
order onc¢ of these injections where
the bladder is full, after the patient
has had a hot water bottle 1o the
hypogastrium for 14 hour or so, and
immediately after the injection the pati-

ent is put on the bedpan and told to try
hard. This is usually successful, if not
on the first day, then on the second
or third day when the soreness of the
sutures has eased a bit. If still not
sqcoessful, the patient is catheterised and
given encouragement that it will bo
suceessful  the next time.  There s
another little manoeuvre which T have
found useful many a time and have
used for a number of years now, with
consi(}erable success, and that is to
run in after catheterisation, through
the same rubber catheter, attaching it
to a funnel, 1 oz of acriflavine and
glycerine. The patient usually asks
for the bedpan within 2 or 3 hours of
this procedure and passes urine spon-
taneously. - I cannot tell you how it
acts. I can only surmise that the
glycerine causes o little ivritation to
the walls of the bladder and as soon
as a little urine collects, it provides
a powerful stimulus to the musculature
of the bladder to contract and cxpel
the urine. When once the patient
has passed even a little "urine by
hersclf it restores her confidence wonder-
fully and all is well after that. Quite
a }1u1111361' of obstinate cases also pass
urine spontancously after a hot soap
and water cunema on the 3rd day
after operation. I do not know whe-
ther it is the warmth communicated
to the sphincter of the bladder through
the rectum and colon or that the
patient just concentrates on expression
of the enema water forgetting all about
the function of the bladder. Whatever
the explanation is it works.

(iii) Now, I passon to a little more
difficult cause of Retention of urine
and that is the post-operative group’
where the operation, to a more or 1esé
oxtent, involved the bladder, urethra
or ureters. Of this group, the most
important is the anterior colporrhaphy
operation or an operation like
Fothergillis  vaginal  hystercctomy
where resettling the sagging bladder
Into its normal place forms an
integral part. Hero as you are
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aware, after dissecting up the anterior
vaginal flaps, the sagging bladder has
to be pushed up by blunt dissection,
with gauze and thumb which causes
a good deal of trauma to the bladder
musculature. I need hardly emphasise
the fact that the more gently this
pealing and pushing is carried out the
less the surgeon is likely to be hothered
with post-operative retention of urine;
use of fine catgut, less number of
knots, neat suturing of the bevator
ani-musecle under the pushed up bladder,
are all important factors in the sparing
of trauma to the bladder. In this
group of cases, it Is not merely spasm
of the sphincter but there is a certain
amount of paresis of the walls of the
bladder due to the trauma and most
gynaeccological surgeons are agreed that
a continuous drainage of the bladder
by an indwelling catheter for the first
48 hours helps the bladder a great
deal in recovering its tone and expul-
sive power. This is said to be better
than subjecting the patient to repeated
catheterisation. If after removal of
the catieter on the 3rd day the patient
is not able to void urine with the
usual means suggested~ in group
9 cases | have no hesitation in putting
back a fresh catheter and keeping it
in for another 2 days rather than
allow the patient to get into a nervous
and fretful condition by the fact of
not being able to pass urine. Usually
by the bth day, the patient is very
comfortable in the local operated area
and I have hardly come across a
patient who carried her inability to
void urine beyond this period.

Curtis, the American G ynaccologist,
recommends what he calls * Distension
Treatment ” for cases of persistent loss
of bladder tone in cases where there
has been considerable mobilisation or
denudation of the bladder, with impair-
ment of the nerve supply. He recom-
mends a daily distension of the bladder
with about 50 ce. of sterile water,
with the intent of ironing out the folds
and creases of the bladder. The same
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observations alse hold good for hyste-
rectomy by the abdominal route, where
hoth in subtotal and total hysterectomy
the bladder has to be pushed off its
attachment to the cervix and the
lower uterine segment with a swab on
a sponge holder. This heing a normal
attachment and there being a layer of
looge cellular tissue the pealing process
is much more casy than it is in an
anterior colpo-perineorrhaphy operation.
Even here gentleness of handling the
hladder is very essential and if one
occasionally meets with a patient who
cannot pass urine the first day or two,
it is due to spasm caused by the
abdominal wall sutures than due to
any paresis of the bladder due to
trauma.

In this group, it is hardly necessary
to talk about the complications of
micturition caused by injury to the
ureters for it takes the form of sup-
pression of urine.

IV. Next comes the group in which
retention of urine is caused by mechani-
cal compression of some part of the
urinary passage.

(«) The worst offender in this
group in the cervical fibroids unlike
fibroids growing fromn the body of the
uterns which naturally tend to rise up,
above the pelvis into the abdomen
Cervical tumours on account of their
site tend to remain imprisoned in the
pelvis. Restrained by the attachment
of the cervix to the pelvic cellular tissue,
they tend to grow circumferentially,
antil in the case of large growths they
press laterally against the pelvic walls,
and the lower pole projects further and
further downwards into the pelvic floor.
The obvious result of this type of
growth is the pressure effect on one or
both ureters, the neck of the bhladder
and the urethra leading to retention of
urine. Often there is a history of seve-
ral winor attacks of inability to pass
arine caused by a temporary sudden
increase in the size of the tumour caused
by congestion just before a menstrual
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period, or a long journey etc. A
few months ago, a cinema star was
aglmit-ted into the hospital with reten-
tion of urine after an all-night dancing
for the shooting of a picture. On exa-
mination it was found that she had a
fairly large cervical fibroid of which
she was quite unaware,  Apart {ron
sterility this was the first abnormality
that led to the discovery of the tumour.
Rest and warmth relieved the congestion
and after 24-36 hours in hed, the patient
was able to pass urine.

_ Large retroperitoneal fibroids growing
into the broad ligament, stripping up
the peritoneum, often cause distor-
tion of and pressure on the ureter on
that side.

' (0) Even a fibroid growing
from the body of the uterus especially
one on the posterior wall of the uterus
if impacted in the pelvis may cause
retention of urine by compression of
the neck of bladder or the urethra. Large
cervical and uterine fibroid polypi the
latter often with inversion of the uterus
are sometimes the cause of retention of
urine. These polypi are often as large
as a foetal head distending the vagina
and just as in the case of prolonged II
stage of labour, it is easy to conceive
large hard tumours- compressing the
urethra against the symphysis pubis.
(¢) Large ovarian cysts and
tumours rise into the abdomen and so
there is very little pressure effect except
a little irritability of the bladder with
frequency of micturition in the early
stages, but an ovarian cyst incarcer-
ated in the pelvis either as a result of
adhesions or impaction, will give rise
to compression of the neck of the
bladder or the urethra. Of the cyst
groups the s
(d) Parovarian cysts being
retroperitoneal and tending to strip up
the peritoneum of the 2 layers of the
broad ligament are the worst offenders
in bringing about pressure symptoms
on the urinary passages, and, according
as to whether they compress the urethra

or the ureters they cause either retention
or suppression of urine.  In the former
case bladder becomes so distended as to
torm acystic abdominal tumour compli-
cating the very condition that yvou have
been called upon to diagnosc. As u rule.
dlstvn{l('d bladder is tender on palpation
and gives a more superficial feeling of
Huctuation than a cyst. Also, 1 need
hardly emphasise the fact that attempt
should never be made to diagnose a
pelvie tumour in general or pelvie cyst
in particular without passing a catheter
first and emptying the bladder.

(e} TL and IT11 degree prolapse
uterus is not an uncommon cause of
retention of urine, the large hypertro-
phied _cervix protruding outside  the
yulva, 1s the compressing factor.  Sudden
imcrease in xize by congestion and
Qed'enm is often a determinising factor.
It is usually preceded by o history of
wcreasing  ditficulty in  passing urine
be;cause the wurethral orifice is at a
higer level than the whole of the bladder
which has sagged and the patient often
gives a history of having to lift and
push up the prolapse to be able to start
the act of micturition. Rest in bed
with the foot of bed raised, applicutior;
of hot'(-ompressus or of acriflavine and
glycerine to the cervix, drains off the
r)e(lematogs fluid and the patient is able
to pass urine after 24 or 48 hours in bed.
(1_ have often experienced considerable
difficulty in even getting a catheter
into the bladder when nurses cannot
catheterise tho patient. 1n such cases
[ leave the catheter in for a day 01:
two.)

(f) Large pelvic haematoceles
that are met with in ruptured or slmv]y
lealqng ectopic gestation is o very
consistent cause of retention of urﬁw
by nechanical compression  of the;
uret_hra and the neck of the bladder
In fact, it is such a constant sign th‘lf.:
the gencral practitioner and the gvnute—
colog@t should always pay s;\)ecia‘]
attention to it when they are called
upon to sec a woman of e'zu-ly pregn-
ancy who is not only seized with acute
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abdominal pain and signs and symptoms
of shock, but is also suddenly unable
to pass urine. 1 have observed it so
often that I have come to lonk upon
it as one of the confirmatory signs of
a ruptured or leaking vetopic gestation
with or without formation of a hacmato-
cele. When you open the abdomen, you
not only find the collection of clots in
Douglas’ pouch, but also in the wtero-
vesical pouch, so that the neck of the
bladder is surrounded by an annular
collection of clots. One is also struck
by the ease with which the putient
passes urine after these clots have heen
cleared during operation.

() When there is a large
Hacmatacolpos and haematometra re-
sulting from imperforate hymen and
retontion of viscid menstrual tluid the
bladder is pushed up, urethra is stretched
and pressed upon by the abnormally
distended vagina causing inability to
pass urine. Often when the monthly
and the growing tumour in the abdomen
has not been taken notice of the
patient first comes under observation
for acute retention of urine, Patient
passes urine with case when the hymen
has been incised and the viscid, chocolate
coloured fluid evacuated.

Treatment

In all of these mechanical causes of
compression [ need hardly emphasise
the fact that there is very little organic
change in the urinary passages beyond
distension and lifting up of the bladder
stretching and elongation of the urethra
and so thinning out of its walls, capable
of easy compression hetween the tumour
or blood clots and the hard S. Pubis.
There are also varying degrees of com-
pression, tortuosity and dilatation of
the ureters. Later on cystitis and renal
changes are niet with, if the obstruction
has been long standing. In the majority
of cases, retention of urine being absolu-
te patient cannot go on for long,
therefore all that is necessary in the
form of treatment, is to surgically deal
with the cause of the obstruction, after
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a fow days of rest in hed catheteris-
ation Sth hourly if necessary, or, if the
bladder is very much distended, by slow
decompression by an indwelling
catlieter.  Ju many cases, these few days
of waiting causes the congestion of a
fibroid to subside, a hypertrophied and
oedematous  prolapsed Cervix to
shrink, an wleer to heal before radical
surgical treatment can be directed to
the cause of the obstruction. On the
otherhand, there are a few cases where
nothing can be gained by delay as in
Cryptaunenorvrhoes or where the delay of
even a fow hours can even be positi-
vely dangerous as in Ectopic gestation.
Therefore each case should be consider-
od on its own merits. In the cases where
a few day’s delay is considered desir-
able urinary antiseptics and washing
out of the bladder may be resorted
to, if neccessary to bring ithe bladder
into a healthy condition.

A catalogue of the causes of reten-
tion of urine caused by compression of
the female wrinary passage cannot be
complete without mention of 2 impert-
ant obsteric conditions (I am sure you
will not consider it irrelevent to the
subject although the subject announced
is * Gynaecological 7 disorders of mic-
turition.) These 2 conditions are:

i. Retention of urine caused by retro-
verted gravid uterus and

ii. Retention of urine met within the
1I stage of labour.

i. Retention due to backward dis-
placement of gravid uterus. The earliest
and most characterstic symptom  of
this condition is dysuria, commencing
about the 12th—14th week, which 1if
the displacement is not corrected, be-
comes more and more pronounced until
there is complete retention, with or
without an “overflow incontinuence. ™’
The retention is believed to be caused
by the mechanical compression of the
urethra aund neck of the bladder by
the cervix which is directed towards and
forwards against the symphasis pubis.
But that is not the whole explanation
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of what happens, for apart from
cystitis which setg, and in most of these
cases, one meets with an acute form
of sloughing of the mucous membrane
of the bladder over the entire mucous
coat of the bladder which may be
separated and passed as a slough per
urethrum. This can only oceur as a
result of an acute compression of the
blood vessels and that is a more serious
effect of the compression by the dis-
placed cervix. The veins radiating
from the neck of the bladder are pres-
sed upon and the sloughing and an
acute form of septic cystitis invariably
follow.

1i. Inability to pass urine due to an
abnormal and prolonged pressure of the
presenting part during the Il stage of
labour and the consequent enormous
distention of the bladder, upto the
unbilicus or even higher is a well
known plhienomenon to  all  medical
practitioners. The bladder becomes a
completely abdominal organ and the
urethra hecomes so elongated that the
female catheter is of no use to reach
the bladder, therefore the male catheter
has to be used. It is often a feat to
catheterise such a patient when the
head is absolutely jommed in the pelvis
and it baffles a jumior medical officer
prior to the application of forceps. If
the distended bladder is not emptied
before delivery it is liable to be injured
in a number of ways, which will be
dealt with in the subject of fistulae.

I am not dealing with the subject of
obstruction to the urinary passage itself,
such as stone in the bladder, urethra
ete. for strictly speaking it belongs
to the realm of the general surgeon.
Besides, stricture of the female
urethra, stone in the urethra etc. are
very rare conditions. But I would like,
in passing, to say a few words about
a small lesion in the urethral orifice of
the female which causes disturbances of
micturition out of all proportion to its
size, particularly in women after the
menopause and that isa urethral carun-
cle. [t is a very painful condition,

occuring as a bright  red capitlary
exerescence  at  the urethral  orifice
cither  diffuse or as a vir(-ums('ril)(:d'
polypus arising from the posterior wall
;ﬁ t]lm m'o(ii]_llm. It is tender to touch,
ceds readlily, causes dyspareunia, ¢
most important of all, ?i;&n'i;l:n:]l(’rl,’fit:?,
later varying degrees of obstruction to
tl}p flow of urine with all its attendent
effects  such  as  chronic cystitis. 1
won’t_g() into its detailed pﬁtholotfy.
l)l}t will only mention the treatm(;]t;
If .pedunculuted and circumseribed,
excision and cauterisation of the base
with electricity or AG. No. 3 pencil, 01t
else it tends to recur. Recurring carnucles
should always be examined for malign¥
ancy. If diffuso, it may be necessary
to excise a ring of mucous membrane
(easier said than done.)

L. Suppression of urine due  to
gynaccological and obstetric conditions
s much raver than retention, apart
from to)_(zwmia of pregnancy, eclampsia
ete. Of these | canuot deal with in
a sketchy paper of this sort.

(i) Theoretically, large ovarian and
barovarian tumours and particularly
those mearcerated in the pelvis, should
cause considerable pressure on the ureters
and l)rmg about hydronepherosis and m
course ot time atrophy of the renal
subst:mcq. But in practice, one seldom
meets with total suppression of urine
even 1n cases of large tumours. One
often see one or hoth urcters very much
dlsplaped from their normal position
sometimes lifted up and coursing over
a tumour at other times even tunnel-
ling between 2 loculis of a tumour.
Although somewhat dilated and tortuous
they accommodate themselves remark-
ably as the pressure iy brought about
very gradually and only a mild form
of hydror_lephrosis is noticed in these
cases. If one urcter alone is affcctéd
the other kidny takes on compensatory’
}{ypertr(_)p_hy a_nd patient shows very
ittle clinical signs of renal damage.

N (i1) But the tumours which quickly
mvolve the ureters and bring about

May, 1949)

total suppression of urine and rapid
death are malignant tumours—carci-
noma of the cervix involving the
parametrium and base of the bladder,
sarcoma and adenocarcinoma of the
ovaries, retroperitoneal sarcoma  etc.
These quickly infiltrate the ureters and
surrounding cellular tissues and comp-
letely block them.

(iii) Post-operative suppression ot
urine is a grave condition and should
be distinguished from retention of
urine. It takes 2 forms—(¢) where the
suppression of urine results from ligation
of one or hoth urcters, an accident
which may occuy in such extensive
operations as  Wertheimis operation,
total hystercctory ete. because  the
ureter crosses from the lateral pelvic
wall to the bladder close to the uterine
artery; in vaginal hysterectory for
very large procidentia where the bladder
has completely prolapsed below the pel-

_vie floor unless very great care is exer-

cised to isolate the ureters, and in the
removal of very large pelvie tumours
such as cervical fibroids or parovarian
cysts, burrowing into or intimately
adherent to the cellular tissue of the
parametrium and lateral pelvic walls.
In these cases there isx absolute
suppression of urine from the very
heginning. In (b) post-operative sup-
pression it comes on more gradually,
due to prolonged operation and
anaesthesia, the condition is referred to
as “Renal shock.”

Recovery very rarely occurs with

complete suppression of urine, although.

it occasionally occurs, if the patient
lasts a week or more without urema,
with the formation of pelvic cellulitis
with abscess formation and the bursting
of a collection of pus and urine through
the vaginal vault and the establishment
of a uretero-vaginal fistula. In most
cases, it ends fatally. But in the case
of renal shock, a response of the
kidneys may be obtained by intrave-
nous infusions of glucose saline. or u
4.25/ solution of sodium sulphate, run
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in slowly by the drip method at the
sanie time ftrying other measures to
stimulate the kidnevs to secrete and
the skin to sweat so as to relieve the
strain of elimination by the kidneys
linseed poultices to the loins, hot packs
ete. These measures are successful only
in the mild cases of suppression of urine.
Decapsulation of the kidneys has been
recommended, but scldom done with
success.  Operative injuries to the
bladder in plastic vaginal operations,
chall deal with in continence of urine.

ITL. Irritability of bladder with
frequency of micturition. This is the
condition which we call Dysuria-painful
and frequent micturition («) it is mostly
met with in pathological lesions of the
bladder and kidneys such as cystitis,
stones in the bladder or kidney T. B.
of bladder or kidney new growths ete.
(b) It is met with in the female in all
pelvic inflammations such as salpingitis
pelvic cellulitis ete.  Dysuria is also met
with in the preliminary stage in almost
all the cases of retention of urine
caused by gynaecological lesions that
we have already catalogued. It is only
very rarely that complete stoppage
occurs suddenly without a period of
painful and frequent micturition.

‘d) while on the subject of
irritability of the bladder 1 must say
a few words about frequency of
micturition without any pain. Here
again 1 will exclude conditions such as
Diabetes Mellitis, Diabetes insipidus ete.
The painless gynacological frequency
of micturition is the result of the
reduction in the capacity of the bladder
1o hold water so that the patient has
to void urine frequently (i) this
occurs as a physiological symptom in
early pregnancy till the 12th week
until the uterus begins to rise above
the S. pubis by the pressure of the
gravid uterus on the fundus of the
bladder. Again during the last few
weeks of gestation, the same thing is
repeated by the pressure of the
presenting part as it decends into the
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pelvis, (i) pressure of pelvic tumours
such as fibro-myomata, ovarian tumouwrs
ete, also have the same effect (77) a third
example is the frequency met with in
cases of cystocele, where the sagging
bladder is unable to hold the usual
amount of urine.

IV. Incontinence of urine Can
be classified as true and false. The
main feature which distinguishes the
false from the true is that in false,
urine is retained in the bladder and
the incontinence only occurs when the
bladder is full, while in the truc
bladder is completely empty.

