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Backache in Women !
\': \T"‘{s ° 'y . I K \ "
~A*@naecological Viewpoint
By ro0”
Hugh C. McLAREN, M.D., F.R.E.P.S., F.R.C.S.Ed., F.R.C-0.G.
Professor of Obstetrics and Gynaecology, University of Birmingham
“But I don’t think you understand indicate the sacral or sacro-iliac region.
about my backache-~you see Doctor ‘How did it start?” After the baby or
says the womb is right upside down! after nursing her mother in a serious
Another remark the gynaecologist dreads illness or again it may be clearly a
is ‘But doctor said since it was worse at ‘menstrual backache” 1.e., associated
period-time my backache must come from with severe lower abdominal pain at
my womb’. Ofcourse, backache from any menstruation. ‘What aggrevates or relieves
orthopaedic cause is worse at menstrua- it? Washing day (stooping) or garden-
tion, while retroversion of the uterus is ing, with some relief with rest, may
so common that the time has come to point to an orthopaedic cause although
write into our text books as physiologi- low backache due to the onset of prola-
cal. . pse is also relieved by rest.  The rele-

ON TAKING A HISTORY
With a leading symptom of backache
I ask the patient to rise from her chair,
watching the while for stiffness or awk- (a) Endometriosis of the ovaries, tubes or
ward posture. Localising the site of  pouch of Douglas: last child eight years
the backache with her hand she may ago (coitus interruptus since then),

vent importance of backache may not
be clear until a full history is taken; for
instance:—
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'V'increasingly painful periods, deep dys.
pareunia,  post-coital  aching............
and Yow backache.

(b)~ Fibroids of large size: menorrhagia
increasing over the last year, lower ab-

dominal discom(p;t, worse at menstrua-
tion and... low backack.

(¢) Pelvic infection: sybacute or chro-
nic, eg. tuberculosis suspected from
family history and patient’s sterility,
increasing dysmenorrhoea some menor-
rhagia, dyspareunia and .... increasing
backache.

A full gynaecological history then
may fit backache into the whole picture
as a lesser symptom. As a corollary it
may be said that without a composite
picture suggestive of pelvic disease ba-
ckache is unlikely to be gynaecological.
In other words, if backache presents as
a single symptom, experience leads one

to seek a cause outside the genital
tract.

EXAMINATION

The patient wears nothing but a
dressing gown which Sister removes
before examination begins. If backache
is the principal symptom, preliminary
examination with the patient standing
erect may show abnormal posture or
spasm of the erector spinae muscles as
in the prolapsed intervertebral disc syn-
drome. Lateral movement and flexion
and extension are often limited or pain-
ful and, of course, suggest an orthopae-
dic cause. In the post-natal patient
who has not yet become accustomed to
her new posture, stiffness on extension
may be obvious, whilst pain on pressure
over the coccyx is not uncommon after
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forceps delivery.  On the other hand, if
posture is good and movements are free

&and painless the gynaecologist is encou-
raged to seek a pelvic cause for back-
ache,

[ have an arrangement with my col-
leagues in the department of orthopae-
dics not to refer patients without my
attempting to make a diagnosis, how-
ever amateur!  With a simple history
and examination an attempt at orthopae-
dic diagnosis is usually feasible. Before
treatment is considered in a patient with
a disabling backache, however, the
opinion of an orthopaedic surgeon is
sought.

ABDOMIO-PELVIC EXAMINATION

As the examination of the abdomen
and genita] tract proceeds a search is
made for the cause of backache but
quite often it is almost impossible to
point to one fact established at examina-
tion and to declare with certainty ‘this
alone is the cause of the backache’.
For instance, a hugely obese abdomen

in an overweight patient may coexist

with prolapse. Again, in the postnatal
patient there may be obvious stiffness of
the back, poor posture and lax abdomi-
nal and pelvic muscles; this may be
more important than the associated
retroversion of the uterus.

A carefully taken case history in the
privacy o a cénsulting room, and a
simple examination of the back followed
by abdomino-pelvic examination allow a
list of the causes of backache to be made
and therapy to be planned according to
one’s final opinion on what is the domi-
nant etiological factor. But even the
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most experienced gynaecologist may
emphasize the irrelevant and consequen- -

tly fail to treat the basic cause of back-*.’

ache. So we find the Hodge pessaiy
in situ when the backache is later proved
to be due to an early ‘disc’ lesion. Or
perhaps at a subsequent visit it becomes
obvious that the patient is very anxious
about some intimate domestic problem
such as an erring or neglectful husband.

The list couldlbe extended to include

pelvic congestion resulting from coitus

interruptus, early endometriosis or even

the controversial infected cervixw

drome—an uncommon clinical enti)y in
which an infected cervix (usually an
erosion) is associated with jender/ para-
metria. L

In summary,qﬁhﬁg.ﬂ..,gelviC conditions
may be . associated with backache but
only a very careful study of the whole
clin’cal picture will allow the backache
to be attributed to pelvic structural
abnormality or any other condition such
as endometriosis or pelvic infections.
In the first paragraph I suggested that

SOME TYPICAL FINDINGS

Findings

(1) Weight 190 Ib. (86 kg.), age 55:
cystocele and rectocele of long duration
of which she is unaware: backache.

(2) Recent prolapse in a thin woman
of 40. Dragging bakache aggravated by
prolonged standing.

L

(3) Backache with old-standing pro-

~lapse in @ women of 60.  Stiff move- .

ment of back with tender nodules over
sacroiliac region.

(4) Backache with postnatal stiffness
of spine: poer posture.  Retroversion
of uterus.

* (5} Backache with postnatal laxity of
pelvic floor, slight cystocele, . mobile
retroversion. ’ '

(6) Backache with postnatal mobile
retroversion without cystocele or uterine
descent on straining. No obvious cause
for backache .

MEDISCOPE

Therapy

Weight reduction; physiotherapy; a
well-made corset; review.

A well-fitted celluloid ring pessary
may relieve her backache and point to

" the need for plastic repair.

(a) Othopaedic opinion; (b) for her
prolapse, a pelvic floor repair.

Physiotherapy and improvement of
pelvic floor muscles. If symptom free,
ignore retrovrersion.

Pelvic floor exercises; if no relief in 3 to

4 weeks, temporary insertion of a Hodge

or ring pessary; continue physiotherapy

until removal of pessary in 6 to 8 weeks.
» .

Hodge pessary test (see next page)

191



the patients may easily become intros-
pective about their pelvic organs, i.e.
many women are easily convinced by
their doctor that, a ‘tilted womb’ is
paghﬁE'i)gical. f the tilted womb (re-
troversion) proxi:ghgo be, irrelevent it is
often very difficult to Teassure the patient
that her pelvis is normal. The woman
who has become devoted to her unneces-
sary pessary may similarly be difficult
to treat for she ‘doesn’t feel quite right
without it’. I therefore strongly recom-
mend the referral of problem cases to
an experienced gynaecologist rather than
the insertion of a ring on the off-chance
that symptoms may thereby be relieved.

RETROVERSION OF THE UTERUS

No summary of ‘gynaecological back-
ache’ would be complete without a
more detailed discussion on the question
of retroversion. When is it pathological 9
When can it cause low backache?
Should we ever tell the patient she has
a tilted womb’?