(i) False or Partial incontinence,
There are many cxamples (¢) The
nocturnal enuresis of young girls when
the urine is partially voided during
sleep may be due to simple causes such
as thread worms, rickets or may be
psychopathic,

(b) 1t is very common during
carly puerperium due to retention of
urine and dribbling from overflow.
[t particularly happens in nervous
patients, those with sutures or much
bruising of the parts,. due to instru-
mental delivery. [ncomplete emptying
of the bladder is common in these
cases, due to (physiological) atony
of the bladder muscle and spasm of
the urethral sphincter with the result
that the residual urine goes on collect-
ing and by the 3rd or 4th day, bladder
becomes overdistended and then the
dribbling starts. When the nurse hag
been reporting the patient as having
passed urine, suddenly mnotices and
reports dribbling about the latter half
of the first week, the condition
simulates a case of V. V. I'. At this
stage the doctor makes a careful exami-
nation and finds the distended bladder.
It should not be considered as a mild
affair, for not only does it, in a puer-
peral patient lead to acute cystitis,
but also the puerperal uterus whose
involution has been retarded by the
distended bladder, falls an early prey
to infection from the neighbouring septic

bladder and a very serious form of
puerperal sepsismay result. Kxpressing
the wurine by pressure and catheterising
a few times to empty the bladder
where residual  arine is suspected and
all the other measures already enume-
rated to encourage the patient to pass
urine may be resorted to.

(¢y Stress incontinence  The ninst
common injury to the urinary tract
resulting from parturition isoverstreteh-
ing and tearing of the spincter of the
bladder. This injury causes a partial
incontinence of urine, paticnt complain-
ing of involuntary escape of urine on
sneezing, coughing, laughing or strain-
ing of any sort.  During the night
while she is at rest in bed there is no
leakage of urine. This condition often
develops during the first fow weeks of
puerperivm and is known as stress incon-
tinence. It may also develop gradually
as the anterior vaginal wall and the
Hoor of the urethra begin to sag more
and more developing into the proirusions
rk‘nown as cystocele and uretherocele.
I'he cause of the incontinence is laxity
of the sphincter at the bhase of the
bladder due to relaxation of the pelvie
fascia which attaches the splincter of

_the neck of the bladder to the hack of

the symphasis pubisin front and to the
anterior wall of the vagina posteriorly.
Thq stretching of this fascia and the
sphincter is specially prone to follow
forceps delivery, without taking care
to emplying the bladder fully before-
hand, or, if any portion of the
anterior vaginal wall is dragged down
in front of the presenting part and not
pushed up above the head during cx-
traction with forcepts. lven in a
spontaneous delivery this iujury may
occur, if the lower section of the ante-
rior vaginal wall is allowed 1o he
pushed down in front of the head, in-
stead of being drawn up as the head
descends.

, . :

I’rgr{tment of stress incontinence. The
condition is very difficult to eradicate
even by operative means. Various
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forms of plastic operations have been
devised to tighten up the sphincter
muscle.  The simplest is 1o dissect off
a diamond shaped area roughly one
inch wide from the vaginal mucous
membrane at the junction of the urethra
and bladder and then with fine catgut
sutures to pull the stretched fibromus-
cular tissue from cither side and sutur-
ing it in the middle line.  The edges
of the mucous membrane are then umted_.
The procedure also forms a part of ali
plastic operation of anterior colporrha-
phy, the apex of the wedge shaped
flap excised should always include the
pouch of urethrocele, and the muscle-
fascial layer of suture which is intro-
duced to keep the bladder pushed up,
should be countinued forwards under the
urethra, so as to form a tight septum
between the urethra and the vaginal
wall.

True or complete incontinuance of
urine is present in the following cases :-

(i) Congenital Ectopia vesicae.

(ii) The various forms of urinary
fistulae.

(1) Vesical (a) Vesico-vaginal—the
commonest.

(b) Vesico-cervical (also called cer-
vicovaginal fistula because urine dribbles
from the bladder through the cervix
and escapes by way of the vagina)

(2) Urethra Urethro-vaginal.

3y Ureteral (a) Uretero-vaginal
» (b) Uretero-cervical.

Causation may be divided into struight
(i) Obstetric injuries. (ii; Injuries during
operation (iii) Ulcerations (a) Simple
ulceration-stone in the bladder or for-
gotten pessary (b) Malignant ulceration
“carcinoma as or bladder (¢) Specific
ulceration-lympho granuloma inguinale,
tertiary syphilis and etc.

(i) Obstetric trauma to the urinary
passages :--1f the distended bladder is
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not emptied before delivery, especially
in forceps delivery, 1t may he injured
in a number of ways, Bladder may be
torn directly or a deep tear of the
anterior vaginal wall may involve the
base of the bladder, ov a tear of the
bladder near the trigone may lead to
tearing of the ureter, resulting in either
vesico-vaginal or uretero-vaginal fistu-
lae. Such injuries are particularly
liable to happen if an attempt is made
to rotate the head in a case of occipito-
posterior with the aid of forceps. That
is why manual rotation of the head
with subsequent application of forceps
is considered a very safe procedure.

Tn all the above injuries, or where
the use of a sharp insfrument such as
a perforator or a breech hook has per-
forated the bladder, urine starts drib-
bling immediately after the delivery
and is discovered within o few hours.
A much more frequent form of injury
to the bladder wall is the ischaemic
necrosis of the anterior vaginal wall
and the adjacent bladder wall brought
about by the prolonged nipping of these
soft parts between the hard head and
the symphasis pubis which occurs in
cases of obstructed labour. One is very
familiar with the phenomenon of the
patient commencing to dribble urine
from 5 to 10 days after delivery, when
the sloughs begin to separate.

(i1 As regards urinary fistulae that
occur after gynaecological operations
1 have already mentioned injuries to
the ureter where occasionally patient
may survive with the formation of a
uretero vaginal fistula. Injuries to the
bladder may occur in a number of ways.
Occasionally the junior nurse sending
the patient to the theatre may have
forgotten to empty the bladder, or the
organ may fill up with a lot of urine
even in the few minutes of waiting
outside the theatre. Therefore, in all
pelvic operations where the abdomen
has to be opened below the mubilicus
it is wise to keep a catheter in during
the operation. Or even the normal
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bladder may be opened into above the
S. pubis—also in cases of large pelvic
tumowrs bladder may be lifted abnor-
mally high. In addition to keeping a
catheter in at the commencement of
the operation, another precautionary
measure is to incise the peritoneum
nearer the wmbilicus and then extend
it downwards. (Kree oozing of blood
in the suprapubic region not the
haemorrhage from a cut vessel, but a
general oozing—ought to warn the
surgeon that she 1is close to the
bladder.)

Bladder may also be ecasily injured
unless you are very careful, during the
raising of the vaginal flap or in the
pushing up of the bladder by blunt dis-
section during the operation of colpo-
perineorchaphy performed cither as the
sole operation or as a part of Forther-
gills operation or of vaginal hysterec-
tomy. One has to he very caveful of the
direction of the point of the blunt point-
ed scissors. Bladder may also be injured
as mentioned alrcady when it is pushed
off the lower segment of the uterus and
the cervix during the operation of
hysterectomy by the abdominal route;
if the pushing is done roughly of it
may be accidentally opened into while
removing very burrowing and adherent
tumours. In both abdominal and
vaginal injuries the rent in the bladder
may be easily repaired by 2 layers
of sutures a catheter should be kept
in for a few days as in V.V.F. opera-
tions. Only very seldom does a
fistula occur, either suprapubic or vagi-
nal.

Treatment—For all of these various
forms of fistulaec there are a variety of
operative procedures, by far the best
being plastic repair. There are several
ingenious methods of repair, the simplest
and the most popular being the raising
of vaginal flaps from the neighbour-
hood of the fistula separating the
vaginal wall from the bladder over
as wide an area as possible, suturing
the fistulous orifice by invaginating the

bladder wall and building up many
layers of the submucous tissues as possi-
ble, all without tension, hefore closing
the pared edges of the vaginal flap.
An indwelling catheter and keeping up
the spirits of the patient, the {oot of
whose bed is raised a foot high are the
important points in the after treatiment.
For those cases that have very little
pliable tissue in the neighbourhood of
the fistula, flaps may be raised from
far and near, from the labia and even
from the thigh and abdominal wall.
Then, there are certain ingenious ways
of closing either a portion of the vagi-
na so as to convert the fistula bearing
portion of the vaginal into a cul-de-sac
of the bladder or even of complete
closure of the vagina, partial or comp-
lete colpo-cleisis.  For the latter, there
must be an RV as well. There are
also methods of repairing  the  fistula
through the suprapubic route.  Last of
all a few years of comfort and dryness
may be provided for these unfortunate
sufferers by transplantation of the ure-
ters into the colon provided there is
no R. V. F. or a complete perineal tear,
converting the rectum into & combined
receptacle for urine and faeces.

(it Urinary fistulae are common as
a result of ulceration simple.,, malignant
and specific.

(a) Best cexamples  of Aistule
formation as a result of simple ulce-
ration are met with stones ulcerating
through the bladder and vaginal walls
and ulcerations caused by forgotien
pessaries which are embedded into the
vaults of the vagina and ulcorate into
the bladder. Seldom are wood apples
seem nowadays. Prognosis is fair in this
type of fistula. The forcign body or
stone is removed, a few days are given
to get the bladder into a clean condition
an;i plastic repair of fistula is carried
out.

(b) Various forms of venereal,
ulceration have a tendency to destroy
the floor and sphincter of the urethra
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the worst offender being the very stages of carel

chronic form of ulceration that is met
with in lymphogranuloma ingumq](‘.
Anorectal syndrome ; even the operation
of transplantation cannot be periomed
for these unfortunate people as the
sphincters of the annus m‘e‘also d‘estro‘_v-
ed and there is no sphincteric grip.
Tertiary syphilitic ulceration 1s a ]«;ss
common plienomenon. Of these the
specialist on venereal diseases will sprak
in detail. Therefore I need not say
more.

I shall close now by saying a few

words regarding the fistule formation
that may be met with in advanced

Paper read at the 3rd South Indian Provincial Conference Madras,
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noma of the cervix when
the base of the bladder and anterior
vaginal wall have bheen 'mvolved by
the growth, primary carcinoma o‘f the
bladder may also uleerate througn the
vagina although it is muech more rare,
for the patient seldom lasts long enough
for this distressing condition to dev.elop.
In carcinoma of cervig, fistula of the
bladder may also be brought about as
o rosult of application of rvadium due
to insufficient screening between the
needies and the anterior vaginal wall
I need hardly say that there is ab§olute-
ly no hope of curing these malignant
wrinary fistulee.

October 1948.
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ASSOCIATION NOTES

SOUTH INDIAN PROVINCIAL BRANCH

Proceedings of the meeting of the
Council of the South Indian Provincial
Branch of the Indian Medical Associ-
ation, held at the Municipal Hall,
Kodaikanal at 2 P.M. on Sunday the
29nd May 1949.

Dr. P. A. S. Raghavan, ZM.RE,
President, presided.

1. The following condolence ve-
solutions were moved from the Chair

all standing.

This Council places on record its deep
sense of sorrow at the passing away
of Her Excellency Mrs. Sarojini Devi,
Governor of United Provinces, Dr. S,
K. Sundaram, M.D., Physician, General
Hospital, Madras and Dr. K. Samba-
sivam, Mylapore, Madras.

The Secretary will communicate the
above resolution to the members of
the bereaved family.

2. The Secretary, Dr. A. K. Raja-
gopalan, read the minutes of the
previous meeting of the Council held
on 19th February 1949 at the Boat
House, Chettinad and the same was
adopted. The Secretary placed on the
table the action taken in furtherence
of the resolutions passed at the last
meeting and it was recorded.

3. The President, as per resolution
No. 11 of the previous meeting submit-
ted the following rules for the Working
Committee and they were accepted
unanimously.

() The Working Committee shall
consist of the President, the Secretary,
Joint Secretary, Treasurer and 8 other
members elected at the annual meeting
of the Provincial council. The President
shall have power to co-opt one member
from the district where the Working
Committee meets.

(it} The Working Committee shall
ordinarily mect every quarter of a
yvear or oftener when necessary in
different districts.

(¢77y The Working Committee shall
deal with all administrative and other
matters of the Provincial Council.

(iv) The quorum for a mesting
of the Working Committee shall be 5.

(v) The members of the Working
Committee shall be paid Class II
Railway fare with sleeper accom-
modation when attending the meetings
of the Working Committee,

N. B.—The suggestion of the Nega-
patam Branch that all Branch
Secretaries shall be ex-officio members
of the Working Committee was not
approved.

4. The Seccretary’s report of his
visits to Erode where a Branch will be
formed soon, and of his visits to Tinne-
velly and Pudukottah where the
branches have been revived, was re-
corded.

5. Dr. P. V. Sundaram, Treasurer,
prosented a statement of account for
three mounths upto the end of March
1949 and the same was passed. Travel-
ling allowance and other bills were
passed.

6. The report of the President on
the deputation’ that waited on the
Health Minister, Central Govt. at New
Delhi on 5—4—49 and the interview
with the Minister for Public Health
Govt. of Madras on 30 -4—49 and the
Vice-Chaneellor to the University of
Madras, Sir A. Lakshmanaswami
Mudaliar was recorded.

7. Regarding resolution of Coim-
batore Branch about the * Miscellany ™,
the Secretary made a statement on the
position of the ¢Miscellany’ and the
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Council resolved that Dr. P. A. S
Raghavan shall continue to conduct
the ¢ Miscellany * till the end of 1950 and
that members of the Association do
render all help to Dr. Raghavan.

8. Letter of the Central Office to
the Provincial Scercetary was considered
and the council is of opinion that the
Provincial Branchh cannot be held res-
ponsibic for arrears from members of
the branches. The Council would do
its best to see the branchies do not
have arrears, but if in spite of this
there are bad debts, thev should be
written off by the Centre as hitherto.
Otherwise, it s likely thut many
branches will disattiliate  themselves
from the [LM.A.

9. The Council notes with regret
that there are many complaints from
members of non-receipt of the Journal
of the Indian Medical Association and
if this state of affairs continue member-
ship will go down,

10. Regarding the Chopra  Com-
mittee’s report on  the  Indigenous
systems of Medicine, the Couneil s of
opinion that integration of the various
systems is not desirable, but there can
be Research Institutes in  different
systems of medicine. Practitioners of
other systems of medicine possessing
qualifications to study the modern
systems of medicines can do so, and
vice-versa.

11. The questionnaire of the Univer-
sity commission on the medium of
instruction in the Medical Colleges was
considered and the council is of empha-
tic opinion that the medium of instruc-
tion should be only ENGLISH.

12. The following resolutions were
moved by Lt. Col. T. S. Shastry, and
seconded by Dr. B. 5. Viswanathan
were passed unanimously.

(i) This Council urges on the
Governinent of Madras that admissions
to Medical Colleges should be only on
the basis of merit of the candidates as
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per marks obtained by them in their
University examinations, as otherwise
well qualified candidates cannot enter
the Medical profession and service the
suffering humanity.

(i1) This Council urges the Govt. of
Madras to reserve at least 237 of the
seats in the Medical Colleges for the
childven of medical men as is obtained
in Hyderabad State and Bombay Pro-
vince since children of medical men
will have more aptitude for medicine.
Moreover large investments made by
medical men in starting Nursing
Homes, Laboratories and X-Ray Insti-
tutes ete., which relieve the Govern-
nment to some extent will otherwise go
to waste. Such preference is given to
employees of Police, Railway and other
departments, of the Government,

(iii) This Council points to the
Government that candidates possessing
B. Sc., Pharmacy degree should be
priority in the matter of admission to
Medical Colleges as it is the best qua-
lification for M.B.B.S., course.

(iv}y This Council requests the Govt.,
of Madras to nominate at least one
representative cach from the South
Indian and Andhra Provincial Branches
on the selection Board for admission
to the Medical Colleges.

13. This Council is of opinion that
the Indian Medical Council Act should
be so amended as to have a common
register in which graduates and licen-
tiates should be entered in alphabetical
order as in the Madras Medical Register
and that the licentiates be given due
representation in the Indian Medical
Council.

14. Dr. A. K. Rajagopalan appealed
to the members of the Council and
Secretaries of the Branches to try their
utmost and collect as much as possible
for the Dr. Venkappa Fund and for-
ward it either to Dr. U, Krishna
Rao of Madras or to the Provincial

Secretary.
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The mouthly mecting of the Associ-
ation wasg held at 5> 15 pum. on
Saturday the 19th March 1949 in the
Krskine Hospital, Madura. About 75
doctors attended. After o sumptuous
Tea provided by Messrs. Shankar & Co.
Chemists and Druggists the meeting
began with Dr. P. Vadamalayan in
the Chair. The minutes of the 2ist
Annual Conference were read by the
Hony. Secretary and adopted. The
new members were then introduced.
The Hony. Sccretary announced that
7 more journals have already been
subscribed for, Mr. A. P. Kesavan
contributing Rs. 135/- towards part of
the cost. He also aunnounced that
arrangements  were being made to
hold a zonal meeting at Kodaikanal
in May.

Dr. K. Ramachandran, M. S. then
delivered a very instructive lecture on
some Common Surgical BEmergencies
in Children. During the immediate
neo-natal period he mentioned the fol-
lowing conditions. He enumerated the
various types of Imperforate Anus and
‘described the surgical procedures to he
adopted in each of these types. He
also described a recent case in the
hospital, which wag suspected to he
suffering from Intestinal Occlusion or
Artresia. He described the signs and
symptoms of Congenital Hypertrophic
Pyloric Stenosis and said that Ram-
stead’s operation was the only cure
“for the condition. In cogenital mal-
formations, Meningocele with a very
thin covering formed an immediate
Surgical Emergency, In cases of
Club-foot, even though the life of the
child was not in danger, the treatment
should be started very early to aftord
good results. Ho preferred  local
anaesthesia for many of the surgical

P. Vadamalayan
K. Balakrishnan
K. ;. Ramabhadran
A. S. Annamalai

procedures to be adopted in infants.
In carly infancy he desceribed the signs
and symptoms and difterential diag-
nosis of Intussusception and mentioned
in particular about the conservative
treatment which should be tried before
the operative treatment iy undertaken,
He said that he preferred Spinal
Anaesthesia for this operation. Stran-
gulated External Hernia was another
emergency. Describing the treatment
of Prolapse Rectum he said that the
prolapse  <hould be reduced under
anaesthesin, the precipitating cause
should be treated, and the recurrence
prevented by stitching a  big-sized
drainage tube and plicating  the
sphincter for a period of 3 or 4 days.
He also mentioned about foreign bodies
in the Trachea and Ocsophagus, and
preferred removing them under direct
vision.  The necessity  of  performing
Tracheotomy in Laryngeal Diphtheria
at the optimum moment was discussed.
Lastly he onumerated the causes of
retention of urine in  children and
their treatiment,

Dr. K. Raman Menon, F.R.C.S. sup-
plementing the lecturer spoke about
the value of the Sten’s compound used
by the dentists, for moulding the
club-foot in tender children.

. Drs, K. 5. Krishnan, K. S. Narayanan,
S. K. Nathan and many others took
part in the discussion that followed.
The president in his concluding remarks
wentioned about his experiences of
the good results of conservative treat-
ment imoa few cases of Congenital
Hypertrophic  Pyloric  Stenosis. He
also supplemented the lecturer  from
experience of cases in his practice.

‘ After a vote of thanks by the Hony.
Sccretary the members adjourned to
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the adjacent lawn, where the film
« Poliodiagnosis  and  management”
lent by the kind courtesy of the DBritish
Information Services, was shown. The
film was very much appreciated by
the audience which also included the
nurses of the Erskine Hospital.
*AK.* *%* ' *7}*

Proceedings of the meeting held on
23—4—1949

The monthly meeting along with a
General body meeting to consider certain
resolutions recommended by the Govern-
ing body were held at 5-15 p. m. in
the Erskine Hospital, Mathurai, 73
doctors attended.

After a sumptuous tea provided by
Messrs.  Chemo-Pharma  Laboratories
Ltd., Bombay, the meeting began with
the president, Dr. P. Vadamalayan in
the chair.

The minutes of the previous monthly
meeting held on 19—3—'49 were read
by the Hony. Secretary and adopted.

The new members were then intro-
duced.

The Hony. Secretary gave out the
details regarding the programme of
lectures and other arrangements made
regarding the conduct of the Kodai-
kanal Conference.

The first two resolutions given notice
of were then taken up together. Dr.
Shama Rau raised a point of order that
this was not a properly constituted
general body meeting. The President
ruled that in view of the General body
meeting being included in the agenda
and adequate notice having been given
to the members regarding the reso-
lutions, this was a properly constituted
general body meeting. Dr. A. K.
Rajagopalan moved an amendment to
the effect that the rules regarding the
life membership subscription as con-
tained in page 6 C of the rules of the
Madura Medical Association need not
be altered. The amendment fell through
for want of a seconder. Then the
following resolutions were passed.
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I. That the life membership sub-
seription be raised from Rs. 100 to
Rs. 259 forthwith and to Rs. 500 with
effect from 1st October 1949 in confor-
mity with the rules of the ILM.A.

2. That in the case of the existing
Life-members they may be given the
choice to subscribe Rs. 75 each to
enable them to continue as Life mem-
bers of the I.M.A.

The above two resolutions were put
to vote and passed by an overwhelming
majority only two dissenting.

3. That in the case of Dr. A, Nara-
yana Menon, Life member, the central
fund contribution be paid by the
association in view of the fact that
he had paid a donation of Rs. 1000,
passed unanimously.

4. That the uncollectable arrears of
the donations to the annual conference
in the year 1948 amounting to Rs. 35
be written off. Passed unanimously,

Dr. C. B. Gopalakrishnan then gave
a lecture on “ A few laboratory aids
in the diagnosis and prognosis of
diseases.” He condemned the common
practice of diagnosing any disease
without proper Pathological examina-
tion of blood simear or urine etc. etc.
He explained how examination of blood
smear would give many valuable
clues to both the diagnosis as well as
prognosis. He enumerated the value
of sedimentation rate and how it could
ecasily be performed by any practitioner.

Speaking of blood sugar, he explained
the various types of glycosuria and
the blood sugar curves that would be
obtained in each of them. The useful-
ness of examining the urine in various
diseases was mentioned. He also ex-
plained the Swiple kidney efficiency
tests, the water elimination test
the urea clearance test and the blood
urca estimation. The usefulness of
examining microscopically the cerebro-
spinal fluid in the diagnosis of various
diseases of the central nervous system
was discussed. He averred that kahn
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test was more useful than Wasscrmann With a vote of thanks to the Loce- i{ Iﬁfﬂm,lm,,dm L ‘Mm) }r{:ﬂi?]?;tgf fteddy ((3‘,,125((,[;][5,/33!/). )
in the detection of syphilis, Gell’s test turer by the Hony. Seceretary, the C. R. Ramachandran Pillai , Bail Venkatesh (Plzarnuw:}éely

N. Sankari (Midwitery) Srinivasa Rao V., "

and urea stibamine tests for kala azar, members adjourned to the adjacent lawn

proper examination of sputum and the
value of sternal puncture and fractional
test meal were then mentioned. He
explained the practical value of Peni-
cillin sensitivity tests and nced for
giving Penicillin in high doses to kill
organisms. He also mentioned the

when the following sound films were
shown.

by the kind

courtesy of

2. Surgery in Chest {the British In-

diseases, formation Ser-

vices, Madras.

1. Blood transfusion

Balasubramaniyan M. (Pathology) Subramanyam S.

List of New Doctors (Passed M.B.B.S., in April 1949)

Madras Medical College
Narayvana Nambudriapad K.
Philip P. K,
Ranganatha Rao K.
Alagamuthu Ramalingam K.

Raman Nayar R.
Ramaswamy 8.
Reddy K. N.

Ramachandran P. R.

Sankarankutty Nayar C.

value of animal inoculation tests for 3 Experiments in the revival of Asha J. D.

the detection of early pregnancy and
said that this test would be available
in the Erskine hospital in a month’s
time. After a short discussion, the
president in his concluding remarks
said that the success of a medical prac-
titioner in his profession depended on
the pathological investigations made on

organisms ..by the kind courtesy of
Mesgsrs.  Chemo-Pharma Labs.  Ltd.
Bombay.

The films were much appreciated by
the audience which included the nurses
of the Erskine Hospital and the Ame-
rican Mission Hogpital.

Augusties S. B.
Chandrasenan T. K.
Dench B. C.
Devaraj A. A.
Ekambaram V.
Gopal C.
Govindarajulu R.
Harper T. A.
Henry Turler

Sethumadhavan T. G.
Shaik Jafar
Shorttand J.
Somasundaram O,
Sukumaran M.

Miss Akhthar Baig

Ambika S.
Joseph Radel
Krishna Bai G.

his patients. The meeting terminated at 8 45 p. m, Hussain Ahmed " Lakshmi K. M.
‘Jayasheela Punja N. ,» Minakshi M. N,
John Bhavan Doss . Miranda Grace
John Kikpatrick N. » Pattammal 8.
o Joseph Alaysino T. +» Savithri P. C.
Kochunni A. » Tapsall Cynthia
Krishnamoorthy V. V. w Vaz Winfred M.
Krishna Raja Prasad D. w Verghese Mary
Mandappa J. N. » Viswasam Evelyn R. C,

. Dharmambal A.
Appa Rao J.
Lisnel Rajasekharan D.

Stanley Medical College

Mathew Tharian
Mohanlal Gupta

BOOKS FOR SALE
Mukundan M. G.

1. Ophthalmic Surgery & Sight Testing II Ed. 1944. 65 Iilus. ... Rs. 6/-
. . . ‘ alpe ai V: B i K. P
2. Atlas of First Aids Treatment Cr. Oct. 64 pp. 83 Tilus, gl(lgla[;:tlll(rll{;inzgr(:gf&y D. pfﬁ,l,?;w}f,my S.
2 Colour Plates Re. 1/- Madhavan Kutty K. Radbakrishna Naidu M. S.
3. The Expectant Mother and her child IL Ed. 1949 Cr. Oct. Mohamad M. Raghavan K.
250 pp. 32 lilus. Rs. 4/- Narayanan B. V. Ramamoorthy V.
. . . . , Natarajan L Ramankutty Nair P.
4, Hinduism and Modern Science; with a foreward by Prof. Peter Ambrose Samuel Sundaraj J.
C. Kunhan Raja of the Madras University Rs. 4/8 Sridar Rao U. Sankaranarayanan C. 8.
5. The Sandhyavandan of the Hindus. Introduction and English Miss Lucy Padamadam gu}gbuknshr’lan R? V.
Translation. Text in Roman Script and Kannada »  Kunhinani A. V. v{‘ramam) an &
Or. Oct. 88 pp. Rs. 18 » Stella Ratnaswamy 1_]'ayaraghavan R.
8. 1 Sarala P. Vijayaraghavan 8.

"

6. Pharmacology & Therapeutics with special reference to Ramamoorthy M. S. Viswanathan C, S,
Tropical Diseases B. P. 1948, Official and nonofficial Manuel A. B. Yuvachandra David D.
II Ed. with 200 presecriptions. Cr. Oct. 460 pp. Rs. 7/8 Chandra Paul P. K. Miss %{mbrose LBdis Mary
. \ , Desakavalan D. S. " unipaul P. Ruby
. Medical Jurisprudence—V Ed. Demi Oct. 460 pp. 1948 Rs. 10/- G?);E;l;lgi:l?nan M. »  Lakshmama B.
8. Healthy Parentage—a Handbook of Eugenics. 14 Illus, 1947 ... Rs. 8/~ Hanumantha Rao P. »  Meenakshi Ammal G.
Y Jayasimham G. " Nagqmam D.
Copies and descriptive literature from: Kesavan V. S. » Sushila K.
Hamid Bin Mohamad »  Elizabeth Thomas

THE AUTHOR, DR. M. A. KAMATH, M.B.CM. Planfers Lane, Mangalore Monshurato E. J.

(Waltch for reviews in this journal)
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Christian Medical College e

Miss Tsaac Doris W. Miss Simon A
,  Kalidas Rosy Nathan ‘ « Solomon .Muli
“ IL{II(;sr};yKAc%yamma " Etexl)hmrs :énge\ino Condensed
" y K. T. L “ Susheela K. K.
» Masilamani R. Sarojini »w Andrews Evelyn Chitiilr?(;

.» Mathai V. Elizabeth
Andhra Medical College

Ba]akrjshr_m Reddi K. Seshagiri Rao P
%unmm Gupta P. Seshagiri Rao V.
anakaratnam (Woman) Sitaramanjaneyulu M.

Krishna Popli (Woman) Si
C tl .( Zv ; Y( |
Lakshmana Reddi G. Someswara Tao 1
E:l;zﬁr;;ggfszrﬁ}f T}‘Kao P. gowbhagyavalli M (Woman)
Lazar Teresa Mary (Woman) Su;?fig:;g?:aRSZJ%IP‘
%Tagablkushanam P. Susila Bai T. (Womz;n)
ama Rao A. V. S, 8. Venkatasubbayya N,

The Bmebasids of Chvize

DIODOXYLIN

Diodoxylin *Cipla’ is a very active amocbicide possessing high
therapeutic value in the treatment of amocbic and ci!h;c
dysenteries. Diodoxyhn is issued in tablet form containing
210 mg. equal to 3.2 gr. of Di-iodohydroxyquinoline. Thi:
substance is 2 tastelass, yellowish-brown powder containin

63.9%, of iodine as against 28.9%, and :
40%, iodine present in the other two
compounds. Consequently it has a much
higher therapcutic value in the treatment
of amoebic and ciliate dysenterics.

Issued in boitles containing 25 & (00 tablets.
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ADMISSION TO MEDICAL COLLEGES

Dr. P. A. S. Raghavan, President, Lt. Col. T. S. Shastry, Vice-President, Dr. D. V.

Venkappa, Jt. Secretary and Drs. K. L. Narayana Rao, M. R. Bail, C. Nathamuni Naidu
members of the Council of the South Indian Provineial Branch met the Hon'ble Sri
P. S. Kumaraswamy Raja, Premier, with a copy of the resolutions passed at the last
meeting of the Provincial Council regarding the admission of students into Medical
Colleges for reserving atleast 20% on merit and 257 of the seats to children of medical
men. .
The President impressed on the Premier that if admissions into Medical Colleges
were made only on communal grounds without a time limit, there be now insentive
for the members of such communities to improve themselves, and in the interest of
the communities themself, a time limit should be fixed on such reservation and
sugeested that admissions on communal representations should gradually disappear in
the course of a few years. He also pointed out that the Constituent Assembly had
fixed a time limit of 10 years only for the scheduled caste alone.

The Premier agreeing with this view said that standard and quality will
deteriate if the merit was not considered at all.

The President informed the Premier that unless atleast 25% of the seats in
Medical Colleges are reserved for the children of medical men, the investments made
by medical men on Nursing Homes Eye clinics, X-ray institutes and Laboratories
which supplemented Govt. measures of medical relief. would otherwise go to waste.

He also pointed out that medical men’s children develop attitude for medicine
just as the children of other professions such as Law, Engneering etc., had aptitude
for those professions. The Central Government give preference to children of Ry.
men for employment in Ry. Service. The Provincial Govt. also give preference to the
children of Police Force for entry into that service. In the Bombay Presidency and
the Hyderabad State, seats in medical colleges are reserved for children of medical men. -

The Premier promised to consider the matter sympathetically and do the

needful.
- - LY *
P - » » »

Condensed M. B. Course

Dr. P. A. S. Raghavan, Dr. D. V. Venkappa and Dr. C. Nathamuni Naidu met
Sir A. Lakshmanaswamy Mudaliar, Vice-Chancellor on 31—5—49 on the eve of his
departure to Europe and America, to ascertain the arrangements that have been made
for admitting the Licentiates in the condensed M. B. Course.

The Vice-Chancellor informed them that the Principals of Medical Colleges }3ad
been instructed to reserve the usual 20 seats for being filled up by Licentiates taking

the condensed M. B. course.

Che Supreme Produets of
THE BENGAL MODERN DRUG HOUSE LTD.

+ INOPEPSIN = | MONOLECITHIN

The D'gﬁﬁtgﬁoﬁ‘é’" ective The Unequalled Nervine Tonic

Agents :
B. J. NATHAN & Co., Nowroji Road, Madras 10.
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% A tonic containing proteolysed
liver and yeast, stomach extract,
folic acid, iron, Vitamin
B-Complex and minerals.

% For conditions of debility and

various types of anaemias in

10 2INOLY

the tropics.
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K Available in 2 oz, 4 oz. and
6 oz. bottles.

A PRODUCT OF:

TEDDINGTON CHEMICAL
FAGTORY LTD., BOMBAY.

Sole Distributors -
W.T.SUREN & CO, LTD.,
P. 0. BOX 229, BOMBAY, |.

Branches .
CALCUTIA Y P, O, Box 672.  MADRAS ; 7, O, Box }206, ,

© . ® . a & & 0 ® 9 0 ¢ 5 0.0 ®

Agents for Madras Presidency :

THE MEDICAL AND CHEMICAL Co. Ltd,,
256, Thambu Chetty Street, t G. T, MADRAS.
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Caloiferol has enormously improved the prognogis in Lupus.

»* - *
. " . » . v

Over-prescribing can he as bad as under-preseribing.

* * -
* - » L

Ford-Anglia B. H. P. cars are specially designed for ex-servicemen. Many of
them have clutch, accelerator and brake controls beneath the steering wheel. The
?‘m}t seat can be slid back to allow easy entry and exit for drivérs with artificial
imbs,

L4 * *
= » . » *

About 957 of all the doctors in Norway are members of the Medical Associ-
ation, which is said to he " the strongest trade union in the country.”

» - *
* % . » * w

*

Salaries per year offered in U. S. A. for:

Doctors: $ 4479—6255

Chemists,” Astronomers, etc. $ 7432

Agricultural Scientists upto $ 8509

Geographer: $ 10,305

Sick Sailor: Nurse, I love you; I don’t want to get well.

Nurse: Don't worry, vou won't. The doctor saw you kiss me this morning
and he loves me too—From J. A. M. A.

.
* .

* » *
»* * o« . «

The mother was boiling the plates used by the father who had Typhoid. “ Why
are you boiling them, mummy ? " asked their small son.

“ Daddy is full of germs” the mother tried to explain, “and we must kill the
garms on-his plates.” .

*“Then, why don't you boil daddy?” was the innocent question.

- - *
. » . . “ e

Doctor: Here goes the woman [ love.
Friend: Why don’t you marry her ?
Doctor: Can't afford it, sir, Her father is my best paying client.

* -
Py . s € -

Why are you tearing off those pages, Sir? " shouted the astonished hook-seller.
“I am so sorry, " said the absent-minded surgeon. “I saw the word appendix
and I thought I should remove it at once.”

*
»* -
. » P . »

“T was s0 cold last night T couldn't sleep, I just lay there and shivered,”
“Did your teeth clatter ?”
“1 don't know—we don't sleep together.”

v——————
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RESO-CALVIT

(Calcium-Lacto-Gluconate with Vit. D))

An assimilable Calcium preparation with Vit. D. suitably sweetened
and put in the form of convenient tablets. Indicated in all cases of
Calcium deficiency. Reso-Cal-Vit gives excellent results in Menstrual
dysfunction, Pulmonary Tuberculosis, Bronchitis, Eczema, Pregnancy -
and Lactation, Rickets, Urticaria, ete.

FEach Tablet Contains

Calcium-Lacto-Gluconate S grs.
Vitamin D. (Crystallin) 500 units.
Acid Tartaric 0-25 gr.-
Acacia 0-20 gr.

~ Saccharin Purif. 0-06 gr.
Lactose to...... 10 grs.

RESOTONE

An excellent Nervine Tonic containing Iron, Glycerophosphates
of Calcium, Potassium, Manganese, Caffein. Stryvchnine, and extracts
of Dates, Figs, and Grapes and reinforced with Vit. Bi.  1In general
debility and nervous break down RESTONE has given very good results.
If taken continuously for some time Muscular and Mental Fatigue
vanish and bring Vim, Vigour, and Vitality to the Individual.

Manufactured by :

SOUTHERN RESEARCH LABORATORY,

Manufacturing Chemists,
MADURA.

Sole Distributor :

SP. M. MEDICAL MART,

15, East Chitrai Street,
MADURA.
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Edited and Published by Dr. P. A. S. Raghavan, z. M. R.E. (Vienna ) Teppakul iruchirapalli
and Printed at St. Joseph’s Industrial School Press: Tin?ghirapzrl!}i' Tiruchirapaiti
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w‘SULPHATRIAD -

wnmmmmmmimmmmescompound sulphonamide tablets wmm
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- We are pleased to announce tha: supplies of * SULPHATRIA a&‘eoy THE Nﬁ%mma;\

now available through the usual channels

*SULPHATRIAD ' contains, in each tablet :

! sulphathiazole . . . 0.185 gramme \
sulphadiazine. . . . 0.185 gramme \

sulphamerazine. . . 0.130 gramme

‘SULPHATRIAD' is suggested in the treatment of acute infections due to
pneumococci, meningococci, f-haemolytic streptococci, Bact.coli., H.ducreyi and in
as gangrene. It may also be used as an adjuvant to penicillin therapy in grave
.aureus infections and in the treatment of localised staphylococcal infections such
as boils, carbuncl¥s and whitiows.

Since the solubility in the urine of each of the constituents of *SULPHATRIAD'
is not affected by the presence of the other two, the risk of renal complications such
as crystalluria during treatment with this combination of sulphonamides is greatly
reduced. Such a combination may also have certain advantages from the point
of view of therapeutic activity.

Supplies: contdiners of 25 and S00 tablets.

MAY & BAKER

BOMBAY + CALCUTTA =+ MADRAS + LUCKNOW + LAHORE + KARACHI « RANGOON
Bk, K WWWWMW%W%/WW%WW%
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ANTIHISTAMINE DRUGS AND THEIR VALUE
IN GENERAL PRACTICE
BY
DR, S, SANKARARAMAN, M.B.B.S., Cuddalore.

For over half a century prophylactic
pollen treatment was the treatment of
choice in allergic conditions and after
finding that such a treatment does not
reach the basic cause of allergy, scien-
tists have been scarching for a newer
and surer remedy for the same. The
similarity of symptoms in Anaphylactic
shock and Allergy lead to the discovery
that the release of histamine and
histamine-like substances are the cause
of allergy. When an antigen enters
the body of a sensitive person, ‘ Reagins’
are produced, and the combined action
of antigen and the specific Reagin in
the tissues or blood stream rvelease the
histamine which produces the symptoms
observed in the shock. Histamine
causes contraction of the most plain
muscle, but if a high concentration is
maintained, the contraction is not
maintained and the muscle relaxes
though still in contact with histamine,
thus showing that histamine has the
power of de-sensitizing tissues to its
own action. Histamine has a powerful
action on the capillaries which dilate,
as evidence by the production of urti-
carial rash when injected into the
skin. When large doses of histamine
are injected intravenously in cats, the
capillaries dilate so much that the
blood pressure falls very low, the
plasma leaks out, and the blood
becomes very concentrated, thus caus-

ing a form of shock which has much
in common with shocks due to other
causes. Hence the neccessity arose to
find a drug which will neutralise
histamine.

It has long been known that many
of the pharmacological effects of
adrenaline are opposed to those of
histamine. The injection of histamine
releases  adrenaline and vice versa.
Stauh in 1946 found that when 0-2 mg.
of adrenaline was injected intravenously
in man, in nine minutes the plasma
histamine rose from 10 to 150 mg. per
litre.