Fixed retroversion and backache :—
This may be quite painless but more
often, pressure in the adherent pouch
of Douglas and a fixed uterus is painful
at examination. These may also be
thickened, tender utero-sacral ligaments
to suggest endometriosis, or bilateral
adnexal swellings to suggest inflammatory
disease (tuberculosis, post-abortal infec-
tion, previous gonorrhoeal infection).
If backache is severest at menstruation
and if, after examination, ‘her backache
is reproduced then it can usually be
assumed that treatment aimed at the
diseased pelvic organs will relieve back-
ache. The more dominant symptoms
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such as dysmennorrhoea and dyspareu-
Q nia are, ofcourse, also relieved.

; '\‘>Rerrovemion with prolapse :— QOne of the
S

mptoms of prolapse in its initial phase
is a dragging sensation in the pelvis and
backache which is usually relieved by
rest.  Retroversion may or may not be
present in the early stages of a prolapse
but, whether present or not, the impor-
tant point to remember is that it is in
the early phase of prolapse that back-
ache and dragging are common. Later,
prolapse may cause no symptoms apart
from the sensation of ‘bulging’ of a
cystocele or rectocele.

Removel of a supporting ring pessary
in a long-established prolapse may pro-
duce a low dragging backache but in
my experience backache is not a com-
mon symptom in this type of case: if it
is present, experience leads one to avoid
a promise of a cure of backache by
operation on the prolapse i.e. the cause
of the backache is seldom longstanding
prolapse, it is much more likely to be
orthopaedic in origin. In practice there-
fore the operation for prolapse is
carried out and the symptoms possibly
attributable to it are reviewed at the
follow-up clinic.  The persistance of
backache despite a good surgical result
naturally leads one to seek a cause apart
from the pelvic organs. The empbhasis
in therapy therefore is in the cure of
prolapse, i.e. of cystocele, rectocele and
descent of the uterus. Retroversion is
usually corrected by a plastic repair but,
even if not, its persistance takes nothing
away from the therapeutic result of the
operation.
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Pessary test for the relevance of refrover-

sion :— The assessment of facts establi-

shed by the insertion of a Hodge pessar

to correct retroversion is so difficult tlg/a"t
[ doubt if any practitioner with limited
gynaecological experience should attempt
it. [ confess personal difficulty in inter-
preting the test so that 1 very seldom
use it in either gynaecological or post-
natal patients with backache. Never-
theless, our hospital records show that
each year there are a few patients in
whom retroversion is apparently the cause
of backache, but usually there are other
associated symptoms such as dysmenor-
rhoea and deep dyspareunia. If symp-
toms are relieved (with the uterus held
by a pessary in anteversion) and reap-
pear on removal of the pessary then
shortening of the round ligaments by
operation is justifiable. Laparotomy, of
course, also allows an examination of
the abdomen and pelvis, especially of
the appendix and adnexa. Before
launching into an operation to hold the
uterus forward into anteversion a most
careful assessment of the clinical facts is
necessary. My own experience suggests
that retcoversion per se is almost never a
cause of backache and nowadays very
few gynaecologists carry out the opera-
tion if shortening the round ligaments;

even fewer would guarantec that a cure
of backache would follow the operation.

T

THE PLANNER’S SYNDROME
ENDOMETRIOSIS

When a woman complains of low
backache at or about menstruation, and
prolonged voluntary sterility is present,
endometriosis must be ‘placed high on
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the fist in a differential diagnosis.  No-
one is certain of the cause of this ,cur-
ious condition (which amounts to/extra
uterine menstruation) but it is cpmmon
accompaniment of voluntary irfertility
which in Birminghar] means ‘coitus
interruptus’. ‘T diagnosis of pelvic
endometriosis is often difficult but if
low pelvic pain and backache appear in
a married woman (or exceptionally in
an unmarried woman) when pregnancy
is being avoided, vaginal or recto-vagi-
nal examination may reveal: (1) tender
utero-sacral ligaments perhaps with
lentil-like swellings on its length. (2) a
fixed tender retroversion, (3) an adnexal
swelling (chocolate cyst), and (4) pelvic
pain and backache which is definitely
‘her pain’ and follows vaginal examina-
tion. Amid the triad of endometriosis
dysmenorrhoea, dyspareunia, and infer-
tility-a gynaecologist is apt to regard
backache as a minor symptom, but a
general practitioner may have backache
offered by a shy patient as a leading
symptom, the symptom she admits to
her friends, her husband and to her
foreman at the factory when explaining
her absence from work. She may hope
that in the privacy of the consulting
room her doctor will give her time to
complete her story of dyspareunia, post-
coital pain and backache, all pointing to
endometriosis

BACKACHE DUE TO
PSYCHOLOGICAL CAUSES
Backache due to psychological causes
is dealt with elsewhere in this sympo-
sium, but without a doubt backache in
women is a common sequel of anxiety
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and ‘nervous tension’.  For instance,
unsatisfactory sexual relationships in a
marricd or unmarried woman can lead
to chrenic pelvic discomfort and back-
ache which may k\)e very disabling.

" CONCLUSIONS

Low backache in wdomen is common,
as it is in men. Backache as a single
symptom is seldom the result of pelvic
disease but it may present with dysme-
norrhoea and dyspareunia in endometri-
osis or pelvic inflammatory disease. In
these conditions, a fixed or partly
fixed (tender) retroversion with adnexal
masses may require surgical treatment
(or, in tuberculosis, antibiotic therapy)
with the prospect of a symptomatic cure
including relief of backache.

Mobile, painless retroversion, however
is extremely difficult to assess as a cause
of low backache and a plea ismade for
the referral of these problem cases
to a gynaecologist of experience, whether
the retroversion be diagnosed in the
postnatal clinic or the surgery. If the
patient asks why she had to havea second
opinion I suggest that she be told that
her womb is displaced but that every third
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or fourth womb is so displaced so that an

‘ opinion is being sought as to whether or
- "ot her backache is related to the condi-

titn. The gynaecologist may be compel-
led to carry out a pessary test to assess
the relevance of retroversion, and
possibly early coexistent prolapse, but the
interpretation of the test is difficult and
often inconclusive even in the hands of
an expert.  Routine insertion of Hodge
pessaries in the practitioner’s surgery or
the postnatal clinic is deprecated since
abdominal and pelvic exercises may be
expected to cure laxity of the pelvic

floor and so relieve the sensation of .

dragging the pelvis and low backache.

SUMMARY

Low backache in women as a single
symptom is seldom due to disease of the
pelvic organs. It may present, however,
as part of a clinical syndrome common
to endometriosis or pelvic inflammatory
disease, but usually as a minor symptom
amongst others.

*(Reproduced from The Practitioner,
London, No. 1070 Vol. 179 August
1957.)
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Treatment of Common Infections of

theZland

By

i
Major P. GOVINDA RAU, M.B.B.S,, F-R-C.S-,'{E‘:‘_f‘,ﬁf;’)
Hon. Surgeon, Erskine Hospital, Madurai.

A knowledge of the diagnosis and
treatment of injections of the hand is of
great .importance. Many of these
lesions are common and their treatment
should be within the competence of the
general practitioner. The former tea-

chings of extensive incisions with the

object of decompréssion have been
given up now and the present methods
are much simpler and the wounds take
less time to heal thus preventing a lot
of disability and saving lot of time.

The main features of the modern
management of infections of the hand
are :

" (1) Administration of antibiotics
(2) Rest to the hand )
(3) No operation until abscess for-
mation is certain
" (4) Adequate anaesthesia
(5) Bloodless field and
(6) Limitation of surgery to small
incisions for the evacuation of
pus and slough.