Other substances as IFormaldehyde,
Nitrites ete. destroy the histamines,
Kendall. in 1927, destroyed histamine
in vitro by formaldehyde. Garan, in
1938, reported that CO, destroys the
histamine by forming a carbamino
compound. Gaddum and Schild in 1934
destroyed histamines in vitro by nitrites.
But there is no evidence that they do
this in vivo. The enzyme histaminase
is the main factor which destroys the
histamine in the body, but it is ineffec-
tive when injected and Feinberg in
1646 stated that it has no effect when
administered by the mouth.

To counteract the action of histamine,
hypo-sensitisation with small and fre-
quent doses of it was tried and found

of doubtful value.
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_Histamine was linked to Agzo- rotei

like Casein, horse serum globlﬁigt(ztncs
and‘ the possibility of immunisatior;
against histamine by injections thus
prepared would have revolutionised
the treatment but for the discovery of

the drugs which act v
antagonists. as competitive

The first competitive i
; mpet antagonist t
}Ele _thought‘of 1s histamine its%lf. Hisc-,
éme? amino-acids as Arginine and
ysteine had effects only in high con-

centration. He_mce these drugs were
not of much clinical use,

Bovet and his co-wor i
Pasteur I_nstitute, Paris, fé;erf(si tiinat ﬁig
mtroductl(}n of oXygen between the
benzene.rmg and the side chain toge-
ther with the attachment of alk ‘1
groups to the amino-nitrogen convertgd
drugs which acted like adre;'laline info
those which opposed adrenaline. Bovet
and Stauh discovered that éome of
these drugs acted against histamine
agrz)d the vesult of their researches wag
i, 29F or r1"hym'oxy-ethyl-di-ethylamine
] atel.‘ modifications replaced the Oxygen'
%:)n' RIF by NC,H; and the ehymol

y Phenol and called it 1571 F. This
§%sHalso toxic and hence later on the
and e isrepiaeed by NOHC

. - ine g
by di-methylamine and ¢ g?t%?g;?}%i:d
the resu}t. Large doses of thig Anters
gan excited convulsions and thig dr .
%d not act well in cases of Asthrr?ag
bater the benzene ring was replace&'
tﬁfeprs(;gldlltne rfmln_d ‘d Neo-Antergan' was
th ‘Anthisan.’ns rug 1is also known

Other drugs s i
‘ r dr ynthesised ag * i-
{ustgunmes are Benadryl (B-(Siimétrllltl-
daml }rlme@hylbenzohydryl) ~— Ether H y_
rlop‘llorlde (P. D. & Co.) * Antistiney”
which hasa for_mula of 2 phenyl-dienzyl-
?gzégg m%hgfhmidozyline hydochloriszie

ba), etramine;  Pyribe i

Whlc‘h has the same molecularnf}(t)?rrg:g:
:ts)sengeo-oAglte:gan " except for the
- e methoxyl ;
Theophorin : Chlorothen ; % P-gr?igg?:

ANTIHISTAMINE DR[?’GS AND THEIR VALUE [The Miscellany

(Dimethyl  amino-2-nyy a-din-
henylamine) cin pyrophylthio-dip

Pharmacological action. Theso drugs

act by competition i.e. by blocking up
fchogl_tes of action of histamines. They
inhibit the whealing, wrticaria cte
and dry up the mucous membmnes'
But they do not affect the mﬁéoﬁé
mem}n-an(\ of the respiratory trao’r\
Pruritis and sccondary reastions oi’
anaphylaxis are velieved.  They produce
mild muscular spasm. In the stomach
the gastric secretion ix redueed hy
about 407 in its acidity. '
These drugs have no action on the
blood or wurinary system. These are
powerful antagonists for acotylcholine
and have a local anaesthetic ('ﬁ'c(‘,t"
depress the Central Nervous system ir;
man hut execite it in most animals,

It has been a problem to prove that
these drugs act by competition since
tl}g molecules of anti-histamines are so
different from those of histamines and
from one another that they could not
be expected to combine with the saine
groups in tissues. But it lLas heen
concluded from the study of 1)vrid—V1'
ethylamn’les that the essential pharma-
codynaml.c group of histamine is the
skeleton in the formula and the skele-
Etton 18 separated from the side chain by
groﬂgsogaend atom attached to other
simila:f sen' s comparable with the
o paration in tho molocules of
th S.Vrllthetlc anti-adrenalines. ‘this is
e Ec)ln ¥ possible exp_lzm‘nat.ion to prove

> theory of competitive antagonism.

Therapeutics, The uses of Antj-Hista-
Irzl)lnzsnzti.re el‘ther as (1) Anti-allergic or
tons }spabquxc. Anti-allergic condi-
(1) Urtl'n Which it is  usoful are
(3) Ecz;r(ii:tlg; (2) QO.“ti‘(‘t dermatitis,
(4) Hay E:evl}-s condition with ocdema,
(6) Lichen Ofblt’ (5) Vasomotor Rhivitis,

anus, (8) L, usus corncus, (7) Lichen
sickness andepr(isy reaction, (9) Serum
Filariasis. (10) Allergic type of

The drugs aff
ord syn i i
only, Tn pther aepsYMiptomatic relief
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have no effect, and their use is not
desirable due to the toxic effects over-
shadowing any transitory fecling of
improvement. They do not correct the
allergic state and do not replace the
more lasting benefits obtained from
desensitization. The improvement in
urticaria is noted within 24 hours.
The pruritus and other symptoms dis-
appear and remain so only so long as
the drug is continued. When the drug
is discontinued, all the symploms re-
appear. In contact dermatitis suffering
from mercury and cement contact,
both oral administration and local
application respond very readily. These
drugs have no action on exzematous
conditions except to relieve to a slight
extent the itching. It is reported
that vaso-motor rhinitis and Hay fever
benefit very considerably and excellent
cures are reported. In one case of
leprosy reaction in which [ tried
Antistine, the itching and the eruptions
disappeared after five days’ treatment.
In all my ten cases of Urticaria, they
afforded only symptomatic velief. In
planial allergy, its rvesults are not
encouraging.

Antispasmodic conditions are (1) Food
sensitisation. (2) Asthma. (3) Angio-
neurotic ccdema. In spastic colitis,
dysmenorrhoca, migraine and tinnitus
this drug is not useful. I tried An-
tistine and Benadryl in 21 cases of
seasonal asthmatics and 5 cases of
perennial asthmatics. The periodicity
is not prevented and the established
attack is not relieved, though it
responds to adrenaline. The very large
number of initially encouraging reports
on their usefulness in Asthma are not
substantiated and it is now almost
definitely known that the benefits
conferred are next to nothing and
practitioners must not raise high hopes
in the long suffering asthmatics who
clutch at every now remedy that is

offered.
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Toxicity. Sensation of drowsiness,
nausea and palpitation are the toxic
effects. Hence it is inadvisable to use
these drugs while the patients are em-
ployed in work requiring mental alert-
ness and precision as motor drivers,
machine operators etc.

Dosage,
Neo-antergan :—>50 mg. per dose, four
times a day.

[’/cgp/zorm 150 mg. doses four times

Thenylene "\ da

Benadryl a day.

Antistine:—0-1 gm. 1 tablet 3 times
a day upto 6 tablets a
day.

Antistine local application :—0 - 5/, solu-
tion to eyes and 5 to 10/
solution for skin and
nasal conditions.

Antistine injections :—0-1 gm. in 2 c.c.
three times a day.

Antidote : — Amphetamine Sulphate 5 to
10 gm. doses.

The realisation that the velease of
histamines plays a part in various
pathological conditions has stimulated
the search to counteract its effects,
and the resultant anti-histamine drugs
proved valuable in anaphylactic condi-
tions, and they were tried in allergic
conditions also. They are useful in
allergic urticaria in so far as they
reduce the itching in dermatological
conditions, of good effect in Hay KFever
and other forms of spasmodic Rhinitis,
and of nil effect in asthmatic condi-
tions. Hence these antihistamine drugs
are only symptomatic remedies and
may be totally abandoned as numerous
other remedies in the past which
raised high hopes at the time of their
discovery but failed to sustain those
hopes. Probably further researches
may give us a remedy which is both
anti-anaphylactic and  auti-allergic
without serious drawbacks.

Ref.:—B. M. J. 1948 (Paper read at S. L. P. Medical Conference, Madras Oct. '48).
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HYPERTENSION AND ITS MANAGEMENT

BY

DR. R. SUBRAMANIAM, B. sc., M.D,, M.R.C.P.(Lond.)
Gouvt. General Hospital, Madyras. '

N Hyperjconsmn_ or high arterial tension
18 geen increasingly due to the stress
and strain of modern life. Hyperten-

1. Racial: Particularly in Jews.

o, Repletion or excessive intake of

3. Renal causes:

(@) G lomerulo-nephritis.

(b) Chronic Pyelo-nephritis.
(c) Periarteritis Nodosa,

(d) Renal Amyloidosis,

(e) Polycystic Kidney.

(/) Compression of 1 sols
by tomoum enal vessels

() Renal calculué.

4. Focal sepsis

chronic ones like alvpartlcularly very

eolar abscess,

5. Endocrine dist
urbances: Practi-
gallg.every endocrine in the bodyr;;lesl
b?xn vm}l]a}]l.te to hypqrtension, for instancgr
sophilism of pituitary, hyperthyroi-’

dism of the thyroid, diabetes mellitus

-~ of the islet cells of
%ortmal tumours of t%lzniglz"};iﬁ’ ;chg
t}iljnw%" the _hypertension met with Iiln
chmacteric or the gonodal h
tension. This is seen more comrgopnir-
1B women at the time of menopausg

6. Cardio-vascular d iseases like

coarctation of th .
regurgitation. e aorta and aortic

7. Intracrani iti
. anial condj ike 1
cranial tumours, tions like intra-

8. Increased blood volume.

9. Increased blood

Polycythemia Veera, viseosity, e

‘and lead g normal life,

10. Pressor factors:
two groups:

\ ~ . '

(a) prgcnous factors like lead,
arsenic, mercury and excessive
sodium ions,

.

(b)F "lhe endogenous factors:

ea.(;lure to climinate urca and
nd products of protein meta-
holism.

7 .
t(}é'sioinsdsel}tlal hypertension or hyper-
na 1 due to unknown cauge or causes:
ShOUI(? nf;;n fl"?seg all the possible factors
is found. t} eliminated and if no cause
essentinl ten the case is diagnosed as
y fr;;dﬂhypb‘l‘tenslon.' This constitutes
hyperten;'e lm'g(i majority of cases of
is met W‘ifl)n.‘ . Kssential hypertension
a few c.l,’ L after the age of 4\), though
YOungerd;(iS may be recorded in the
the inciq 8¢ group. As age advances,
ses, Thé3 n?ﬁ of the disease also inerea-
same coul-sgls-easo does not vun the
in one pat'b Hoevery patient.  While
silent wit}lent’ 1t may completely be
identical .101&'9 any  symptoms, under
Sytnptomswn itious in another case, tho
of makin rmﬁ‘y dominate to the extent
an invalis ¢ patient a cripple and
life for a ny %’1)" persons live a useful
very high mber of years in spite of
case in g mpressure' I recently had a
sure wag 1{_«382)111‘a ged 45, the blood pres-
ago. He ﬁrst/ 20 nearly eleven years
for giddines Came under observation
Observatizn I‘{e has been under
Pressure hag all these eloven years.
160/100. Now '2Pged from 180,120 to
OW, 1e. after a lapse of

eleven years :
Fundus giarilbi,nap ressure is 190/120.

tion at th
e . e commence-
oIv]\} tsllllgwec'l arteriosclerotic cbz:nge.
showsg therel s arterial kinking. This
pationt oy ong duration for which the
I 80 on without symptoms
In this case

These are  of
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hypertension was noticed when he was
35. This case was fully investigated.
Renal concentration was normal : urea
clearance was also normal.

Established hypertension does not
regress, but with care and proper
management, their usefulness can be
prolonged and the complications avoid-
ed. The discase is insidious in onset.
It is usually progressive in character
and the symptomatology depends upon
the particular tissue which 1= more
susceptible in a given case.

The normal arterial tension: The
normal blood pressure is taken for
practical purposcs as 100 plus half the
age to 100 plus age for systolic pres-
sures, and 70 to 80 for the diastolic
pressures. 90 mms. of -mercury is taken
as the permissible upper diastolic limit.
While this normal range may be al-
right as a rough rule, it should not be
taken too rigidly. Due allowance must
be made for the physical capacity of
the patient. The pressure is always
higher with a better build and also it
is always higher in a person with
mental strain.

Mechanism of hypertension : Hyper-
tension depends on the force with
which the heart propels the blood and
the peripheral resistance that is offered
to the propulsive force of the heart.

Pathogenesis of hypertension: Due
to some cause or other, the vasomotor
mechanism is stimulated resulting in
arteriolar contraction. This arteriolar
contraction increases the peripheral
resistance. To overcome this peripheral
resistance, the propulsive force of the
heart has to increase. When the
propulsive force is increased, the blood
vessels have to bear an increased pres-
sure from an increased intra-arterial
tension. This protective function results
in hypertrophy of the muscles of the
media. If treatment is undertaken at
this stage, reversal back to normal
conditions can be expected. DBut, if
left untreated, the arteriolar constriction
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predominates resulting in medial
muscular exhaustion and replacement
of the same by fibrosis resulting in
arteriosclerosis. Once arteriosclerosis is
established, the process is irreversible.

The pathogenesis of hypertension has
heen worked out in experimental
animals by Goldblatt and others
Goldblatt has shown that ischemia of the
renal arteries without interfering with
the functions of the kidneys, raises the
blood pressure. They have also proved
that this phenomenon does not depend
upon any nerve supply, for hyperten-
sion can be produced even when the
kidneys are completely dencrvated.
While this may be so in the experi-
mental animals, to quote Goldblatt, *“ the
possibility that in the human, essential
hypertension stimuli from the Central
Nervous System may play an accessory
or in some cases even a primary part
in elevating blood pressure.”

The humoral theory of hypertension :
It is beliecved that a humoral agent
called Renin is claborated by the
kidney which, acting upon the peri-
pheral arterioles, causes increased resi-
stance to blood flow and hypertension.
It is now believed Renin alone is not
a vaso-constrictor, but combines with
an activitor to form a substance called
angiotonin, which is thought to be the
true vaso-constrictor. It appears, besides
Renin and angiotonin, body manufac-
tures anti-pressor substances. These
anti-pressor substances inactivate the
pressor mechanism. The pressor action
of Renin unlike that of adrenalin and
pituitrin occurs without a fall of skin
temperature. In essential hypertension
also cutaneous temperatures are not
decreased. Hence the pressor substance
in essential hypertension must be a
substance like Renin.

Effects of hypertension : Inthe earlier
phases, hypertension is usually asympto-
matic. The rise of pressure has occurred
so insidiously and over such a long period
that its presence is not felt till one of
the vital organs is affected. The early
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efﬁects are: Diminished functional cap-
acity of the heart and kidnéys Thri)
diminished function al acapa'city iz
hrouglit out only under stress. Symp-
toms when present may be cardi‘lp
neurologic or renal, o

Cardz'ag symptoms :
:&zzaes with the rest of the body in the
Ssue anoxia.  To start with, t
rIr%yocaydmm compensates the extra’]o;:ie

llS' slightly hypertrophied. But SOOHGI"

or later, the myocardium fails to kee

ggcce with ‘ghf nllcreased load. Dyspnoeg
urs - with less and less exapti

' ) g ertion.

E)a;&‘errgcs rtll:)etlc (el S %wlgets exhaust(r%:i

s the end of the day or he ;

z};;-(t*isgf X}clt]d kWiFh very ymodera'ss
ise. acks of “indigestion *

frequent. From thj o Symptere

18 to the sym

ofl ?ank de_compensation isy oglt;m:

%1. estion of time. Frank decompensa-

101 may be manifested ag cardiac

asthma, angin :
: - a-pectoris -3
infarction. P » Or myocardial

\ :
The myocardium

Neurological symptoms :
ptoms are very much like thgsheeoi:'s };?1]-
1I1eurolog1ca_1 symptoms of senilit .
thsomma, impairment of memory ay':
ticularly for recent events and gulll
gf%;ltgri seag%ohtq are the outstanding

! mmes, headach 8

ity 7t landing "oyl
bral £ like mono i ]
(}inglllpleglex may occur. Thgleglias 1?2%
1§turb§tnces consist of transient ambly-
gggz; or blurring of vision, The hypeﬁ-
fen Vve' encephalopathic manifestationg
are be:m{ variable. They may simulate
ce: 53 ral haemorrhage, local or general-
Ised convulsions and transient Paralysis

the concentratin
tubules of the ig(id
affected.

The Renal Concentration Test: The

patient receives no fluids
_ or food
3 gm Next morning at 7 a.m.aft}?;
oids the urine. This specimen of \;.rine

A
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Is discarded. At 8 am., 9 a.m, and 10
a.m., separate specimens of urine are
collected. Tho specific gravity of these
specimens are recorded.  Normial range
of concentration is 1025-1035. At least
(1)(1)1;‘_ of the specimens should record

“ OT more; otherwise it is taken
that kidney is damaged,

Diagnosis : Dingnosis of hypertension,
though suggestod by some of the clini-
cal symptoms like vertigo, headache and
such other symptoms, in the large
majority of cases, may not be produc-
tlfve of symptoms. It is tho experience
gIOSEGTYOfl‘e ‘of us to come Qcyoss ]1i.gh

@ pressure in the course of a routine
medl_ca,l examination for insurance Or
pgysmal fithess,  Sir Thomas Lewis
ilm\l"(r)lcagos "ph:lt the clinicizm‘shoul

¢ (O Tecognise  hypertension by
palpation, [ personally  teel a sphy-
gmomanometer should bhe used In
diagnosing hypertension, It may be
alright for very expetienced physicians
to rely on their palpation, but the

general practitioney would do well to-

;glr%rg? tz'l bréssure meter. [ have seen
t(;nsion m:fs cases suggestive of hyper-
failed t(a;nl Palpating the pulse which
pressure )f confirmed on using the
sures hi 1113(.'1“‘1‘ and vice versa. Pres
sys‘tolicg]}(;1 than 100 d}astolic and 160
of hyperts ould be SQIlﬁld(%x'ed as cases
Sion ‘ma elr:sxon. Clinically hyperten-
seCOnd(g 0 S‘?Spt‘;ctegi wh_cn the aortiC
loud ound is ringing in character.
met wit} Se.c Ond, aortic sound may be
Sthiliti; apart from hypertension in
aorta. h?'ortf‘tls and atheroma of the
ere agails 18 not an infallible sign:
met with n _C?ISes of hypertension are
alteration Vglt out the characteristic
So the of the second aortic sound.
second aoll).:_esence of an accentuated
hypertensi 1¢ sound is characteristic ©
negative on, but the absence does not
ve hypertension,

Oer?‘Eclzys. Radiological changes may
may laitnfOt be present. Hypertension
With the o cors Without interfering

© cardiac silhoute, but where
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radiological changes are present, they
are characterised by enlargement of the
left ventricle with prominence of the
aortic arch. Hence radiological dia-
gnosis is not a very reliable one.

Electro-cardiographic  change :  Like
the radiological features, this also may
essentially be normal in cases of esta-
blished hypertension. If changes are
noticed, it is suggestive of the left
ventricular preponderance.

Hence the most certain way of dia-
gnosing hypertension is hy using the
pressure meter.

Treatment :  Treatment depends upon
the causative factor. But certain
general measures are applicable to all
types and to essential hypertension in
particular. It should clearly be under-
stood that essential hypertension is not
affected considerably by medical treat-
ment. The patient hasgot to be reassur-
ed and an alarmistic attitude to be
avoided. It is not advisable to tell the
patient the cxact pressure readings and
make him a ncurotic. Though it is
advisable to warn a patient to lead a
restricted life and tell him that his
pressure is a little more than normal,

_it is totally undesirable to take the

pressure readings daily and to inform
the patient of the same day after day.

Medical treatment : If there are no
symptoms, no treatment is indicated.
By this I mean hypertension recognis-
ed in the course of a routine medical
examination. If there are symptoms,
rest is indicated ; rest both physical and
mental.

" Sedatives have a great place in the
treatment of hypertension. Drugs like
Phenobarbitone or Bromides are valuable.
The patent preparations like The-
ogardenal Tablets (M. & B.) consist of
Theobromine 5 grains and Phenobarbit-
one 14 grain per tablet, or Chemotensyl
compound which contains in addition
mannital hexanitrate are useful. I
have used particularly Theogardinal
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extensively,  While  the pressure itself
duoes not fall down appreciably. the
feeling  of well-being  is achieved.
Another drug which has been claimed
very useful is Potassium Thiocyanate.
The effect is transitory. Dose is.6-9
grains a day to begin with. After
or 6 days, the dose can Dbe halved.
The effective blood level is 10 mgm.
per 100 c.c. Above 15 mgms. per 100
c.e., it is toxic. Rates of absorption
and excretion vary widely. As little
as 3 mgms. suffice .in some. Strongest
indication is severe intractable headache.
The toxic effects are fatigue, headache,
mental confusion and giddiness. Rash
and jaundice may also oceur. Pressure
rises again when the drug is discon-
tinued. I have used this drug in about
six consecutive cases, though in every-
one of them the pressure fell down;
the drug had to be discontinued in
some on account of the toxic symptoms.
As soon as the drug was discontinued,
symptoms due to hypertension were
noticed.

I have tried a few cases of hyper-
tension with Vitamin A concentrate
capsules, 25,000 units per capsule, given
thrice a day after food. T have tried
it in about 8 cases. The pressure
gradually falls down where the drug
exerts the beneficial effect. The treat-
ment is without any drawbacks and
can safely be tried for all age groups
and for all types of hypertension. But
it does not have beneficial effect in all
persons. While it acts very well in
some, it fails to exert any effect on
others. I feel cases which show
Vitamin A deficiency changes as
Icthyosis changes of the skin, do better
than others.

Recently, the American workers have
introduced what is called ‘Rice Diet’
for hypertension. This consists mainly
of boiled rice with very little addition
of protein food. Since a large majority
of Indians who are already on similar
diet suffer from hypertension, I feel
this diet may not be of great help to

3
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the average Indian patient whose diat
is already made up wmainly of rice.
This line of treatment may be alright
in the case of persons who have been
on a very rich protein diet and develop
hypertension.

Operative teatment: In view of the
poor results with medical treatment,
surgical resection of the sympathetics
is being undertaken. The hypothesis is
that by interrupting the vaso-constrictor
nerves to the splanchnic area,
Vaso-dilatation would be produced in
a large area resulting in a fall of blood
pressure, By interrupting the nerves
of the adrenals, the adrenalin output is
also reduced. By interrupting the
nerves of the renal vessels, vaso-dilat-
ation of the renal vessels occurs,

Selection of patients for operation :
Certain criteria should be fulfilled for
patients to be submitted for operative
interference.

(1) Age of the patient.: Patient
should not be over 40 years of age.

(2) Cardio-vascular system: Dias-
tolic blood pressure should be labile, i.e,
not fixed. This could be found by
taking the blood pressure at rest and
during sleep or by giving sedatives, for
example, 3 grains of amytol are given
hourly for-3 doses and blood pressure
recorded half-hourly from second to
fifth hour. When blood pressure is
labile, fall in blood pressure is noted,
particularly a fall in diastolic is favour.
able. An arbitrary standard is 100 mms,
of diastolic or below. A fall in dias-
tolic blood pressure below 100 does not
necessarily mean a satisfactory result
after operation. Previous history of
cardiac failure or history of anginal
attacks are definite contra-indications.

(3) Encephalopathies: If residual
symptoms are not present, these are
not contra-indications.

On ophthalmoscopic examination, hy- 1

pertension cases are divisible into four
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groups : Group (i) Arieriolar constric-
tions only, whercas in group (ii) there
is tortuosity and kinking of veins at
crossings. In Group (iii) more marked
arteriolar changes and have in addition
associated retinitis which is evidenced
by hacmorrhage or exudate or both.
In group (iv), Papilloedema with hae-
morrhages and exudates,—so called ma-
lignant hypertensions.  Groups (i) to (iii)
are favourable for operation.

(4) Reual function: High blood
urea is absolute contra-indication. The
specific gravity of the urine should be
over 1010, Renal concentration test
has already been described.

Operation: The operation should be
confined to one side at a sitting. The
interval between operation should be
10 days. During convalescence abdomi-
nal binder should be used to prevent fall
of systolic. pressure and consequent
fainting. In man, the operation may
lead to sterility but not to impotency.

Results of Operation: About 25/ of
patients are benefitted. It may take
as long as 2 months for the blood pres-
sure to fall. In 70 to 80 of patients
symptomatic relief occurs, In some,
improvement both objective and sub-
jective is noted. Objective —Reduction
in heart size, retrogression of the fundus
changes and improvement of renal
output. The only case which I have
seen being operated, was operated only
on one side and the pressure fell down
from 180 and 130 to 120 and 90. The
other side was not operated.

In conclusion, opinion with regard to
the mode of treatment is unsettled.
While everybody is agreed that the
treatment is very unsatisfactory, the
mode of treatment and the particular
line of operation is still to be evolved.
Success in the treatment depends upon
many details, Individualisation in the
management is very essential. Rach
patient should be treated with his or
1er  psychological background being
kept in view, :
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A few questions were asked at the
end of the paper:
(1) Role of iodincin hypertension:
Todine is of very little value in
controlling hypertension.
(2) Role of cxcessive protein intake
on hypertension:
Excess of anything is bad; more
so of protein, since the end products of

protein metabolism are likely to elevate
the pressure.
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(3) Effects of sepinal on blood pres-
sure:

Sepinal reduces the l_)lood' pressure,
while the active ingredient is present.
But to my knowledge, the products on
the market are not well-standardized.

(4) What is the explanation for the
cardiac asthma persisting, cven after
blood pressure has fallen:

Probably, in this case, it is arterios-
clerotic changes in the pulmonary
vessels that is responsible for the dysp-
noea rather than the hypertension,

. . o _ . ified
Address delivered at the Indian Medical Association, Trichinopoly, on 6-3~-49 and slightly modifie

for publication.
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ABSTRACTS FROM THE CURRENT MEDICAL LITERATURE

THE STORY OF “S ,_
N. T.—Dece. 194s. NUFFS"—E. E.

. Although “snuffs” or powders sniffed
into the nose, are not as popular as they
once were with an older generation of
me(_hcal.practiti(mers, there are signs of a
rngal in a modified form. Pharmacolo-
gists hgwp long toyed with the possibility
o_f obtaining systemic effects from absorp-
tion through the nasal mucous membl“ang'
mdeed,‘there are some agents that producé
systemic  effects following . absorption
thrqu.gk% the nasal mucosa, for example
penicillin  dust and posterior pituitars;
powder. In.g'enera], it is quite Iikely that
modfrn medpme may see the reinstatement
of "snuffs” on an expanding scale if

absorption of drugs can b i
o © accomplished

Some four hundred years —1i
1540's—snuff and tobacco in :t%l%r 1Iflortrille
were once endorsed widely for thejr med'si
cmal.properties. It was a Girolamo Benagz .
of Milan who wrote that whole or powdel(')né
tobacco was good for * headaches lock'a.e
coughs, toothache, asthma, stom’ach-aJchw’
obstructions, kidney troubles, diseases ef
the heart, rheumatism, the poisoning fro0
arrows, cqrbuncles, and consumption.” Blr;:;
by the middle of the seventeeth c.entur
as church and state alike viewed witS;;
dismay the large sums of money bei
sppnt on snuff, there began in Euro e
w1.desprea.d anti-snuff movement p('? :
Michael of Russia ordered the ﬁoses za;
snuff—ta}(ers to be cut off, and in En lar?d
at thp instigation of King James Ig th
English court poet, Joshua Sylvester ;zvrotg
that tobacco was a “hell dust, En’gland’s
sharpg, a madness, a frenzy, that by th
Devil's agency has been brought .

England.,” =~ T to

Most people think of snuff i i
with seventeenth and eighgégt(};xoncr:;cttlign
gentlemen bedecked in knee breeches g
perukes, but the facts of the matter e
‘Fhat s_nuif and the snuffbox were com ron
in China and other parts of the Orienrtm::;
the same time. The once almost universal
practice of inhaling snuff began a slow
decline late' in the seventeenth century
wl}en the aristocracy gradually abandoned
this form of tobacco to the lower echelons

gf goc_iety”whivh took to snuff chewing and

t‘dlppmg » @ procedure involving the use
ot a wellchewed twig, dipped iu snuff and
placed in the mouth.

‘ Early in the sixteenth century snuff was
mtrogiu('ed to Kurope from the Western
Hemisphere when early explorers, impressed
by the aborigines’ uses of tobacco, took
samples of the weed home with them.
Ramon .Pane. a Spanish monk who ac-
compar}led Columbus on his second voyageé,
wrote in Qe Inswlarium Ritibus as follows:

Snuffing is through a tube, one end laced
over the powdered leaf and the other in
the nose, and so drawn up, which purges
thgm (presumably, the natives of San Do-
mingo) very much."”

I§ 1s conceivable, however, that the
natives turned to the use of snuff in a
search for something less violent than
tobacco smoke.  Gonzalo Fernandez de
Oytedo Y Yaldes. who is sometimes credited
with th.e introduction of tobacco to ISurope
(1519), in his Hisioria de las Indias wrote
of the“Irndians of San Domingo in this
way; " They inhale the smoke one, two
and threp times, and as often more as they
Ic:r?é u:\'tll they fall senseless and lie for a
ong ;rrrllg upon th9 earth, unconscious,
< 4 wrapped in profound slumber.
Bccfofr Ing to contemporary accounts, &
ﬂnu madg from mimosa pods, cassava
Oéll' and llme‘ was used by the Otomacs,
ilo&lt}‘l.Amqrxcan tribe, which when in-
d:perivesmt;oexr;catt‘es them by the nostrils,
forrives ¢ battlg." reason, and renders them

also took snuff, but :
. , apD: g
explosive mixture. pparently of a le

. é\l;}clé)ugfh the word snuff brings to mind
o et of snuffing or sniffing, today oniy
2bou 2 per cent of snuff produced is inhaled
Voo, snlx)xlfrt]‘Ch held in thumb and forefinger.
e e users today merely hold it in
strong. g » Whether the_snuff be the sweet,
ok .it nse, coarse, moist or dry variety,
oo it f{ented with lavender, attar of
bones, lus » @ssence of bergamot, Tonka
Dos i’t cloves, orange flowers or jasmine.
gair? de’SUCh scents, snuff has never re-

ed 1ts seventeenth century popularity.

I:!‘};Si"losic Relief Versus Reigned
elief—Nasal vasoconatrintara awa amnng

North American Indians
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the most important drugs available to
rhinologists. The sympathomimetic amines
afford symptomatic relief only and are not
curative. Even temporary relief from the
discomfiture of nasal obstruction is a boon
to the individual so afflicted and a num-
ber of physiologic nasal vasoconstrictors
have come to assume a legitimate place in
the therapsutic armamentarium.

Excessive use leads to physiologic abuse
and, like all excesses, can produce toxic
reactions; however, it is difficult to
challenge seriously the concept of physio-
logic relief which attends the elimination
of nasal congestion for varying periods of
time,swhich promotes comfort and improves
nasal ventilation and which establishes
the promotion of adequate drainage from
infected sinuses by the opening of obstruc-
tedostia. Physiologic relief can be accomp-
lished with a reasonable measure of success
by an intelligent choice of nasal medication.
Liquid nasal medicaments which function
on a rational, physiologic basis are compa-
tible with ciliary activity, do not vary
greatly in the pH (5'5 to 6:3) from that of
normal nasal secretions, are isotonic, and
are noninjurious and non-toxic.

In recent years various nasal vasocons-
trictors in combination with various sul-
fonamides and antibiotics have been intro-
duced to the medical profession and the
general public. Despite the eagerness of
a few rhinologists to scamper into publica-
tion with the latest brand-new ‘‘cure’ in
terms of ciinical evaluation it is extremely
difficult for sober observers to enthuse over
the alleged benefits to be gained consistent-
ly by patients receiving a form of combin-
ed intranasal liqguid medication. When a
nasal vasoconstrictor is combined with any
of the currently established sulfonamides
or antibiotics, one feature is certain phy-
siologic relief is obtained primarily by the
shrinking component. The sulfonamide or
antibiotic addition serves often as a
“ talking " or " selling " point.

This is not to imply that combined forms
of nasal medication are completely with-
out value; occasionally, one does encounter
patients who swear by, rather than at, the
latest vogue in nasal medication. Nor
should one be skeptical as to what the
future may bring. Actually, there is a
crying need for new physiologic nasal
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vasoconstrictors—alone or in combination
with newer, more effective antibiotics—
for use in the effective treatment of nasal
and sinus infections. Indeed, the problem
of producing new sympathomimetic amines
is of great importance and deserve more
attention in the pharmaceutical world.

Nowhere in the field of nasal medication
is there a more convineing demonstration
of the absence of physiologic principles
than is found in certain nasal inhalers.
The drug counters are crowded with nasal
inhalers which do not serve any recogni-
zable purpose other than lighten the public
purse. A common belief is that prepara
tions containing significant amounts of
menthol possess the property of opening
the nasal passages.

As long ago as 1885 it was demonstrated
that menthol is a topical anesthetic to the
nasal mucous membranes; hence, menthol
used alone gives the subjective impression
of reduction in nasal obstruction. Inhaled
air feels cool and the subject associates
cool air with increased air flow and obtains
the false impression of reduced nasal con~
gestion. In reality, menthol causes a
narrowing of the nasal passages and in-
creases the resistance to the stream of air
passing through the nasal cavity. The
obvious truth is that nasal preparations
leaning heavily on menthol are consistently
guilty of providing feigned relief.

THE DIETETIC TREATMENT OF
OBESITY—Iun. A. Anderson The Pracii-
tioner—Jan. 1949.

Despite a considerable volume of research
on the subject, the pathogenesis of obesity
is still somewhat of a mystery. It cannot
be denied that, in the final analysis,
obesity of any sort is the result of an
intake iof energy that has exceeded the
output. It is now well established that
in the vast majority of obese patients the
total metabolism is at least as great as
that of normal persons, so that the positive
energy balance that produces the obesity
must be due to overeating. Just what
impels the candidate for obesity to eat
more than his energy expenditure demands
is still a matter of controversy. Conscious
gluttony explains only a small minority
of cases, but some hold that the obese
differ from normal persons only in that

4
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faulty training in childhood, bad habits
in the selection of food or some effect of
gmotion on appetite have led to overeat-
ing. A few investigators, whilst admitting
that the obese must have overeaten to be-
come fat, consider that they have been
impelled to do so owing to an abnormal
tendency of their subcutaneous tissue to
store fat and resist its subsequent mobili-
zation, which causes wundue diversion of
food fat to the fat depots.

) Overeating and obesity can be produced
m.labomtory animals by experimental
]esxpns in the hypothalamic region of the
bralp. The possible significance of this
finding in the causation of obesity in
man cannot he overlooked, although so
far no evidence has been adduced that
obesity is due to removal of the inhibitory
control that the hypothalamus seems to
exert on the hunger mechanism.

.Thfa pathogenesis of obesity cannot be
dismissed without a brief reference to the
vexed question of “endocrine”, obesity.
This once popular diagnosis is now realized
Fo rest on very slender foundations, and
it is generally agreed that endocrin;) in-
fluences are on the distribution rather than
on the total amount of body fat. It is
true that a certain small proportion of
cases .of obesity may show clinical mani-
festations suggesting disordered endocrine
f\_lnction, but when recognizable endocrine
d§sease is associated with obesity such
d.1sease should be considered as an addi-
tional diagnosis, not as the causal factor
of the obesity.

Regulation of Metabolism—With no
clue yet revealed as to the pathogenesis
of obesity, reliance must still be placed
on the time-honoured method of treatment
namely the imposition of a negativé
energy balance, to counteract which the
body must draw on its fat stores.
Theoretically, there are two ways of
gsecuring this negative energy balance—
by reducing the energy intake and by
increasing the energy expenditure. In
practice, the latter is much the less
important and can be dismissed briefly.
Physical exercise has obvious limitations
in the obese, especially in the presence
of the locomotor disabilities, such as
arthritis, flat foot and varicose veins, that
are such common complications of obesity.
Besides, the amount of energy expended

’
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in mild physical exertion ig less than is
often believed.

. Thyroid hormone has long been used
in the treatment of obesity for its stimu-
lat;n_g effe_ct on energy metabolism, Modern
opinion is against it3 indiscriminate use
for this purpose. [t is now known that
?he energy expenditure of obese patients
is at least as great as that of normal
persons, so that any increase induced by
thyroid hormone is in the nature of a
toxic: effect. Administration of thyroid
hormone in obesity should be limited to
two groups of cases:—

1. The very small minority of patients
who gh_ow clinical manifestations of hypo-*
thyroidism and bave a significantly
lowered basal metabolic rate.

2. Obese patients who have last weight
on a reducing diet for some time, but
have then reached a plateau of weight
still well above normal in spite of strict
adherence to diet. This phenomenon is
(_1ue to a lowering of basal metabolism
t{om'undernutrition s0o that the reducing
diet is no longer an effectively submainte-
nance one. Small doses of thyroid at
this stage may tip the balance in favour
of weight loss again.

Principles of Dietary Restriction—Al!
the emphasis in the treatment of obesity
must therefore be placed on the consump-
tion by the patient of a reducing diet.

TI}is diet must conform to. the following
criteria.

1
L Its energy content must be suffici
ently less than the patient's energy
expenditure to produce a progressive loss
of weight, but at a rate that does not
leave the patient exhausted and weakened.

2. Nitrogenous equilibri

quilibrium must be
breserved by the inclusion of an adequate
amount of protein ideally at least 1 &
per kg. of ideal body weight.

bu?l'g 'It‘he d.let must contain sufficient
oulk o satxsfy the patient physically,

ar ias possible, and so prevent undue
suffering. It must be admitted, and the
patient should be warned accordingly that
successful weight reduction always entails
some discomfort in the way of unsatisfied
appetite, and that resolution on his part
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in keeping to the prescribed diet is an
essential factor in successtul treayment.

4. The diet should be constructed so as
to meet the mineral and vitamin require-
ments, as it must be continued over a period
of at least some months.

Before attempting to lay down a dietary
regime a searching inquiry must be made
into the patient’s previous food habits.
This may bring to light some abnormal
method of eating, such as the over-indiges-
tion of a particularly energy rich food or
indulgence in between-meal snacks. Cor-
rection of such indiscretions may be
sufficient to effect improvement in mild
cages of obesity. But in a case of any
geverity it will be necessary to prescribe a
a rigid diet.