ADMINISTRATION OF

_ ANTIBIOTKCS, ..
" Antibiotics should always be adminis-
tered. Operation is never done unless
the patient has an antibiotic in his
circulation. The recommended dose is
3,00,000 units of procaine pencillin,
twice on the first day and once daily
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for 2 0or3 days. When operation is
necessary it is best to give 6,00,000 units
of procaine pencillin along with 2,00,000
units of crystalline pencillin, 45 to 60
minutes. before operation. The day
after operation 3,00, 000 units of procaine
pencillin is given and usually injections
are unnecessary afterwards. Benzathine
pencillin in one single dose of 6,00,000
units has been given and is considered

as good as procaine pencillin given for
3 days.

Rest to the hand. Al cases of hand
infection should have their hand and
forearm supported in a sling with the
hand raised to about the level of the
head. 1In addition, after operation, the
finger should not be bandaged in a
position of extension (this leads to
stiffness of the finger) but kept fixed in
a position of semiflexion.

TIME FOR OPERATION

An incision should never be made
until abscess formation is certain. A
subcuthular purulent blister is easily
made out, but a subcutaneous collection
of pus is made out by careful search by
a probe for a point of localised tender-
ness, and then only incision is made
over the area of pus as revealed by the
localised tenderness. ~In paronychia,
however, pus though not visible may be
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the terminal segment of the finger is an
important condition. Tn this condition
the erthodox incision (Kanavel) was an
early ¥nd extensive incision in the belief
that tgasion of t¢ inflammatory exudate
in the closed SP[QFES of the pulp of the
terminal segment woud endanger blood
supply to the bone and thus lead to
death of the hone. At present it is con-
sidered, that osteomyelitis, if it occurs,
is due mainly to the severity of the
original infection, and in many cases
the extensive incision employed, is itself
the cause of the sequestrum formation
as this incision (uni or bilateral) cuts off
the emergency blood supply to the bone
after the main blood supply has been
destroyed by thrombosis due to inflam-
mation in the area. I was found in
one hospital that the sequestrum rate
was 10% when the hockey stick incision
was the rule, and has gone down to 1%
with the present conservative incision.

In pulp infection, it is not necessary
to incise the area as soon as the patient
has come under observation. Penicillin
and rest to the hand can be expected to
produce resolution of the condition in a

P o
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large precentage of cases. In other
cases, the above treatment causes swel-
ling, tension and pulsations to diminish
aqgd the skin color changes, and when
this is noted, a transverse or oblique
incision is made right over the centre of
the tender area, the tender area being
carefully defined by pressing with a
probe. A small disc of skin about 2 to
3 mm in diameter may be removed right
over the roof of the abscess to provide
better drainage (fig. 5.)
APICAL ABSCESS.

Apical abscess is an abscess in the
pulp at the tip of the finger and is boun-
ded on one side by the free edge of the
nail {fig. 7.) It is difficult to diagnose

2y ¢ F4 T

this condition correctly but the fact that
the tenderness is found to be localized
to the tip of the finger enables us to
differentiate it from pulp infection. A
small spot of yellowish discoloration
may usually be made out at the tip of
the nail. For this condition, it is neces-
sary that the abscess is unroofed, the
skin at the tip/gf the nail and the adja-
cent put{* Ji the nail over the abscess
being removed.
WEB SPACE INFECTION

The web space infection is an abscess
in the web of the finger and usually
results from direct inoculation., There
is swelling of the web with separation
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of the fingers and oedema of the dorsum
of the hand. In the early stage, immo-
bilisation of the hand by putting ths,f
hand and forearm in a sling aud
administration of antibiotics are essen-
tial. When localisation has taken place
an incision is made over the most tender
area and the correct incision is one
overlying the flexion crease at the base
of the finger. This transverse incision
preferable to an incision cutting the web,
as the latter being linear tends to close
spontaneously and thus hinder free
drainage. When a web space infection
extends across the base of a finger into
the adjacent web space and distally
along the sides of a finger, the condition
should not be misdiagnosed as a mid
palmar space abscess, and blind thrusts
proximally into the deeper parts of the
palm “along the lumbrical canals” with
the idea of decompression of the space,
should not be made. A midpalmar
space infection is very rare, and blind
thrusts into the deeper parts of the hand
may only carry the infection into the
deeper areas and therefore should be
avoided.

Infections confined to the subcuti-
cular layer may occur anywhere, in
the terminal phalanx, or over the palm,
and the treatment is merely removal of
the overlying cuticle. Of course, in
every such case of subcuti~ular collection
a search must be made for a'track into
the deeper tissues.

Subapeneurotic abscesses of the palm,
thenar space abscess and acute suppu-
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rative tenosynovities mentioned earlier
are all quite uncommon. A subapeneu-

" rotic abscess lies between the palmar

apeneurosis and the flexor teadons.
This condition seldosm exceeds. 0.2°%
of all hand infections) The incision
should be over the distal flexion crease
of the palm and centered over the most
tender area. There is no place in the
palm for any longitudinal incisions as
these lead to contractions of the palm.
Thenar space abscesses are also uncom-
mon. A ballooning of the thenar
eminence may mean only pus between
skin and fascia covering the thenar
eminence and incisions through the web,
or much worse, incisions on the radial
side of the second metacarpal, with
opening up of the thenar space are all
very harmful and should be avoided.
An incision parallel to the web between
thumb and index finger with opening up
of the space between skin and fascia will
be quite satisfactory.

In cases of pulp infections of the
terminal segment of the finger, a persis-
tant sinus may indicate a sequestrum
formation. In these cases the sequest-
rum must be removed only when it is
completely separated and lying loose in
the cavity.

The present day concepts of treatment
of hand infections have been described.
The observance of the above measures
will greatly shorten the period of disa-
bility in infections of the fingers and
hand. '
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Dear Doctor,

If you have some specific problems relating to some
of the cases you have in hand, kindly send us your questions
giving the necessary details.

The questions will be answered by eminent Specialists
on the subject. The question and answer will be published
in the columns of ‘¢ Mediscope .

Please state if the answer is desired before the date
of publication. We shall endeavour our best to reply you
direct as early as possible.

Every letter must carry the name and address.
Anonymous letters will not be answered, but the writer’s
name and address will be omitted, if desired.

The Editor is under no obligation to answer all or
any question. Answers to queries by specialists are their own.

We hope you will avail of the extra services offered
by us without any obligation.

TRt Tl
Very truly Yours,

Dr. B. RAMA RAU, B.Sc.,, M.B.B.S.
Editor
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The Structure, Development,
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AND THE CHANGES DUE TO SENILITY IN THE CRY

OF THE EYE

By

SSY\LLINEi LENS
g P

Dr. V. K. SUNDARAM, M.B.B.S,, L.O.
Regd. Medical Practitioner & Eve Specialist, 29, Vaidyarama Iyer St., Madras-17.

The crystalline lens is a transparent,
biconvex body and the apices of its ante-
rior and posterior surfaces are called the
anterior and posterior poles respectively.
The line passing through the lens, and
joining the poles is the 4xis, while the
lines on the surface, passing from one
pole to the other, are called meridians.
The Equator is a circle on the surface at
right angles to the Axis.  Structurally,
the lens is divided into the capsule, a
structureless elastic envelope capable of
moulding the lens substance during
accommodative changes and by which
attachment to the Zonule, is made, the
Epithelium extending as a single layer of
cells under the anterior portion of the
capsule as far as the Equator and the
lens substance made up of fibres and
interstitial cement material.  (Figure
next page).