The precise level of caloric intake that
should be allowed will vary somewhat
according to the degree of obesity and the
age and physical activity of the patient.
Tt is generally agreed that better results are
obtained by a moderate reduction in calories
restriction that they can only be continued
for a few weeks, during which the patient
has to be kept in bed. The usual practice

is to reduce the energy intake to about

50 per cent. of the maintenance caloric
requirement at the patient’s " ideal " weight.
In general, this means a diet of about 1200
calories for a man and 1000 calories for a
woman,

The rate of weight loss to be aimed at is
about two pounds (1 kg.) per week. In the
rate instances when this rate is exceeded
for any length of time the diet should be
increased by 100 calories every two weeks
until the desired rate of weight loss has
been achieved. It is much more common
to find that the weight does not fall at the
expected rate and may even show no dec
rease over the first week or two. If it can
be proved that the patient is in fact keeping
to the prescribed diet, the failure to lose
weight is to be ascribed to temporary water
retention in the tissues, a phenomenon seen
in normal, as well as in obese persons,
when subjected to a diet of inadequate
energy value. This excess fluid will be
eliminated ultimately, but water and salt
restriction (i.e. not more than two pints
(1 litre) of fluid as such in the day, no salt
to be added to food at table and no very
salty food such preserved meat included
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in the diet) is advantageous, especiallv in
the first few weeks of treatment. It
minimizes the marking effect of water
retention on the actual inss of body sub-
stances, which discourages a patient who
may be observing meticulously the distary
restrictions imposed on him.

Translation of the principles enumerated
above into a practical diet calls for a
relatively large meat or fish intake to
preserve nitrogenous equiiibrium and pro-
mote satiety, and a generous ration of fruit
and vegetables to give bulk with minimal
energy intake. The present difficulties
with regard to both these demands needs
no emphasis, and the provision of a practi-
cable reducing diet is a sore tax on the
ingenuity of the dietitian in these days of
scarcity.

Dietary Regime—The specimen 1000
calorie diet given at the end of this article
is a compromise designed to meet present-
day conditions by keeping within the
allowances of rationed food and vet, it is
hoped, providing sufficient alternatives to
allow a patient to follow it without undue
difficulty.

The diet contains about 60 g. of protein—
not as much as would be desirable but
certainly enough to maintain nitrogenous
equilibrium. The mineral and vitamin-
contents should be adequate, with the
possible exception of the vitamin B2 com-
plex. This deficiency in what is to be
jong-term diet should be made good with
some of the proprietary preparations con-
taining the B2 complex e.g. “benerva”
compound (Roche), one tablet per day;
“beplex’ capsules (Wyeth), three tablets
per day. If a diet of more than 1000
calories is to be prescribed, this can be
done by adding the required number of 100
calorie portions of foodstuffs given in note.
Bread and potatoes are preferable to butter,
bacon or jam on account of the relatively
high energy value and lack of bulk of the
latter. But the inclusion of bacon or jam
on one or two days in the week helps to
vary the monotony of the diet and so aids
the patient's resolution to keep to it.

The patient shouid be made to weigh all
the restricted articles of food in the early
weeks of treatment. This emphasizes the
paramount importance of diet in his treat-
ment, and he should only be allowed to
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measure his rations by the eye when he
has served a considerable apprenticeship
at the weighing scales. The patient himse!f
should not be weighell more often than once
a week—more frequent weighings tend only
to discourage him. .

Drugs—A comparatively recent adjunct
to the dietary treatment obesity is the use
ﬁf drugs. 0€ the amphetamine series—

Benzedrine " (amphetamine sulphate) or
more recently “ dexedrine’ (dextro-amphe-
tamine sulphate)—to depress the appetite.
It is claimed for these drugs that besides
depressing appetite, their stimulant effect
on the central nervous system eliminates
the sense of depression and irritability that
often accompanies adherence to a strict
low calorie diet. Dexedrine is preferable to
benzedrine in its comparative lack of peri-
pheral side-effects and, provided that it is
not given to patients with hyper-sensitivity
to ephedrine-like compounds, anxiety states,
or cardiovascular disease including hyper-
tension, it is worthy of trial in patients
who find difficulty in adhering to their diet
or who suffer depression or irritability
owing to the caloric restriction. It recom-
mended that the drug should be given in
small doses initially, say, 2:5 mg. thrice
daily i.e., before breakfast, before lunch and
not later than 4 p.m. (to avoid insomnia).
If this does is ineffective it should be in-
creased up to a maximum of 5 mg. thrice
daily,

Many favourable reports have been
published on the use of the amphetamine
drugs in the treatment of obesity. But a
somewhat pessimistic note has been sounded
in others, where it is suggested that appetite
reducing drugs are effective only in patients
who have sufficient resolution anyway to
restrict their diet, and that patients who
cannot resist the drive of appetite are also
resistant to the action of these drugs.

Late Results of Treatment—Most physi-
cians will admit that the end-results of the
treatment of obesity are often disappointing
—a not unexpected. outcome when it is
remembered that weight reduction by diet
is not attacking the underlying factor
whatever it is, that drove the obese patient'
to overeat. Therefore even when a success-
ful degree of weight reduction has been
achieved, continued supervision of the
patient’s eating habits is necessary if a
relapse is to be avoided. He should be
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pla?ed on a diet that supplies about the
maintenance caloric requirement at his
'1deal weight, which, roughly speaking,
is about 2500 calories for the average man
gnd about 2000 calories for a woman, or a
htple more if much physical exercise is
bpmg undertaken. Space forbids the inclu-
sion of a separate maintenance diet, but
addition of thefollowing items will increase
the energy value of the 1000 calorie diet to
about 2000 calories.

Only by continued attention to his diet
will the obese patient who has undergone
a successful reduction cure overcome the
underlying drive to overeating and so pre-
vent a relapse to his former obese state.

*
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THE DIAGNOSIS AND TREATMENT
OF RECTAL CANCER—Te (Vinical
Journal— Jan, Feb. 1949,

‘Rectal cancer, always a common condi-
tion, would appear to be increasing in
frqueqcy. Its diagnosis should be easy,
but it is remarkable how often it is over-
looked. In the last 20 cases seen, 6 had
been under observation by their doctors
for 4 months or more before a diagnosis
was made or another opinion sought.
There may be some excuse for this when
the growth is above the pariotneal reflec-
tion in t_he upper third of the rectum
where it is not easily palpable, but there
18 none when the growth lies below this
lgyel and is readily felt from the rectum.
Kighty-five per cent, of rectal neoplasms
are palpable from the rectum, and to omit

-this simple examination® is indetensible.

The salient features may briefly be dis-
cussed under separate headings :

Alteration in the bowel habit. In the
aduit any alteration in the howel rhythm
calls fo; investigation. [n rectal cancer
the earliest change is a slight increase in
the freq}xency of going to stool. On rising,
the patient feels an urge to stool and
évacuates a small, soft motjon. Within
half to one hour, often immediately after
breakfa‘ust. another small stool or only
flatus is passed. This may be the only
abnormality for quite a time, but as the
case progresses the frequency of desire to
stool increases, though little but flatus or
brownish fluid and mucus is passed.

f'l‘he alternate constipation and diarrhoea
of the surgical text-books is a late mani-

”~
3

.l
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festation, and occurs in high annular
growth, The “explosive stcol”, where a
small quantity of faeculent biood and
mucus is forced out, is pathognomonic of
low advanced growth. The stool is soft
and small in amount, usually containing
a little blood and mucus. [t is quite diffe-
rent from the fluid, offensive stool of
ulcerative colitis. There are few, if any,
cases of rectal carcinoma in which blood
and mucus do not occur at some time in
the early course of the disease. It is
attributed by the patient to piles, which
is the laity’s only concept of rectal disease;
but blood from the rectum, as from any
other orifice of the hody, calis for further
investigation.

Associated symptoms. In early stages
these are entirety absent. 'The general
health does not suffer, nor the weight fail.
Pain is entirely absent, though there may
be a feeling of vague discomfort, or full-
ness, referred to the lower rectal region
or the perineum. Irritative bladder symp-
toms occur very late even when the growth
is on the anterior wall, because the rectal
fascial sheath resists invasion for a long
time even after the muscular coats have
been penetrated by the malignant celis.
The same holds for posterior_growths, so
that the tumour is very advanced before
sacral nerve pressure results.

Abdominal examination. It is unusual,
even in advanced high growths, to be able
to feel any tumour from the abdomen,
since it lies snugly and deeply in the
sacral curve. Where the growth is of an
obstructing type some degree of fullness
or faecal impaction in the iliac colon is
significant. The groin glands and the
liver call for routine palpation. Liver
metastases are sometimes associated with
quite small primary growths, and this
early spread to the liver must be regarded
as fortuitous, the growth cells having
eroded into a vein at an early stage so
that embolic spread through the portal
system occurs. This is not the usual
course; which is a much slower permea-
tion through the lymphatic pathway.

Rectal examination. The examination
of any case, apart from a mjnor or a self-
evident ailment, is incomplete unless a
digital examination of the rectum has been
made. How often it is omitted, either from
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forgetfulness, feelings of delicasy or some-
times downright neglect. All cancers of
the lower and middle third can be detected
by careful palpation, and the majority of
those of the upper third, particularly if a
bimanual method is used to press down
the high growth. The extent of the growth,
its fixity and type, and tho state of its
lumen are all points of importance regard-
ing the operability or otherwise of the
case,

Proctoscopy is advisable even with a
palpable growth, and in the high growth
it is essential. The short sigmoidoscope
is the instrument of choice, and through
it portions of tissue can be removed for
microscopy if necessary.

The barium enema. This is superfluous
in growths of the lower and middie thirds,
and rarely necessary even in high growths,
It is occasionatly useful when sigmoidos-
copy is difficult or impossible, but it is by
no means free from danger since it may
precipitate obstruction.

Diagnostic errors. A record has been
kept of malignant cases seen and verified
in which a faulty diagnosis had been made,
and it is of interest in showing the follow-
ing usual sgurces of error:

Ulcerative colitis. This was the most
frequent source of error. The characteris-
tic naked-eye and microscopic appearance
of the stool, the absence of any tumour
and the sigmoidoscopic picturs should pre-
vent this mistakes.

Diverticulitis. A local segmental involve-
ment of the lower sigmoid with much
fibrosis is uncommon, but when it occurs
tt gives almost identical symptoms to the
slow-growing annular carcinoma of the
upper rectum. Bleeding is rare and the
sigmodiscope reveals no ulceration, while
the tissue removed shows chronic inflam-
matory changes only. In any case, a
laparotomy is required for the relief of
the condition.

Haemorrhoids. The diagnosis from
growth is simple, and never in doubt if a
proper examination is made. One compli-
cation sometimes gives rise to difficulty,
and receives no mention in the text-books.
This is an indurated, sometimes granular
plaque that occasionally results after
injection of haemorrhoids. The writer has
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seen 3 such cases, where, after injections
given 2 to 4 months previously, slight
tenesmus and the passage of blood-stained
mucus has occurred. On palpation a
thickened indurated plaque can be felt
in the rectal wall, which bleeds slightly
when touched, but which lacks the hard
feeling of the carcinomatous ulcer and
infiltration.

Proctoscopy reveals a granular area with
no active ulceration, or, more rarely, a
small indolent ulcer. Biopsy reveals in-
ﬂammatory changes only. The condition
is due to a slow aseptic chemical necrosis
with hyperplastic reaction, and results from
an overdose of an oil injection mags.

Rectal polypus. - The small pedunculated
polypus can readily be diagnosed by digital
and sigmoidoscopic examination. Where
the polypus is sessile, or more particularly
when several are present, the possibility
of multiple polyposis of the upper rectum
aqd _colon must be borne in mind, since
this is potentially a malignant condition.
The [arge sessile papilloma of the rectum
seen in elderly people is locally malignant,
and. its treatment calls for as radical
excision as practicable,

_Ra.dium ulcer of the rectum. On 4 occa-
sions cases have been seen in which a
confident diagnosis of rectal cancer has
been made in women who had previously
undqrgone irradiation for carcinoma of the
cervix. Recently, with more carful scree-
nage and dosage, no cases have been seen.
Tl}e symptoms are those of rvectal cancer
vyrth very marked tenesmus. An excava-
ting ulcer is present in the anterior wall
of the mid-rectum; it is usually shallow
and‘lacking the clear-cut definition of the
m‘ahgnant ulcer, and it is not so indurated.
Diopsy reveals a chronic inflammatory
change with some necrosis. It may occur
12 months or even longer after irradiation
has been given, and not infrequently pro-
gresses to recto-vaginal” fistula.

Treatment. The radical treatment of
rectal cancer remains essentially surgical
but vpalliative measures, if operation is'
refused, or if the growth is inoperable
have a wide field of value. '

Assess_:ment of operability. Age itself is
no bar in the absence of serious organic
disease ; indeed, the elderly tolerate it quite
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well if careful preoperative care if under-
paken. The local condition is of much
Importance. The papillomatous prolilera-
?we type of growth which grows freely
into tbe lumen and produces marked symp-
toms is. the most benign, whilst the deep
excavating ulcer is the most unfavourable,
since it tends to erode deeply. The annu-
lar type is most common, and lies midway
between the above as regards its power of
spread .to adjacent organs. The important
factor is not so much the extent or mass
of.thfa growth ag its fixity, particularly if
this is anteriorly and to the bladder and
prostatic region. The degree of fixation
can best be assessed by careful local and
bxmanua] palpation. As one's experience
of the disease widens, the number of cases
opel:ated. on increases; cases that in one's
earlier judgment were inoperahle, more
mature _reﬂections showed to be just within
the limit of operability, TIn the series of
cases considered here, and coming from
a large 1pdust-rin.l area, 63 per cent. were
operable in hospital practice, with a slightly

higher figure of 67 nper >
cent.
practice, p for private

Type of operation. Local excision even
of a very early growth has never, in the
writer's hands, proved worth while: and
the same can be said of resectionys in

which attempts are made
to
anal sphincter. preserve the

Sacral excision, This is only suitable
for.cases in the lower or middle third >in
}vhx_ch the more radical operation is conira-
mghcated on general grounds. It is, ad-
Imxttedly', an 1mperfect procedure, sincé the
mehqtlg field is only partially cleared.
attsrehtmmary solos.tomy is essential, for
at n;ps to estabiish continuity of the

wel or to form a perineal anus hardly

eéver succeed and lea i
bror d to many complica-

. (;ngiominal resection. This has a
rzctalut very usetul application in high
5 growths at, or only just below, the
f}?n oneal reflection. A full removajl of
eﬁ%ct?a:iea of lymphatic drainage can be
Foin }; and the procedure results in very
shock and has a low mortality rate.

. eArb(:%pmmo-_pgringa.l resection. This is the
rgmél ion of .ch01ce, since it completely
oo veﬁs the diseased rectum and the whole

1ts field of lymphatic drainage. Indeed,

limi-
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in no other organ, not excepting the breast,
can so complete an extirpation be carried
out. With careful preoperative manage-
ment it can be performed in quite frail
individuals. With a practised operating
team, using a special table and two sur-
geons, the excision can he comfortably
undertaken in an average of 50 minutes.
The simultaneous dissection of the peri-
neum and the recto-sigmoid from above
facilitates, especially, the closure of the
new pelvic floor. With the aid of peni-
c¢illin and sulphonamide power, it is quite
common to get the huge perinea! wound
clean and healed within 3 weeks aud the
patient up and about.

Radio-Therapy. Rectal cancers, like
all columnar-celled carcinomata, are entirely
resistant to irradiation. On only one oc-
casion has the writer seen complete reces-
sion of a rectal growth following the
application of radium. Implantation or
cavital application or both have been tried,
usually after the establishment of a colosto-
my, with little benefit and, not infrequently,
an increase in the severity of the symptoms.
Deep X-ray therapy, when given in suffi-
cient dosage, does seem to lessen the
discomfort and shrink the growth a little,
but is never completely effective. It is a
drastic method of treatment, which always
requires a preliminary colostomy and
ontails a severe drain on the patient's
general stamina. The symptoms are rarely
ameliorated for any length of time, aud a
troublesome irritative cystitis is often
added to the patient’s other troubles,

Results. An analysis of cases operated
upon by the abdomino-perineal method for
the years 1936-1942 gives a 5 year survi-
val rate of 54 per cent; perineal excisions
giving a much lower survival rate of 30
per cent. at the end of 5 years. Abdomi-
pal resaction, carried out only in a small
number of cases, gives a 5 year survival
rate of 100 per cent. The immediate
mortality rate, i.e. cases dying within 3
weeks of operation for radical excision, is
20 per cent. In the period 1942-1946, 87
radical operations have been performed,
but the mortality rate has remained con-
stant. since greater operative risk have
been undertaken. No age limit has been
imposed, and many cases had very adxfanced
growths and sometimes myocardial or
pulmonary defects.
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Palliation. A colostomy adds to the
comfort of the inopsrable case'by removing
the obstructive element when present and
lessening, to some degree, the tonesmus
and discharge. When the growth is left
in situ the colostomy i3 never as manage-
able or so great a relief as when the
growth is removed. It is, therofore, often
justifiable, if the growth is removable but
smail secondaries are present elgsewhere,
to proceed to a palliative abdomino-perineal
resection, in the sure knowledge that the
patient will be more comfortable than with
a colostomy alone. In colostomy alone
the lower loop should be kept free of debris
by gentle lavage once or twice a week,
and the colostomy treated in other respects
along the lines suggested below. Morphis
and belladonna suppositories control pain
and tenesmug, and should be used sparing-
ly at first, but more freely as the case

progresses,

Pre-sacral neurectomy, performed at the
same time as the palliative colostomy, has
a definite value, and recent inquiries indi-
cate that it should be done more often
than it is.

The colostomy life. The rectal surgeon
cannot help gaining much insight into the
intimate details of the life of the colostomy
patient. Much depends on the mental
calibrae, but on the whole the condition is
nothing like as great a drawback as might
be expected. Many live very active lives,
and often engage freely in some sports
such as cricket and swimming.

The main consideration is to ensure a

“regular and complete action of the bowel

once a day, preferably in the morning.
This being accomplished, the patient is
free for the day. ~About 60 per cent. of
cases achieve this by care with the diet,
and the judicious use of mild laxatives.
Liquid paraffin seeps through unchanged
and is very annoying. The reminder
require a colon stimulant, given as a wash-
out at the same hour each day to excite
peristalsis and so empty the colon. The
washout is introduced through a catheter
while the patient reclines in bed, and after
the introduction of the fluid the patient
straps on his belt carrying a colostomy
horn and proceeds with his shaving, etc,
during which time, in most cases, the
colon will completely empty itself. In some
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cases the time taken is longer, and the
ritual nead to be protracted to over three-
quarters or an hour’'s time. The vast
majority prefer to carry out the procedure
for themselves, and it is surprising how
readily the whole routine is accomplished.
The patient rapidly finds out that certain
articles of diet (green vegetables in parti-
cular) cannot be taken without causing
overaction of the colostomy, and he soon
adjusts his diet accordingly.

The colostomy belt is very important
matter, and many on the market are very
unsatisfactory, especially those of the bag
type, which in a properly managed case

“are never mnecessary. The best type is a
stout, well-fitting canvas belt lined in the
region of the colostomy itself with a detach-
able square of thin rubber tissue. Over the
colostomy itself if fixed a light aluminium
disc, hollowed out to a maximum depth of
14 in. at the centre. In the shallow disc
a small thin piece of cotton-wool is placed,
and over the bowel opening itself a little
gauze lightly spread with vaseline. At
night an ordinary flannel binder is worn.
The shallow aluminium disc gives support
to the colon, so that prolapse and oedema
of the orifice cannot occur and friction is
reduced to a minimum. The belt itself the
rubber sheet and the cup can all be clean-
sed readily by washing and boiling; it is
clean and odourless. Obviously a great
deal must depend on the morale of the
patient, and this is always higher when the
growth has been successfully ramoved than
with a palliative colostomy alone. Usually
men with their greater variety of outside
interests face the future in a more san-
guine fashion than women.

*
* #*

* % * %
THE USE AND ABUSE OF ASPIRIN
—K. O. Rawlings M. D, M. R. C. P.—The
Practitioner— November 1948.

Aspirin is probably the most widely used
drug 4t present on the market (2,296 tons
were used in the U. 8. A. in 1937); it is
therefore important to bear in mind its
pharmacological actions and toxic effects.
Sensitivity to small doses is an occasional
occurrence, variously reported as 1:1000
and 1:10,000, and may be alarming to
patient and practitioner but is rarely fatal.
A more precise knowledge of the fate and
actions of aspirin in the body is of parti-
cular importance in view of the recent

-
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wprk on the treatment of rheumatic fever
with massive doses of salicylates. -

F_ate of Aspirin in the body—Gastros-
copic study has shown that on coming
into contact with the gastric mucosa,
aspirin, either in tablet or powder form
causes a local irritation which may be;
intense enough to produce pin-point hae-
morrhages, and even haematemesia has
occurred, though rarely ; this effect is much
less noticeable with calcium aspirin.

Aspirin pusses through the stomach, and
a small proportion is absorbed from the
bovqel unchanged and exerts its well-known
antipyretic and analgesic actions; the
remainder is decomposed by the alkaline
intestinal juices to acetate and salicylate.
The latter is more slowly absorbed and
exerts an analgesic effect which is about
ope-thiyd to one-half that of aspirin. So-
dium bicarbonate administered with aspirin
speeds up the absorption and may lessen
the tendency to gastric irritation, but it
also hastens the excretion of the drug via

the I::idneys and its effect is therefore
curtailed.

_ Approximately 60 per cent. 'of aspirin
mges_ted in excreted in the urine as sali-
cyluric acifl which reduces Fehling’s solu-
tion rfmd gives a positive test with ferric
ghlorlde—-a bluish violet colour if present
in large amounts (e, g. in attempted suici-
des) and a reddish-brown colour as with
acetoacetic acid if present in smaller
amounts, It_ is not uncommon for patients
tc_) bring their specimens of urine in aspi-
rin bottles, and the discerning physician
w1_ll exclude. the presence of acetoacetic
acid by f.inc.lmg a positive ferric chloride
test persisting after boiling the urine.

When administered with alkalis
godium ci_tx:ate, in which aspirin is ssl(l)(;tlzlb?es
d_ecomposmon occurs quickly, so the solu:
tiod must be freshly made 10 to 15 per
cent. of the aspirin is dissociated in 24
hours and 100 per cent. in one week.

Actions of Aspirin—Aspirin has a non-

8pecific analges effect and is used in g

multx.tlgde of conditions, including migraine
arthritiy, dysmenorrhoea, the neuralgias,
and the myaligias ; doses varying from 10
to 30 grains (0:65 to 2 gm.) daily are usu-
ally ade'quate. Apart from its analgesic
and antipyretic actions there are certain
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less well-known effects which may occur
and which deserve emphasis:—

Sensiiivity :—This is probably an example
of drug allergy wherein the drug combines
with a body protein to act as an antigen;
antibodies then develop in the celis of
many organs and further administration
loads to a union of antigen and antibody
with release of histamine. Sensitivity is
more common with aspirin than with the
other salicyl compounds and tends to occur
in allergic individuals, although many of
the latter can take aspirin with impunity.
QOedema of the face and eyes, fever, skin
eruptions, asthma and vasomotor rhinitis
may occur; the urticarial elements respond
well to antihistamine drugs such as anthi-
san and benadryl, and the asthma to
adrenaline.

Emetic action—Vomiting is a common
occurrence when massive doses are given
but may also occur with more moderate
doses. This is probably largely due to cent-
ral stimulation and in small part only to
local gastric irritation.

Hyperpnoea—This only occurs with a high
plasma salicylato level, e. g. 30 to 40 mgm.
per cent, and recent experiments have
shown that this is due to direct action on
the respiratory mechanism aund may result
in alkalosis. [t can be prevented by giving
sodium bicarbonate with the aspirin, which
also increauses the urinary excretion and
lowers the plasma salicylate level.

Hypoprothrombinoemia—This usually oc-
curs only with more intense aspirin the-
rapy ; there is a fall in prothrombin, suffi-
cient on occasions to lead to haemorrhagic
manifestations such as haematemesis, ‘and
a fatal case of haemorrhagic encephalitis
has been recorded. Vitamin K (menapha-
hone), 1 mgm. is sufficient to counteract
1 mgm. (15 grains) of aspirin.

Aspirin poisoning — Approximately 50
people commit suicide annually by taking
aspirin, and a much larger number makes
unsuccessful attempts. The outcome largely
depends upon the amount taken and the
time that elapses before treatment is insti-
tuted. Death has resulted after 200 grains
(13-3 gm.) in a debilitated patient, and
survival is recorded after taking 1,250 grains
(81 gm.); 500 grains (325 gm.) will be
fatal in most cases if no treatment 18 given.
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The onset of symploms after ingestion of
such a dose is usually delayed for a few
hours and the diagnosis depends upon
(a) the mental state. which progresses from
nausea and tinnitus to deafness and mental
wandering, restlessness and disorientation,
and finally to stupor and cerebral irrita-
tion : (b) the presence of severe perspiration ;
(¢) the respiratory changes which may
show an increase in rate with shallow or
deep respiration, and (d) the finding of
salicyluric acid in the urine.

Treat ment—briefly, consists in :—(a) Gast-
ric lavage with several pints of dilute
sodium bicarbonate solution; (b) fluid re-
placement with glucose in water by mouth,
or intravenous glucosesaline if the patient
cannot swallow, for dehydration is a
marked feature; (c) lumbar puncture; sa-
licylate is present in the cerebrospinal
fluid, and removal of up to 30 c. cm. once
or twice usually produces marked improve-
ment.

Uses of Aspirin The number of condi-
tions for which aspirin is used is enormous,
and in a high proportion of these condi-
tions it is probable that its effect is psy-
chological rather than pharmacological.
In combination with such drugs as phen-
acetin, caffeine and codeine it forms a
good example of synergism in drug therapy ;
the greater part of the annual consumption
of 8 cwt. of aspirin at a big London
teaching hospital is used in combination
with phenacetin and codeine.

In gout, aspirin has been shown to have
a specific effect on the excretion of uric
acid, sometimes augmenting the excretion
by as much as 100 per cent. when used
in combination with colchicum, and in
consequence lowering the level of the blood
uric acid.

In infancy, half a tablet crushed and
administered in a teaspoonful of milk to
a fretful child can be as soothing to the
harassed parents as to the owner of the
irritating gums.

Asgpirin is often used in suspension in
water as a gurgle in sote throat, and in
particular following tonsillectomy. There
is usually rapid relief from pain, although
the exact mechanism is obscure as aspirin
has no local analgesic effect; it is possible
that there is rapid absorption through the
pharyngeal mucosa,
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It is important to remember that aspirin
is hydrolysed in a moist atmosphere to
acetic and salicylic acids, and aspirin
tablets kept in cardboard containers in
bathroom cabinets soon lose their efficacy.
They should always he stored in screw-
capped botties in a dry place.

Aspirin in Acute Rheumatism. Aspirin
appears to be as efficacious as sodium
salicylate in the treatment of acute rheu-
matic fever and is preferred by some prac-
titioners. [t is used as such or as the
calcium salt, which is more soluble and
less irritating to the gastric mucosa.

Dosage. The effective dose of aspirin in
rheumatic fever is roughly two-thirds that
of sodium salicylate. A guide to dosage
is to give 1 grain (65 mgm.) per pound
body weight per day, divided into equal
doses and given at three to four hourly
intervals until the fever subsides, the joint
pains disappear, and the sedimentation
rate returns to normal. During the past
five years attention has been focused on
the treatment of acute rheumatism with
massive doses of aspirin or salicylates,
~sometimes up to 200 grains (13-3 gm.)
daily. A maintained plasma salicylate
level of 30 to 40 mgm. per cent. is consi-
dered essential, and frequent plasma sali-
cylate estimations are required in the early
stages, as the rates of excretion vary from
time to time in any omne patient.

The criterion of progress and cure is the
reduction of the sedimentation rate to
normal, and in several cases so treated it
is claimed that the disease has been cured
in so far as subsequent cardiac complica-
tions have been negligible. But the sedi-
mentation rate is related to the plasma
fibrinogen content, and in a series of cases
of conditions other than rheumatic fever
associated with a raised sedimentation
rate treated with salicylates the sedimen-
tation rate has been reduced to normal;
it. is probably that there is a specific
depressant effect of salicylate on the manu-
facture of fibrinogen by the liver.

Observation of cases over a five year
period is probably insufficient to justify
a claim of “cure” of acute rheumatism,
as so often cardiac lesions are not detec-
table until ten years have passed since
the acute infection. The exact relation-
ship between salicylates and rheumatic

B
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fever still remains a mystery, and until
this has been established the therapeutic
test of aspirin or salicylates in doubtful
cases of joint pains must remain as valu-
able as ever,
*** *** *“‘*

ANTISTIN IN DERMATOLOGY—))r.

J. Overton—p5. M. J. May '4s.

The results of the administration of
Antistin in 87 cases (by the oral route in
most cases occasionally supplemented by
intramuscular injections) of various skin
conditions show that it affords symptoma-
tic relief in inticaria, and angio-neurotic
oedema, in eczematous eruptions with
oedema, and occasionally in other itching
dermatoses. Sometimes it acted well in
cases where Benadryl had failed. Undesi-
rable side effects were noted in 14 out of
the 87 patients and consisted mainly of
dizziness and light headedness. These oc-
curred either in early childlood or in the
very old. In view of the somnolent and
depressing effect produced by Nenadryl,
Dr. Overton prefers Autistin, particularly
in the case of motor drivers, skilled
mechanics and operators and others whose
duties require a high degree of mental
alertness and co-ordination.

T. N.S. R.
# % *x %"y

TREATMENT OF INFECTIOUS EN-
DOCARDITIS—JI. de Medicine de Lyon
5=12~d7—Abstract in J. A. M. A. 1-5-4g.

_Muller and Marandon treated 14 patients
with infectious endocarditis, with large
dos.;es of penicillin (480,000 to one million
units daily for over a month) under care-
ful supervision obtained very favourable
results in ten of them. They consider that
this treatment with enormous doses of
penicillin constitutes a veritable revolution
in the treatment of infectious endocarditis,
due to strepto and staphylococei and other
organisms. The authors were able to
ascerta.ln the late results in 9 of their 10
Surveying cases. The favourable results
had persisted for more than four months
In some for over a year. ’
T. N.S. R.

*** *** *-‘*
CURE FOR FILARIASIS—( Hetrazan)

\ Mansons, demonstration of the remarka-
le nocturnal periodicity of wuchereria
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banerofti the microflariac being numerous
in the blood at night but absent during
the duy—caused scepties to enquire whothgr
these organisms carried watches in their
pockets to guide their migrations. Interest
was roused in the condition during the
second world war. A large body of
American troops was stationed in Samoa,
which was a heavily infected flarial centre.
Culbertson and Rose experimented with
antimony preparations first using the c‘gtton
rates, as experimental animals. 'lhesp
destroyed the adult worms of W. bancrofti,
both in rats and men, though the number
of microflanai was not reduced for several
months ; but the dose reqnired was to near
the toxic level for this treatment to be
used with safetv. A much more hopeful
druy has been discovered by Hewi-tt and
his 5 co-workers including Dr. Y. Subba
Row, in 'Hetrazan’ (l-dietl?ylvarba’ny1—4
methylpiperazine hydrochloride) cihmca‘l
trials with this drug have been carried out
in the West Indies (J. A. M. A. 1947) where
26 persons harbouring microflanae of W,
bancrofti were given the drug by mouth
in doses of from 0-5 mg. to 2 cmg per
Kg. of body weight, thrice daily for 3 to
22 days. On the second day of treatmept
the number of microfilariae was greatiy
reduced in every case and in 13 they were
entirely absent in 8 to 83 days after treat-
ment. No severe toxic symptoms were
observed. The patients have all remained
free from microflariae for over four month's,
and may be * considered.as probably cured.

In a few patients there was fevel:, taqh_y-
cardia lencocytosis  with gosmoph}ha.
These are interpreted as allergic reactions
to liberation of proteins from dead worms.

T.N.S. R.
¥

Y;* *** * Kk ,
ASPHYXIA NEONATORUM— IV A.B.
Campbell, M.D., D.C.11.—The Practitioner—
April 1949.

Asphyxia neonatorum may pe df:ﬁneq as
failure to establish normal respiration after
birth, and includes foetal anoxia, primary
respiratory failure, pe.rsist'ent atelectasis
and respiratory obstruction 1n t'he newhorn.
Its exact incidence can be estimated onl;;
approximately, but it is a major caugelf)
foetal and neunatal mortality, especially
in premature infants, accounting for soxtr:;
30 per cent. of stillbirths and early neona !
deaths. Even if the infant survives, per
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manent brain damage may result from
severe prolonged anoxia.

For normal extra-uterine respiration to
occur, it is necessary that the respiratory
centre of the foetus shall he cabable of
reacting to the physiological stimuli arising
when the ptacental circulation is interupted,
that there shall be no obstruction to the
entry of air into the lungs, and that the
respiratory muscles shall be cabable of
effective movement.

Casual Factors—The respiratory centre
may be depressed by general maternal
diseases, such as ansemia, which reduce
the amount of oxygen reaching the gla-
centa; by toxamia of pregnancy causing
ineficiency of the placenta itself; or by
foetal disease, such as haemolytic diseass,
reducing the transport of oxygen in the
foetal blood. Analgesics and ansaesthetics
crossing the placenta and entering the
foetal circulation may also depress the
centre; in general, however, the effect of
such drugs depends more upon the skill
with which they are administered than
upon the actual dreg used, with bh_e general
proviao that morphine derivatives are
especially dangerous to the fpetus, parti-
cularly when given within a few houys of
delivery. In prolonged labour, especially
with early rupture of the membranes,
uterine contractions may reduce the placen-
tal blood flow, either depressing the centre
or stimulating it to premature activity
according to the degree of anoxia prqduc_ed.
In the latter case there may be aspiration
of sufficient liquor amnii to produce
respiratory obstruction after birth. Cerebral
hsemorrhage, or more commonly cerebral
cedema, has a direct action on the cardiac
and respiratory centres, and may result
from difficult or prolonged labour.

Obstruction of the air passages is almo's.t
always due to excessive liquor amnil,
vernix, mucus or biood. If_ this matena}
penetrates to the finer bronchioles or alveoli,
the resuiting vernix membrane may give
rise to asphyxial symptoms some d@ys after
birth. Infection is particularly llable.to
occur in these cases, with tl}e producthn
of broncho-pneumonia. A major factor in
premature infants is Wweakness of the
muscles of respiration, and this, with the
immaturity of the respiratory centr:e, ac-
counts for the greatly increased risk of
asphyxia in these infants.

£
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Prevention and Treatment—I¢t is obvi-
ous that the main preventive measures are
obsteric. A reduction in the death rate
from neonatal asphyxia should be sought
by improvement in the nutrition and general
health of the mothers, early diagnosis and
treatment of toxamia and, when possible,
the avoidance of prolonged labour.

The classical division into asphyxia livida
and asphyxia pallida is convenient, and
emphasizes the greater severity of the
latter, which is, however, merely a severe
degree of agphyxia with circulatory failure
and general collapse. Treatment in any
case consists in removing any obstruction
to the airway, increasing the supply of
oxygen to the brain, and restoring the
general circulation.

The infant should be received into a
warm sterile towel; there is in general no
advantage in allowing the cord to cease
pulsating before dividing it, and it is
usually more convenient to cut it early and
remove the infant to a cot or other prepared
place, where it should be placed head down-
wards on a gentle slope. Mucus and similar
material should be cleared very gently
from the mouth and pharynx with a swab
and a rubber-tipped mucus-extractor; if
this can be done before the child takes its
first gasp, the risk of aspiration into the
finer air passages is reduced. Gentle stimu-
lation, such as rubbing or pinching the
skin may be attempted, but more vigorous
methods of stimulation are liable to do
more harm than good, especially in those
feeble infants who are most in need of help.

Oxygen should be given as soon as possi-
ble, by soft rubber catheter, by funnel, or

in an oxygen tent. It is now generally

agreed that in the first few minutes of life
there is already an excess of CO2 in the
blood, and that to give a mixture of CO2,
and oxygen at this stage is unnecessary
and may be harmful, Most methods of
artificial respiration are sither dangerous or
require equipment not generally available.
Rocking, by Eve's technique, is simple, safe,
and at least as effective as any other
method : the infant, wrapped in a blanket,
is held in the operator's arms, and rocked
through some 45 on each side of the
horizontal ten to twelve times a minute;
oxygen may be given by mask or funnel at
the same time,
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Stimulants have a limited but definite
place in treatment; nikethamide, 05 to
1 ml. of 25 per cent. solution, or lobeline,
0-25 to 05 ml. of a solution containing
3 mg.in 1 ml, may be given into the
umbilical vein or intramuscularly. Un-
fortunately, no stimulant will act on the
respiratory centre unless the latter is
receiving a sufficient supply of oxygen
and, in general the more severe the as-
phyxia, the less the response.

When respiration has begun, the infant
should be kept warm, but clothes should
not he allowed to restrict respiratory
movement. Oxygen may have to be con-
tinued for several days, preferably in amn
oxygen tent if available, as there is
evidence that some absorption may occur
from the skin and stomach. When there
is poor expansion of the lungs, inhalatines
of 7 per cent. CO2 in oxygen for a few
minutes every hour may help at this
stage.

If much amniotic fluid has been aspirated
especially when there has been prolonged
labour with foetal distress, it is wise to
give small doses of a sulphonamide to
guar.d against infection which can so
readily be superimposed on the collapsed
and waterlogged lung. 1In the average
infant, 0-125 g. of sulphamezathine, six-
ho.urly for five days, should suffice; with
this may be combined 10,000 units of
penicillin orally every three hours. A
glose watch should be kept for relapse
in the first few days of life; persistent or
freqqeptly recurring cyanosis should arouse
suspicion of a congenital cardiac defect,
even in the absence of a murmur.

* * *** ***

OINTMENT FOR THE TREATMENT
OF ACNE VULGARIS—The Praclitioner
April 1949,

A sulphur ointment of good penetrating
power and incorporating an active poly-
sulphide for intradermal use in treatment
of acne vulgaris ig recommended by M. J,
Strauss and H. Sigel. (Connecticut State

Medical Journal, Feb
The formula fs e ooy 1949, 13, 100)

Sulphur 75
Sodium mixed alkyl benzene
Sulphonate 110-0
Antipyrine 54-0
Triethanolamine 100-0

June, 1949)
Propylene glycol 168-5
water 1000 weight parts

The ointment is massaged into the skin
for two minutes: in the morning, after
washing with soap and water, the oint-
ment is applied, allowed to stay on for
fifteen minutes, and removed with a towpl;
in the evening the ointment is applied
half an hour before bedtime, and is a.ll()\\"ed
to remain on all night. If severe irritation
of the skin occurs the ointment is applied
once daily only, or treatment is interrupted
for one or two days a week. Of twelve
patients who persevered with the treatment
for three months, good results were obtained
in all but two. Of the entire group of
thirty-one patients, good or excellent results
were obtained in 83-3 per cont. It is scaped
that patients in whom a mild desquamation
occurred responded better than those in
whom this did not occur.

*** *** ***

A SCALP OINTMENT—The Practitio-
ner, April 1949. .