The significance of the intimate struc-
ture of the lens substance can better be
appreciated with a knowledge of its
embryonic and later deve*&,,mex.t The
lens vesicle on separation from the surface
ectoderm is a sphere whose wall con-
sists of a single layer of Epithelium. On
their outer aspect, the cells of this Epi-
thelium secrete a structureless hyaline
membrane, the capsule.  The cells of
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the posterior wall and the Equatorial
region undergo marked differentiation
and from this, the adult lens is formed.
The cells of the posterior wall differen-
tiate first becoming primitive fibres bya
process of elongation. Their nuclei ulti-
mately disappear, and they remain as an
optically clear embryonic in the centre of
the mature lens. At the Equator, the Epi-
thelial cells otherwise elongate to become
fibres, the anterior end of each passes for
wards towards the Anterior pole insinua-
ting itself under the Epithelium, while
the posterior end passes backwards to-
wards the posterior pole. This process
continues and since each new fibre pas-
ses immediately under the Epithelium, it
forces the earlier formed fibres deeper
and deeper and successive layers thus
encircle the central nucleus of primitive
fibres. The actual process by which the
developing lens fibres force themselves
over less recently formed ones is as
follows: The Epithelial cells at the
Equator tend to become . arranged in
meridianal rows. They assume a pyra-
midal shape and their inner parts elon-
gate and turn obliquely to run under the
epithelium of the anterior capsule. The
cell is now an young fibre and its inner
end, which must now be referred to as
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its anterior end, grows forward, while
its outer posterior end is pushed back-
ward¢ by a similarly developing celler
immecjately in front. As the cells grow
into th- lens substance, the nuclei gra-
dvally “ecede wit’.‘ them, becoming ar-
rang'é‘d in a wid® bend, which curves
round anteriorly, “H3'‘the process of
elongation proceeds, This configuration
is termed the NUCLEAR ZONE. The
superficial fibres are long, prismatic,
ribbon-like cells, some §-10 mm long-
8-12 mm broad and 2 mm thick.

An Equatorial section of the Ilens,
cuts these fibres transversely, since they
run in a general anterior-posterior direc-
tion and the orderly development of
layer after layer of fibres from the cells
of the meridianal row, leading to lainel-
lar appearance, the so called Radial
Lamellae. A Meridianal section on the
other haud, cuts the fibres longitudinally
giving the so called “Onion-Scale” ap-
pearance. Since the oldest fibres become
more sclerosed and less translucent
than the more recently formed ones, the
lens is not optically homogeneous. It
may be broadly differentiated into a
central core--the Nucleus and a softer
cortex. With the slit lamp, the nucleus
can be further differentiated into zones,
which correspond with the periods at
which their fibres were laid down. The
cortex and nucleus both grow during life;
more over, the relative thickness of the
certex increases continuously until in old
age, it represents a third of the total
thickness. As a result of this growth,

Interstial Space

Lens Fibres
Cortex (outer area)

Post, pole

Axis of the lens

A

the curvature of the outer zone progressi-
vely decreases i.c. the lens become flatter.

+ +The decrease in the diopteric power

which would likewise ensue is prevented
by the simultaneous incrcasein the ref-
ractive index of the neclues. When the
increase in refractive index fails to keep
pace with flattening of the surface, the
eye becomes hypermetropic; in the early
cataracts, the nucleus becomes sclerosed,
so that the eye becomes myopic.

THE LENS AS A FUNCTIONAL
UNIT.

The normal adult lens contains 65%,
of water. With increasing age, the
percentage of water tends to decrease,
and the cortex representing newer cells
contain more water per unit weight than
the nucleus. The high potassium con-
tent and the low content of sodium and
Chloride are characteristic of highly
cellular tissue and the conclusion arrived
at, is that the potassium is mainly present
within the lens fibres, while the Sodium
and Chloride, essentially extra cellulor
constituents of tissues, are outside in the
Interstitial fluid or cement - substance.
In support of this view point, it is found
that in ageing or cataractous lenses, the
Potassium content decreases, while the
content of Sodium and Chloride rises,
due apparently to the death of lens
fibres, which lose their ability to concen-
trate potassium. The lens substance is
separated from the surrounding Aqueous
Humour by the capsule posteriorly, and
by the Epithelium and capsule anteriorly,
and damage to capsule inevitably leads

) C9‘r‘.:x (Inner area)
Equatorial Region
Ant. Pole

Nucleus

Fig. 1.

Meridianal Regionof
the lens.

lens.

Equator from which
areo lens fibres sp-
ring up and grow
both anteriorly &
posteriorly

Anterior pole
Fig. 2.

to cataract formation. It is therefore to
be concluded that the capsule behaves
as a functional barrier between the
Aqueous Humour and lens substance,
destruction of which leads to degenera-
tive changes in the lens. Studies on
the permeability of the capsule indicates
that a wide variety of Crystalloidal
substances can penetrate it with ease so
that it is unlikely that the interstitial
fluid or cement substance surrounding
the lens fibres, differs any way in com-
position from the Aqueous Humour in
respect to Crystalloids. It is possible
that some colloidal substance, important
metabolically in the maintenance of the
structural integrity of the lens substance,
is prevented from diffusing out of the
lens by the capsule, and the injury to
the capsule would naturally result in a
leakage of this substance and give rise
to CATARACT. The lensis a compo-
site system built of (a) fibre cells with
their own individual membrane separa-
ting their contents from (b) interstitial
fluid or cement substance, »which itself
is separated by (c) the lens capsule and

'the Epithelium from the surrounding

Aqueous Humour.

The transparency and the refractive
power of the lens, depends on the inte-
grity of this system, and changes in
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Optical Centre of thc} '

these qualities are therefore to be expec-
ted, whenever the normal relalion§hips,
are upset. {
THE CHEMICAL COMPOSI¥ION
OF THE-LENS.
(In grams per 100_;krams of Lens):
Water: 65, Protéi....30-35, Phospholipid
0.19, Cholesterol: 0.66 and Salts: 0.8.
The Lens Proteins: Protein is the
dominant material, present in the lens
and it has been divided into a number
of fractions as follows:
1. Insoluble Albuminoid ... 12:5%

2. A Crystallin vee 31°7%
3. B Crystallin cee 534%
4. Albumin e 1'%
5. Mucoprotein e 0°8%
6. Nucleoprotein e 007%

There is a very close reciprocal rela-
tionship between the insoluble Albumi-
noid and the A-Crystallin contents of
Lenses; thus in cataractous conditions, the
insoluble Albuminoid fraction increases
while the A-Crystallin fraction decreases
and similarly the proportion of B-Crys-
tallin in the Lens substance decreases on
passing from cortex to Nucleus, whilst
the proportion of insoluble Albuminoid
increases. It is therefore to be conclu-
ded that the insoluble Albuminoid is
formed from A-Crystallin.

B-Crystallin, a globulin, is closely con-
nected with the metabolism of the lens.
This is a muco-protein, is similar to that
found in the Vitreous body, the cornea
and the umbilical cord. It is essentially
a polysaccharide, hyaluronic acid, and its
function is that of a transparent cement
substance, binding the lens fibres toge-
ther. The Nucleo-protein is present in
provides the material for the A-protease
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the Nuclei of the Fibres. The transpa-
rency of the Lens is intimately bound up
with {he Physico Chemical state of its
proteids, some of these are in solution-
r'rotein; sols-othegs exist as Solid fibrils
orientated in a éﬁnite manner.  Pro-
tein systems are vely-ofisitive to quite
small changes in their ionic miliew ; for
example, a small change in the Hion
concentation, can flocculate a protein
solution and so make it opaque; trans-
parency of a fibre system, is also closely
bound up with the hydration of its fibres,
which in turn, determines their mutual
orientation. Tt can therefore be under-
stood easily that the state of transparency
of the Lens is modified by quite small
changes in its metabolism, and in the
permeability of its capsule.