An ointment that has been fpupd usefql
in seborrhoeic conditions, Bernier's pruri-
go, and psoriasis of the scalp (J. A. Myers:
Pharmaceutical Journal, February 12, 1949,
162, 119) has the following formula :i—

Precipitated sulphur 2
Salieylic aci;i1 N 5
Sodium sulphoricinate - :
Sulphonated Lorol I.iquid T. A. 12
Cetyl alcohol-tar mixture :
Glycerin o0
White soft paraffin 20
Cety! alcohol 2

Distilled water

The ointment is stated to be.staple, has
a velvety texture and rubs easily mto} f.he
scalpr The scalp is cleansed by was nrlx]g
with warm water which converts the

ointment to a detergent form.

* *
**! * * . ¥
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DEPILATORIES—J. 4. M. A—Jan.
15, 49.
0. Kindly outline the rational treatment

h i i 2 ir) of the
of hyper-trichosis (superfluous hau.) of t
face.prlease name the best depilatories,

indicating the ingredients and their doses.

A. The only safe method 'for. permanen-
tly removing superfluous hair is by elect-
rolysis. Depilatories are temporary methods
of removing hair and must b.e repeated
every ten to fourteen days. Barl.um sulﬁde
or a mixture of caleium anfi b;m'um sulfide
are chiefly used. The depilatories appear
in powder form or may be sold as semi-
solids. If in powder form, the preparation
is mixed with enough water to for‘m a
paste that is easily applied to hair regions.
It is allowed to remain on the sl§m until
dry and then washed off. The hairs come
of in the washing. Andrews recommends
the following forinulas:

Calcium sulfide 1 part
Water (to make paste)
Zinc oxide 3 parts

This may be irritating, and the label
should include the ingredients and a word
of caution.

i i ittle b on the
ix into a paste with a little water, ru b
skli\r{“f(;r ﬁvepminutes. Scrape off softened hairs
with the edge of a tablespoon; wash the skin.
Apply a soothing lotion, such as calaml‘ne lotion.
McCarthy recommends the following paste:

Gm. or Ce.

Barium sulfide 10
Zinc oxide powder 12
Starch 12

ntainer tightly closed. When ready to
aplgleye,IJ afi?i tsut’ﬁciem water to make a paste and
leave on two minutes before scraping off. {\:pplyl?
soothing cold cream to allay irritation. This appli-
cation should be repeated every ten to fourteen

days.

Roentgen therapy is mentioned here to
condemn it because of its danggrous sequella.
Depilatory creams with thallium salts also
are condemned because of their toxicity.
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ASSOCIATION NOTES

COIMBATORE BRANCH

The monthly clinical meeting of the
Association was held at 6 pm. on
26—2—1949 in the Association premises
with Dr. N. K. Sampath, the president
in the chair. 49 members were present.

After tea and reading of the minutes
of the last month’s meeting, the
following resolution was proposed by
Dr. K. V. Subramaniam LM. & S.
B.S. Sc¢., and was passed unanimously,
all standing.

“This meeting of the Coimbatore
District Medical Association unani-
mously passes the resolution condoling
the death of Captain S. Thambiah, B.A.,
M.C.,, M.R.C,P, FDS, TFRCP, and
hereby authorises the Honorary Secre-
tary to convey the condolences to the
members of the bereaved family,”

Then the resolutions of the building
sub-committee approved by the exe-
cutive committee were placed before

the general body and unanimously
passed.

The president then requested Dr.
M.G. Nair T.D.D. (Madras) T.D.D.
(Wales) to deliver his address on
“The problem of tuberculosis and the
place of B.C.G. in the prevention of
this disease.”

The lecturer dealt at length with
the problem of tuberculosis in India
and affirmed that B.CG. is the only
solution in India at present.

_ An _interesting discussion followed
in which Doctors K. V. Subramaniam,
Y. P. Vasudevan, P. K. Kalyana-
raman, D. Sundareswaran, R. Sundara-
rajan and N. Jaganathan took part.

After vote of thanks to the lecturer
and the host of the evening Dr. C. V.

Ramaraj, the funection t i
abone 8 erminated at

RAMNAD BRANCH
President : Lt. Col. M. A. Parthasarathy

Vice- President ;

Dr. T. 8. Shetty

Secretary & Treasurer: Dr. S. Sundaresan
Jt. Secretary : Dr. K. Venkataraman

A monthly meeting of ‘the associ-
ation was held on 26-3-49 at 4 p. m.
in the Swedish Mission Hospital,
Tirupathur. About 20 members were
present including 2 from Pudukottai.
The Members were entertained to tea
by the staff of the Hospital.

After the tea, they were taken
round the New Block of the Hospital
opened recently, one for the E. N. T.
Department, -and the other for the
Laboratory.

In the absence of the President a
the Vice-President of the Associatic?nd
Dr. 8. V. Joseph, Civil Asst, Surgeon:

Sivagangq, was proposed to the chair
and unanimously approved.

The minutes of the Annual Meeti
D y eetin
Zg bé;fatgta}ngg,, gnd the monthly meeting
lettinad Boat House were reg
the Secretary. ’ ere vead by

The proposal to havy i
; S ave a combine
%eetmg of the Madura, Ramnad 1:3&
innevelly Branches of the I M.A

at Kodaikanal durin
: g the 3rd wee
May '49 was approved. 1 week of

Dr. Ysander, M. D Chi
' y M. D. Chief Medica
?ef;f}cgel of the Hospital gave an inte}
e K}g ta!k on ‘ Modern Conception
naemias’, He stressed the need

2

"attend the

ere, 1049]

of blood examination in all cases of
Anaemias, and correctly diagnosing
the particular type before treating all
cases with Iron and Liver extract
indiscriminately.

Aftor the lecture there was a clinical
domonstration of 4 interesting cases: 1
Gastro-Jejunal Ulcer 2. Suspected case
of Mpyasthenia Gravis 3. Lepromata
of the Sclera and 4. Ciliary Staphyloma.
The meeting terminated after thanking
the lecturer and the staff of the Hos-
pital for their hospitality.

% m ¥
Wy % % g%

The monthly meeting of the above
branch of the Indian Medical Associ-
ation was held At “LATHAMS BUNGA-
LOW " at Ramnad on 23-4-49 under
the Presidency of Lit. Col. M. A, Partha-
sarathy, F.R.C.S. About 25 members
were present.

The members assembled in the Head
Quarter Hospital at 3 p. m. and were
shown practical demonstration of Blood
Transtusion. The whole process was

. explained by Dr. 8. V. Joseph, who de-

monstrated the grouping of blood before
‘transfusion and actually domonstrated
the transfusion to an anaemic patient,
an inmate of the hospital. Later the
members wore taken round the hospital
and shown variety of cases. A case of
intestinal obstruction treated succesfully
without operation was also shown.

The members were entertained to
Tea by the staff of the hospital at
the Lathams bunglow, and the meet-
ing commenced under the presidency
of Lt. Col. Parthasarathy. Thc minutes
of the last meeting held at Tirupattur
was read by the secretary and adopted.

The president in his opening speech
said :--

It gives me great pleasure to meet
you all, once again, at our monthly
meeting after all these months when
I was away on the Hyderabad KEx-
pedition.

1 must apologise for my inability to
last two meetings that
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were held after my return from Hydera-
bad. In fact I was anxious to attend
the last meeting at Tirupattur and had
made all arrangements but owing to a
slight misunderstanding with regard
to the date of the last meeting,
I had to miss the pleasure. However,
here we are all once again and I am
so glad that this meeting has been
attended so largely.

As you all know we have met here
this evening to talk about blood trans-
fusion and the inaguration of a Blood
Bank for this District.

It is, I am sure, superfluous for me to
tell you what an important place Blood
and Plasma transfusion have taken, and
rightly too in modern treatment, not
only of major surgical emergencies
and operations but also in the treat-
ment of ansemias and other allied
conditions.

Ever since I came to Ramnad and
took over charge of this hospital, it
has been my long cherished ambition
to have a Blood Bank of our own to
cater to the needs of the patients, not
only of this headquarters hospital, but
also to those in the out-lying hospitals
and dispensaries, when necessity arises.

It took me all this time to giveit a
start and oven now it is unofficial. I
am hoping however, that now that we
have equipped ourselves to the best of
our abilities and made a start, it will
receive the official blessings of the
authorities concerned. We are ex-
pecting the Provincial Blood Transfusion
Officer to visit us here early next
month and I am confident that he will
include this district centre also in the
list of officially recognised blood trans-
fusion units and bless us with his help
and encouragement.

Before I pass, I shall be failing in
my duty if I do not mention how
very grateful I am to Dr. S. V. Joseph
of Sivaganga, and to the members of
my staff in the headquarters hospital
here, for their great enthusiasm, keen
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interest and untiring energy and all
the help they have given me in this
effort. Dr. Joseph will be speaking to
you presently ou the subject of blood
transfusion, on its indications, details
of technique, pitfalls etc. He is eminent-
ly suited to talk to you on the subject,
as perhaps you are aware, that he is
fully trained in the Army Blood Trans-
fusion Service.

In conclusion and before I call upon
Dr. Joseph to speak to you, I wish to
draw the attention of the members
present to the foot note in the meeting
notice viz., the auction of certain old
editions of books belonging to the
District Medical Lending Library. I
request all members present to take an
active part and make this function
which is to be held at the end of this
meeting, a success. I wish to inform
all the members of the District Medical
Lending Library that we have now
purchased and added quite a few latest
editions of useful books on the various
branches of Medicine, Surgery etc., to
the library and removed all ancient and
prehistoric editions. It is, T am sure,
needless for me to invite the members
to make full use of the library since
they are paying through their nose to
be members of the library. We are
expecting quite a few more books
which have already been ordered with
the publishers and awaiting release and
supply shortly.

As you would perhaps have noticed
during your visit to the Headquarters
Hospital this afternoon we have now
a fairly well equipped laboratory and
we propose to do some of the com-
moner laboratory tests such as Xahn
- test, Widal test, F. T. M. Blood sedi-
mentation test etc, in our own
laboratory here, instead of having to
send them to the King institute and
other laboratories as hitherto. Medical
Officers who wish to avail of the faci-
lities of this laboratory are welcome to
do so and we shall be glad to try and
- do our best. .

[The Miscellany

I am glad to be in position to
announce that an X-ray plant has been
sanctioned for this Headquarters Hos-
pital and we are hoping it will be in-
stalled here very soon. In passing, I
may be permitted to announce also
that our equipment in this Headquarters
Hospital has been greatly improved,
and we are now in a position to
handle cases which had to be sent
hitherto to Madura or other bigger
Hospitals for want of proper equipment
such as cystoscope, sigmoidoscope etc.,
Wi_th the addition of a X-ray plant,
which is soon expected, we would be
fairly well equipped and we should
have nothing to grumble, barring, of
course, the inadequacy of accom-
modation which is unfortunately, be-
yond our means, at least for the present.

Finally on behalf of my staff and
on my own behalf I thank you all for
attending this meeting in such large
numbers and I trust you will maintain
the same enthusiasm and interest in
the association meeting and make it
a point to attend, in large numbers
the future meetings of the association.
We trust that the practical demonstr-
ations in Blood Transfusion and the
cases of importance that were shown
to you during your visit to the hos-
pital, earlier in the afternoon, were of
Interest to you and you feel that you
have spent your time usefully going
round the hospital.

I shall now call upon Dr. Joseph to

spe:ak to you briefly on Blood Trans-
fusions.

Olgi books b_elonging to the District
Med}cal Lending Library was sold in
auction.

_ The meeting terminated after thank-
ing Col. Parthasarathy and the staff of
the hospital for their hospitality and
Dr. Jose_ph for demonstrating Blood
Transfusion, to H. M, Rajah Saheb of
Ramnad for placing the building at
our disposal for the meoeting, and the
electtmcmn in charge of lighting arrange~
ments.

June, 1949]
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TANJORE BRANCH

President: Dr. Janab Mohamad Ismail
Vice-President: Dr. T. M. Pillai
Secretaries: Dr. E. K. Menon
Dr. P. A. K. Nair

A meeting of the association was
held on Sunday the 27th February 1949
at 4-30 P. M. in the Medical School

Buildings, Tanjore.

39 members attended. After Tea
provided by Dr. S. Subbalakshmi, the
meeting commenced. In the absence
of the President and Vice-President of

" the Association Dr. (Miss) Tiphagne was

proposed to the Chair by the Secretary.

The minutes of the last meeting were
read by the Seccretary and adopted.
After the President’s introductory
speech Dr. 8. Subbalakshmi, M B.B.S,
Woman Asst. Surgeon, R. M. Hospital,
Tanjore gave a lecture on “ Some com-
mon complications of neglected labour.”

A short discussion followed and seve-
ral members took part. The meeting
then terminated with a vote of thanks
to Dr. S. Subbalakshmi for her fine lec-
ture and Tea,

TRICHINOPOLY BRANCH

President ;
Vice-President :
Secretary :
Treasurer :

An emergent meeting of the Asso-
ciation was held on Saturday the.‘ZOt.h
Jan. 49 in the premises of the Bishop
Heber High School, TrichinOpoly'mth
Lt. Col. R. K. Chettur, the President,
in the Chair.

About 40 members were present.
After the Tea, kindly provided by the

President, the lecturer Dr. K. V., Venka-

taraman, M. D., Director, King Inst.itute
Guindy was introduced by the President
to the members.

Then the lecturer spoke on the sub-
ject of ¢ Epidemic Influenza.’ A discus-
sion followed in which many members
took part.

The meeting came to an end with a
vote of thanks to the lecturer, the host
and the authorities of the Bishop Heber

- High School.

*** *** ;l'** f th
The 20th Inaugural Meeting o e
Association was held on Sunday the

Lt. Col. R. K. Chettur

Dr. G. Joseph Gnanadickam
Dr. V. K. Ranganathan

Dr. T. V. Sundaram

6th March 1949 at the Municipal High
School, Karur.  About 60 members
attended the meeting. After the Tea
kindly provided by the doctors of Karur
the meeting commenced under the
Presidency of Dr. P. A, S. Raghavan
who was proposed to the Chair by the
President Lt. Col. R. K. Chettur.

Dr. Raghavan introduced the lecturer.
Dr. R. Subramanyam, B.Sc, M.D., M.R.C.P,,
Physician, Govt. General Hospital,
Madras to the members.

Then the lecturer delivered a brilliant
lecture on * Hypertension and its man-
agement’ which was followed by a
discussion in which many gneml.)er.s took
part. (Lecture published in this issue.)

The Secretary thanked the lecturer

and the doctors of Karur and the
meeting terminated at 8-30 P.M.

. Then the members were enterta@ned
to an excellent dinner kindly provided
by the doctors of Karur.
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ANTI-ANAEMIC-ALTERATIVE

HIGHLY VALUABLE IN CASES
OF MALNUTRITION and
WASTING DISEASES.

Available in 10 c. ¢, ampoules 4o 5
f .
or orol use only. y A general tonic contalning proteolysed liver,

iron and vitamins of the B Group.

'ANDHRA PHARMACEUTICAL WORKS LIMITED
BEZ WADA ' fFor treatment of

general debility and various types of anaemias.

nutritional deficiencles,

AP 690

¢etalled literature from the makers:

‘Che Supreme Produets of
THE BENGAL MODERN DRUG HOUSE LTD

- INOPEDSIN = | MONOLECITHIN e roas

The Digestlve Corrective
of Choice
The Unequalled Nervine Tonic (Pharmaceutical Diviston)
Baroda - Ahmedabad

B. J. NATHAN & C Aents
a [] o- - .
» Nowroji Road: Madras 10. SHLA 3C (Med) &

/
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BRAND
tablets and powder
of
magnesium trisilicate compound sara

A soothing preparation for general use in hyper-acidity of
the stomach and particularly for the relief of pain in
gastric and duodenal ulcers, Silma is available in the form
of tablets and powder.

Each tablet of Silma contains 12} grains of Magnesium Trisilicate
Sara, 1} grains of Magnesium Carbonate, | grain of Bismuth Carbo-
nate and small quantities of a few essential oils added as flavouring

agents. Silma powder also contains these ingredients in the same
proportion.

MODE OF ISSUE:
SILMA tablets are supplied in bottles containing 25 and 100 tablets.

SILMA powder is supplied in cartons containing 100 grams.

Magnesium Trisilicate Sara used in these preparations fully conforms
to the standard of U. S. P. and British Pharmacopeia Addendum
and is manufactured in India by Sarabhai Chemicals (Fine Chemicals
Division).

detailed literature from the makers:

SARABHAI CHEMICALS

(Pharmaceutical Division)

g MQ_
Baroda. Ahmedab
ad
SC (Med) (O SHILP?

o )qg-

Press Announcement
‘“ tl' T.C.F. (Sole Distributors: W. T. SUREN & Co., Ltd.)

We regret to inform our readers that due to a mgstake in theTM€y[}9g‘9‘
issue of the Miscellany, at the foot of the advertnsement.by . C. .the
‘FERILEX' it is stated that the Agents for Madras Presidency ar(; e
Medical and Surgical Co., Ltd. This should have gone at the foot l? S
advertisement by Cipla Lab. Ltd. on page 26. We regret the mistake an

hasten t same, : ;
o correct the Managing Editor.

ODDS & ENDS

Administration of Gynergen may not be advisable during pregnancy.

» L3 *
* - " » LR

The product of distillation of Cod liver oil is an antibiotic, strongly
bactericidel.

- - »
- .« » . »

The incidence of tuberculosis is said to be lowest in Denmark.

- »
* » L * »

Chemist (aside to his stout wife) © Don’t come into the shop for a minute,
dear, T am trying to sell six bottles of my fat-reducing mixture.

* . .
* » * w . "

“Can you extract teeth painlessly 97

“1 can’t say. Once I nearly dislocated my wrst. "

»* » .
. » » & » *

o t
“Doctor, when I stand upside down, the blood rushes to m.y head, b‘:l”
when T stand on ny feet, the blood doesn’t rush in there. Why is that so:

“Because your feet are not empty.”

*
* * - *
LA * »

- . . : be quite all
Doctor, meeting his old patient on the road, **You seem tO ]
right now. You must have taken my advice to have a change.

“Yes, I did.”
“Where did you go%”

“To another doctor.”
»
» » . 2

- - ®* . tE)
.. , fter meals.
Doctor: “Ihave given you three doses of medicine to be taken a

Patient: “Will you give the meals also, doctor?”




Registered No. M, 4839

RESQ-CAL-VIT

(Calcium:Lacto-Gluconate with Vit. D.)

An assimilable Caleium preparation with Vit. D. suitably sweetene(;
and put in the form of convenient tablets. Indicated in all cases 01
Calcium deficiency. Reso-Cal-Vit gives excellent results in Menstrua
dysfunction, Pulmonary Tuberculosis, Bronchitis, Eczema, Pregnancy
and Lactation, Rickets, Urticaria, etc.

Each Tablet Contains

Calcium-Lacto-Gluconate D grs.
Vitamin D. (Crystaliin) 500 units.
Acid Tartaric 0-25 gr.
Acacia 0-20 gr.
Saccharin Purif, 0-06 gr.
Lactose to...... 10 grs.

An excellent Nervine Tonic containing Iron, Glycerophosphates
of Calcium, Potassium, Manganese, Caffein, Strychnine, and extra('“;
of Dates, Figs, and Grapes and reinforced with Vit. B, In genel'it
debility and nervous break down RESTONE has given very good "es‘.ﬂtb'
If taken continuously for some time Muscular and Mental Fatigu¢
vanish and bring Vim, Vigour, and Vitality to the Individual.

Manufactured by :

SOUTHERN RESEARCH LABORATORY,

Manufacturing Chemists,

MADURA.

Sole Distributor :

SP. M. MEDICAL MART,

15, East Chitrai Street,
MADURA.

=~

E. (Vienna,) Teppakulam, Tiruchirapallh
chool Press, Tiruchirapall

Edited and Published by Dr. P. A, S, Raghavan, z. M. R.
and Printed at St Joseph’s Industrial S
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