Besides purely physical changes, the
Lens proteins are susceptible to drastic
chemical modifications, as the result of
Enzyme action. An Excised Lens,
maintained under sterile conditions,
under goes antolysis eventually (ie) non-
bacterial decomposition and this is due to
the action of certain proteases, an activity
that is normally suppressed. According
to Kranse, there are two of these enzy-
mes, A and B-protease. 'The former is
active over a wide range of PH, but acts
only on partially hydrolysed proteins
whereas B-protease hydrolyses the intact
protein molecule, but is only active if
the medium is more acid than PH. 7.0,
This leads to the inference that the
normal lens is too alkaline to the B-
protease to act on the lens proteins. but
if the lens becomes acid due to any chan-
ges in it, the B-protease splits the lens
proteins-especially the A-Crystallin and
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this to hydrolyse. As a resuli, the pro-
teinsare decomposed to Amino-Acids.

\_\Various changes in the physical Chemistry

of the lens, then follows. The osmotic
pressure of the lens rises, and causes
swelling, the lowering of B-Crystallin
content of the lens lowers the metabo-
lism of the lens, and finally, the decom-
position products are precipitated by
Calcium, and all these changes lead to
an opacity of the Lens material. In
connection with the subject of Lens
proteins, a brief review of their immu-
nological characteristics is also important,
In 1903, UHLENHUTH showed that the
lens protein were organ specific but not
species specific, antigens, (i.e.) they have
the same immunological properties irres-
pective of the species from which they
are dertved. Thus blood from rabbits
immunised with Ox lens, give similar
precipitin reactions, with a wide variety
of Mammalian lens proteins. This broad
principle has been confirmed by Modern
work also. In general, there are atleast
three immunologically distinct proteins
in the lens, referred to as B and A-
crystallins, that with the greatest activity
being A-crystallin, tending to be neut-
ralised by the B and A-Crystallins, so
that normal rupture of the lens is not
followed by an immune reaction. If B
or A Crystallin is decreased in amount,
the animal becomes sensitised to its own
proteins, G\t‘i'.fé to the unmasking of the
activity of the A-Crystallin. A further
injection of lens protein may lead to an
anaphylactic response. It is not yet
clear as to whether the inflammatory
reactions, that sometimes follow lens
trauma are of this nature, although
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there is some evidence in favour of it.
Such a reaction is known as Phaco-
Anaphylactic Endophthalmites. '

The Calcium content. The Calcium
concentration in the lens is about equal
to that in the Aqueous Humour. In
young lenses, it is very difficult to detect
even traces of Calcium content.  Great
importance has been attached to the
Calcium content of the lens, since it is
known that interference in the general
metabolismm of the organism such as
parathyroidectomy or changes produced
bv Rickets, is associated with the deve-
lopment of cataract. Moreover in the
aged, sclerotic or cataractous lenses, the
calcium content increases. The deposi.-
tion of Calcium Salts is not the primary
change in any form of cataract.  The
breakdown of proteins and possibly of
the Lipids, as a result of metabolic
disturbances, liberates, Sulphates, Phos-
phates and Carbonates, which are
precipitated by the Calcium already
present in the lens. Thus, it has been
shown that in Galactose Cataract, the
Calcium deposition always follows the
primary Cataractous changes.

The Lipids:  The Lipid content of the

- lens is made up of numerous fractions

of which cholesterol and Phospho-lipids
are the principal. Cell membranes are
built up largely of lipids and with such
a dense agglomeration of cells, as
exists in the lens substauce, it is natural

that most of the lipids are located in

these membranes. Little definite has
come out of the numerous studies of
the Lipid contents of the normal, aged
and cataractous lenses. It is possible
that the phospholipids break up dgring
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the development of cataract and the
broken up fragments of these contribute

" to the increased osmotic pressure, which

occurs during the intumescent, stage of
the cataract, when swellﬁivng of the lens
fibres occurs, due to%th: absorption of
water.  Cholesterol deposits are fre-
quently seen in Cataractous, as also
normal lenses, but it is to be noted that
there is no general increase in the Chole-
sterol content of the lens, with cataract.
Metabolism of the Lens: T'he Lens utili-
ses Oxygen and Glucose; the Oxygen
consumgtion amounting to about 196 cu.
mm. per hour for the Rabbit lens and
that of Glucose to about 0.1t00.2 mgm.
The lens must derive these materials
from the Aqueous Humour and the
effect of this removal is manifest in the
low Glucose content of the Aqueous
Humour, in comparison with that of the
Blood Plasma. Glucose is continually
withdrawn and the loss is made good by
diffusion from the Iris and Ciliary body.
Since diffusion only begins, when the
Glucose concentration is reduced, the
replacement of lost Glucose never cat-
ches up and a steady state is reached,
with a low concentration of Glucose in
the Aqueous Humour. Glucose is mata-
bolised in two ways; aerobically in
which case it is converted into carbon
dioxide and water, and anaerobically,
when it is broken down to Lactic Acid
(Glycolysis). In the lens with its low
supply of 0, (the 0, content of the
Aqueous Humour is only 0.1 volumes
per cent), the anaerobic process predo-
minates and accounts for the high Lactic
Acid concentration in the Aqueous
Humour. The Enzymes necessary for
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the chain of Chemical reactions involved
in Glycolysis, are all present in the lens.
The p(')sition is different with respect to
the Oxidative conversion of sugar into
CO, and H, O itE'( the lens, important
enzymes (eg.) Cytochrome and Cytoch-
rome Oxidose, considered indispensable
for the process in muscle, are not pre-
sent and it is clear that special mecha-
nisms have been developed to enable the
lens to remove hydrogen from the subs-
trate. There is little doubt that Glutathione
(a tripeptide built up of Glycine, Cyste-
ine, and Glutamic Acid), B-Crystallin,
and possibly Ascorbic acid, represent a
series of compounds, whose function it is
to remove hydrogen from the metabolite
and bring about its reaction with Oxygen
to form water, as follows: Substrate
H, Beta-Crystallin H, Glutothione H,
Ascorbic Acid H, O,. It is found
that if Glutathione is removed from the
lens by dialysis, the power of utilising
Oxygen is lost completely, and returns if
Glutathione is added to the medium. It
is a point of note that in mature, Senile
Cataract, there is no detectable Gluta-
thione. In experimental Cataracts (eg)
those produced by feeding Naphthalene
or Galactose, the Glutathione content
decreases, before the development of any
opacity. The Ascorbic Acid contents
of the lens and Aqueous Humour in
mgm. per 100 gin various species of
animal and man is given below:

Species. Aqueous Humour. Lens.
Horse 18—24 26—57
Sheep 12—25 17—46
Rabbit 13—51 4—38
Man 3—15 5—49
Dog 4— 6 3-8
Cat 5. —
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Though the role of Ascorbic Acid in
the system is not well proved, this vita-
min increases the facility with which
Oxygen is utilised by the lens in vitre.
The lens and Vitreons Humour contain
appreciable quantities of Ascorbic Acid,
as the above table shows. In certain
species for example Rabbit, the concen-
tration in the lens and Aqueous Humour
is very much greater than that in the
plasma. On the other hand, in the Dog,
and Cat, it is not greatly, if at all,
different. That the lens is responsible
in someway for maintaining the high
concentration of Ascorbic Acid in the
Aqueous Humour is clear from the fact
that in the Aphakic Eye, the concentra-
tion becomes nearly the same as that in
the plasma. The exact mechanism of
accumulation of this acid is not yet
settled; there is a view that the lens
actually synthesises Ascorbic Acid. [t
is also a point of importance to note and
infer from the fact of the low concentra-
tion of this acid in the lens and Aqueous
Humour of certain Species of animals
and its deficiency, not causing cataracts,
that this substance is not essential to the
normal metabolism of the lens, in con-
tract to Glutathione.

The above brief review of the Physio-
logy of the Lens, emphasises the
numerous factors that may influence its
transparency; this structure has received
a great deal of attention from experimen-
talists, owing to the desire to solve the
problem of cataract, and it is now quite
clear that there can be no all-embracing
specific theory to cover all cases of
opacities in the Lens. The primary
change is most probably a disturbance in
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metabolism, but this takes numerous
forms and produces a variety of results;
secondary changes consist essentially in
modifications of the physical state of
proteins, producing various results. Final-
ly, the deposition of insoluble salts in
the lens fibres, already moribund or dead
and decomposed, modifies the overall
picture of the cataract produced. The
Lens fibres develop nuclei with increas-
ing age of the person. The differentia-
tion into Cortex and nucleus also occurs
after adulthood only and hence the nucl-
eus is seen to be absent in Infantile and
Juvenile lenses. The Cortex is of softer
consistency in the young and as age
increases, becomes harder with sclerosis
of the Lens fibres and deposition of
Calcium Salts, incident to 11. Nucleus is
harder than Cortex.

The ratio of the Sodium Content of
Cataract lenses to that of normal lenses is
much more. The ratio of Potassium
content, an ingredient which is essential
for cellular metabolism, of Cataractous
lenses, to that of Sodium, is definitely
less than in mormal lenses. Death of
lens fibres and defective metabolism of
the lens with advancing age, might be
incident to certain general metabolic
changes occurring in the individuals,
dependent on the climatic condition, the
general state of Protein, Fat and Salt
metabolism of the individual, varying
widely with the state of nutrition of the
individual, the level of Renal function,
and quite many other factors, which
need a wide range of investigation by
Eminent Bio-Chemists of experience,
who must be connected specially with
Eye Institutes of Research, set up by
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the State especially for the investigation
of this widely prevalent problem of fin-
ding the exact aetiology and Pathogene-
sis of this problem of Senile Ca.aract,
which is especially common in our Coun-
try (India), though existing all over the
World. The Medical remedies sugges-
ted, from the basic root cause of Meta-
bolism of Crystalline Lens of the Eye in
the treatment of Senile Cataractous
changes, are as follows:—

A prescription of drops for local
application to the eye, with the following
ingredients in the dosage indicated,
seems to be worthwhile as a drug for
clinical trial in experimental animals as
well as human eyes, subject to cataract-
ous changes, due to senility, in the early
stages itself as a means of prevention
of further spread of opacification chan-
ges, in the crystalline lens of the eye, as
also to some extent, resolution of the
changes, already produced, when viewed
from the basic root cause of the meta-
bolic changes taking place.

Potassium Citrate . 3ss
Potassium Bicarbonate e 388
Potassium Chloride ... 3ss
Aqua and

Distillate } I oz.

Fiat guttae- One or two drops to be
applied to both eyes twice daily.
Ascorbic Acid therapy and Glutathione,
the latter either by Parenteral therapy
alone or Parenteral and oral therapy
combined in the form of glutavit or
Acidules (Lilly), supplemented to some
extent by Pituitary Hormonal therapy
also in the form of Anterior Pituitary
Extract, or sex Hormones and . Vitamin
E (Ephynal), might to a great extent, pre-
vent the degeneration and decomposi-
tion of Lens Proteins, leading to the
formation of cataractous opacities in the
Crystalline Lens of the Eye.
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“Injured Elbow?”
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( Continued from August *58 issuce)

Manipulative reduction :- The fractured
olecronon can be reduced perfectly by
extending the elbow fully and pressing
firmly over the [ragment so that itis
pushed forwards and downwards into
the angle from which it has been
displaced. The limb is immobilised in
extension. Radiographs should be taken
at once because conservative (reatment
is justified only if the fragments are in
absolute contact. The limb is immobilised
for about 6 weeks.

Operative reduction is indicated when
a manipulation has failed to restore
apposition. The fracture is exposed
through a posterior longitudinal or
U incision and any completely loose
fragments of bone are removed and the
upper fragment is reduced. A small
hole should be drilled transversely
through each fragment and the two
fragments should be tied lightly together,
with chrome catgut, Kangaroo tendon,
silver or stainless steel wire. The drill
holes should be as far from the dorsal
surface of the bone as possible in order
that the sutures which are passed through
them will not be directly under the skin
incision. In fractures near the apex of
the process, the proximal suture should
be passed through the triceps tendon
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and around rather han through the base
upper fragment. Subsequent treatment
is same as in manipulative reduction.

Excision of Olecronen - In very high
fractures separating a smaller fragment
and comminuted fractures, excision of
the fragment and repair of the tendon
is a better procedure. The fragment is
shelled out by close direction. Strong
matters sutures are passed through the
triceps, guided through a drill hole in
the ulna and securely tied. Additional
fixation may be secured by suturing the
triceps tendon to muscles and fascia or
cach side of the ulna. The joint should
be immobilised in full extension for about
2 weeks and active exercises are then
practised.

There is, however, one contraindica-
tion to excision of the olecronon, namely,
fracture of the olecronon with forward
dislocation of the joint. 1f such an injury
is treated by excision of the olecronon,

the joint is liable to redislocate for-
wards.

Summary :—1. Perfect reposition of
the fragments is essential if loss of active
extension of the elbow is to be avoided.

2. Displacement of fragments however
slight should be treated by manipulation
and if this fails by open reduction.
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3. In very high fractures, and com-
minuted fractures, especially in the older
group of patieuts, excision of the frag-
ment, with repair of the tendon isa
better course.

ANALYSIS OF MONTEGGIA
FRACTURE DISLOCATION

There were 11 cases of Monteggia
fracture dislocation, an'incidence of 83,

The age incidence varied from 6-38
years. 10 were males and one female.
5 patients gave history of fall on outstret-
ched hand. | patient had fallen on a
flexed elbow. The others gave history
of direct injury, being beaten over the
elbow with a stick. The fracture disloca-
tion was anterior or extension type in all
the cases. Two cases whose injuries were
2 and 4 months old had unreduced
fracture dislocation with myositis ossifi-
cans ; they were (reated by excision of
head of the radius. One of them had
non-union of ulna also. The fibrous tissue
around the fracture site was removed,
few cuts were given into the bone ends
to reach the marrow and the ends
approximated.

2 cases had an associated fracture of
the head of the radius which were treated
by excision followed by reduction of the
fracture dislocation had immobilisation.
One of them could be followed up for
6 months, and the function at the elbow
was good.

All the other cases were treated by
simple reduction and plaster. Only 2
patients could be followed up and the
range of movements and function at
the elbow were good.
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MONTEGGIA FRACTURE-
DISLOCATION

In 1814, Monteggia was the first
surgeon to describe 2 cases of fracture
of shaft of ulna associated with anterior
dislocation of the head of the radius.
This combination of injuries has since
been called Monteggia fracture of more
accurately, Monteggia fracture disloca-
tion.

It is an extremely important type of
injury because of the fact that true
diagnosis is often completely missed on
clinical and some times even x-ray
examination. To overlook or fail to
recognise the associated radial head
dislocation results in inadequate treat-
ment, continued dislocation, possible
ugly and permanent deformity, loss of
lateral stability of the elbow, restriction
of function and often times pain.

Mechanism of Injury :- There are two
types of mechanism involved in the
causation of these fractures.

1. Direct injury:- The mechanism of
injury in these cases is due to application
of a direct force as for instance a fall
on the posterior aspect of the forearm
or a blow on the back of the upper part
of the forearm. The ulnar shaft becomes
fractured and its fragments angulated.
If the radius is not fractured at the same
time, the force which tends to shorten the
ulna must disrupt one bone from the
other. The interosseous membrance
being stronger than the orbicular liga-
ment, and at a greater advantage owing
to its longer attachment helps to lever
the head of the radius away from the
upper end of the ulna and capitulum.
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The fracture in the ulna is usually
located in the upper one-third but may
occur as far distal as the junction of the
middle and distale and distal thirds. It
may also cccur just below the olecronon
process. The type of fracture may be
greenstick, transverse, or comminuted.

Pronation Injury -~Mervyn Evans advan-
ced the theory these injuries are caused
by a pronation strain. According to
him when a patient falls forwards on the
outstretched hand the forearm is already
pronated and at the moment of impact,
the hand becomes relatively fixed to the
grand. To the downward momentum of
the falling body, a rotation force is
added, when twisting of the trunk causes
beternal rotation of the humerus and
ulna. If this force continues until the
normal range of pronation at the ulnar
joint is expended, something must give,
The ulna cannot rotate because it js
fixed below by the uinar carpal ligament
and above by its articulation with the
humerus. The ulna js therefore liable
to fracture and the combination of
rotation force and of bending force set
up by longitudinal compression may
produce an oblique transverse of 2
butterfly fracture. At the same time
the radius is forced into extreme prona:
tion and lies across the ulna at the junc-
tion of its upper and middle thirds.
As the ulna fractures, the two bones
come into contact and the point of
contact forms a fulcrum over which the
upper end of the radius is forced forward,
As the pronation force continues, the
radius, is either levered forward out of
the superior radio; ulnar joint, or s
fractured in its upper third.
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Thus the forced pronation can cause
either.

-

I. Fracture of the ulna in its middle
third with dislocation of (he head of the
radius, or

2. Fracture of the ulna as above with
high fracture of the shaft of the radius,
Evans, while acceding that direct force
can cause this type of fracture disloca-
tion, considers it to be only exceptional
for the following reasons.

(i) If the fracture is due to a direct
violence one would expect severe bruis-
ing at the site of impact. This was
not seen by him. (i) If the fracture
of the ulna is due to direct violence
one should expect more comminution
than is usually seen. (iii) In Evan's
experience, when patients have given a
clear history of direct blow, the injury
sustained has been either fracture of the
ulna or fracture of shafts of both bones,
but, in no case dislocation of the radial
head. (iv) Dissected specimens show
clearly that the capsule of the superior
radioulnar joint s strong  anteriorly,
and is protected by the supinator Brevis
and Brachialis muscles. Hence it is
unlikely that a direct blow would be
sufficient to cause dislocation, especially
if none of the force were spent in fractur-
ing the ulna. But it is now accepted that
€xcessive rotation does not enter into
mechanism of the injury at all. The
position of the elbow at the time of
injury can be determined by placing the
forearm in that degree of rotation, in
which the detached fragment of radija]
(commonly found in the posterior type
of Monteggia fracture) forces directly
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forwards. This can be observed at the
time of operation or by taking a series
of x-rays of elbow in various degrees of
rotation, until the position is found,
when the fractured segment- —-faces direc-
tly forwards. By this means il was
found that the forearm at the time of
injury was neither fully pronated nor
fully supinated but approximately in the
midposition.

The displacement of the radial head
can be compared to the displacement of
dislocated etbow. When the ligamentous
attachments of the elbow prove stronger
than the shaft of the ulna, the shaft
breaks. The reverse is true in dislocation
elbow. This is proved experimentally.
The elbow is fixed in 120 and the forearm
in midposition. A violent blow on the
lower end of the ulna and radius pro-
duced dislocation of the elbow. But il
the ulna was made weak, by notching the
anterior cortex, a similar force resulted in
fracture of the ulna and posterior or
posterolateral dislocation of the head of
the radiuvs.

Pathology :-The fracture in the ulna
is usually located in the Upper 1/3 of
the shaft, but may occur as far distal as
the junction of the middle and distal
thirds. It may also occur just below
the olecronon process. The type of
fracture may be green-stick transverse,
oblique or comminuted.

The common dislocation of the head
of the radius is in the anterior direction.
Less commonly it may be dislocated
posteriorly or laterally. The posterior
displacement may be associated with frac-
ture. When the radial head is dislocated
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in this  type of injury, the orbicular
ligament may show one of three types of
pathology. (1) The ligament may be torn
across and remain open (2) It may be torn
across and rold in behind the radial head,
thus preventing complete reduction of
its dislocation (3) Instead of the radial
head tearing through the orbicular liga-
ment, it may pull out from beneath it
and come to lie anterior to an intact
ligament. In such cases, no reduction
of dislocation of radial head is possible
by closed or open methods, until the
ligament is incised vertically.

Depending on the direction of disloca-
tion of the head ol the radius and the
angulation, the following (ypes are
recognised : 1. Anterior Monteggia frac-
ture dislocation or anteior angulation
of the ulnar fragments with anterior.

dislocation of the radial head. 2. Poste-

rior Monteggia or posterior angulation
of the ulnar fragments with posterjor
dislocation of the radial head. 3. Late-
ral angulation of the ulnar fragments

with lateral dislocation of the radial
head.

Diagnosis :-Although a fracture of the
upper shaft of the ulna is usually obvious,
an associated dislocation and subluxa-
tion of the head of the radius may be
overlooked so that, the fracture disloca-
tion is then treated as if it was an
isolated fracture. Every fracture of
the uppcr shaft the ulna unaccompained
by fracture of the shalt of the radius
should be suspected as being part of a
Monteggia Fracture dislocation. If there
is angulation or over-riding of the
fragments of a fractured ulna without
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corresponding injury to the radius, there
must be a dislocation of the radial head.

X-ray is diagnostic. In a normal
lateral view, a line drawn through the
long axis of the radius, should directly
pass through the centre of capitulum if
projected upwards regardless of the
degree of flexion or extension present at
the joint; this is disturbed when the
radial head is dislocated.

Treatment .- This is a very difficult
injury to treat. Watson Jones wrote
“Few fracture dislocations are to be set
with greater difficuity and few have been
characterised by so many complicat-
tions”.

Flexion type or Posterior Monteggia
fracture dislocation :-I¢ is usually possible
to secure perfect alignment of the ulna
because in extension of the elbow, the
fragments lock in the reduced position.
All that is needed is to apply traction,
extend the joint fully and immobilised
it in plaster from metacarpal heads to
the exilla. Accuracy of reduction is
confirmed by taking x-rays in both A.P.
and lateral planes. The plaster may
need to be renewed from time to time
but the position of complete extension
of the joint should not be disturbed :
No position other than 180 of extension
should be used until the fracture is united
as otherwise, there will be recurrent
dislocation of the radius and angulation
of the ulna.

The fracture is usually stable after
reduction and operative treatment is
seldom needed,

Extension or Anterior Monteggia :-This is
an unstable injury and it is usually
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difficult to achieve complete reduction by
manipulation alone. The fragments do

* not readily lock in the reduced position

and even when initial reduction s
satisfactory there is always a tendency
to recurrence of angulation and displace-
ment. Hence, these are better treated
by open reduction and fixation of the
fragments. A vitallium or stainless
steel plate may be used, with four
screws, which penetrate the opposite
cortex without projecting beyond it may
be used. When the ulna is realigned,
it is seldom necessary to expose the
dislocated head of the radius; it can
be usually replaced by manipulation.
Operative exposures of the head also,
carries the risk of traumatic ossifica-
tion.

Alternatively, the fracture in the ulna
can be reduced and fixed in position by
driving an intramedullary nail across
the site of fracture and into the distal
fragment. After operation the limb
should be immobilised from the axilla
to the metacarpal heads, in a position
of flexion.

It is justifiable to attempt closed reduc-
tion in young children, but if this is
imperfect, or re-displaced, they should
be operated upon and the fracture fixed
with plate and screws. Early excision
of the head of the radius at the same
time as the ulna is reduced is inadvisable,
It increases the danger of traumatic
ossification of the lower end of the ulna
which must be excised. Even then the
stump of the upper end the radius may
impact against the capitulum once more
and need a second excision. If the head
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of the radius is to be excised at all, it
should be done as a late operation.

Complications  of Monteggia  Fracture
dislocation:- 1. Unreduced dislocation
of the head of the radius-This is best
treated in adults by excision of the displa-
ced head. Excision of the head is not
justified in children, because it involves
removal of the upper radial epiphysis
with increasing inequality in the length
of the forearm bones and consequent
dislocation of the inferio-radio-unlar
joint. The head of the radius should
be replaced with reconstruction of the
orbicular ligament. Speed, Kellog, Wilson
and Capbell used free grafts of facia lata
for this purpose. Corbett used the
Bicipital fascia. Watson Jones used
tendon grafts from Putman’s longus or
peroneus tertius.

2. Traumatic ossification round  the
radial head :-Here the head of the radius,
and the block of bone attached to it
must be removed. It is very difficult to
restore pronation-supination movement
after traumatic ossification round the
dislocated bone; and this emphasises
once more the importance of preventing
it by avoiding early operative exposure
of theradial head.

3. Cross Union between the shafts of
radius and ulna :- If the ulna is united in
good alignment and cross union arises
from a slender bridge of bone, the pro-
blem is not insuperablg. The bridge of
bone should be exposed from the ulnar
side and after it is excised, a flap of
muscle may be interposed. But if cross
union is associated with outward angula-
tion of the ulna and the fragments of
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ulna are fused directly to the radius it
is necessary not only to divide the bridge
of bone but also to realign the ulna and
prevent recurrent angulation by means
of a bone-graft. After so extensive an
operation, there is danger of ossification
of the hematoma and recurrent radio-
ulnar synovtosis. The only alternative
is to accept permanent limitation of
radio-ulnar movement. The disability
is minimised if the forearm is fixed in
a position, slightly is minimised if the
forearm is fixed in a position, slightly
on the pronated side of the mid-position,
as a forearm ankylosed is full supination
is almost useless.

4. Dislocation of the lower ead of the
ulna :-If the head of the radius is excised
too early the shaft gradually displaces,
upwards and the lower end of the ulna
subluxated.

By impinging on the back of the
campus, it limits dorsiflexion of the
wrist as well the radio-ulnar movement.
The head of the wrist as well the radio-
ulnar movement. The head of the ulna
should be excised just above the lower
radio-ulnar joint.

Ununited fracture of the ulna :-Monteggia
fractures of the ulna fail to unite if
immobilisation is imperfect or stopped
prematurely. In such cases the ununited
fracture must be bonegrafted- If the
head of the radius is not dislocated, the
operation is relatively casy and if there
is unreduced dislocation of the radius,
it must be first excised in order to realign
the ulna. A graft may be fixed by four
vitallium screws. Intra-medullary nail
with cancellous bone grafts cut from the
tleuum are still better.

MEDISCOPE,

Summary:-1. Monteggia [racture disloca-
tion is a very difficult fracture to treat.
It is usually caused by a direct blow on
the upper part of the back of the forearm;
it may sometimes be caused by forced
pronation, as shown by Evans.

2. There are two types of the injury :
Anterior Monteggia, or extension type
and posterior Monteggia or Flexion
type.

3. Posterior Monteggia is treated by
simple manipulative reduction and immo-
bilisation in extension.

Anterior Monteggia is an unstable
fracture and operative reduction followed
by fixation with plate and screws or
intramedullary nail is the method of
choice. Head of the radius is later
reduced by closed manipulation.

In late unreduced dislocation, and
where there is myositis ossificans, the
head of the radius must be excised, with
the block of bone in the later case.

SIDE-SWIPE FRACTURES

There are also called ¢ Car Window
elbow’ Driver's seat fracture, Traffic
elbow or Baby car fractures.

- The injury is sustained by the driver
of an automobile who has his arm
resting on the window frame with his
elbow projecting from the window, when
his car is side swiped by an oncoming
vehicle or struck by some overhanging
projection. '

There is usually a fracture dislocation
of the elbow with forward displacement
of both forearm bones, fracture of the
olecronon, fracture of the lower shaft
of the humerus, and fracture of the
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uppet shaft of the ulna. In some instan-
ces, a badly mutilated forearm and elbow
“result with compound fractures of all
the bones composing the elbow region
as well as avulsive loss of soft tissue and
tearing of the blood vessels and nerves.

Treatment :-The important displacement
on which the surgeon should focus his
attention in the forward dislocation
of both forearmbones at the elbow joint.
The fractures of the shaft of the radius
ulna and sometimes radius can be dealt
with successfully by later operative reduc-
tion but unless the forward dislocation
of the forearmbones at the elbow joint is
reduced promptly, there will be permanent
disability. The upper ends of the radius
and ulna should be pushed back until
the small curved articular surface at the
front of the upper end of the ulna is in
normal relation with the condyle of the
humerus. The joint is best immobilised
in extension. If the dislocation is thus
reduced, the fracture of the olecronon
can be dealt with some weeks later by
reconstruction and internal fixation or
by excising the fragment and repairing
the triceps. The fractured humerus pnd
forearm bones at the same time are
subsequently treated by closed manipula.
tion and if this fails by open reduction
and internal fixation.

Alternatively, by applying. traction to
the limb while the elbow joint is extended
fully, it may be possible to. redyce all
the displacements in one m'anipul’ation
and immobilisation in extension. The
only secondary operation needs is repair
of the olecronon process and the triceps

- insertion.

215



Immediate resection of the entire
elbow joint or at least resection of the
comminuted fragments composing the’
distal end of the radius has been recom-
mended by some orthopedists, as the
treatment of choice in this type of injury.
This is not advisable as it only will
certainly result in a flail joint. A more
stable and useful elbow will result if the
bone fragments are not resected.  Fur-
thermore, a arthorodesis of the elbow
may be indicated later, especially if the
person is forced to make his livelihood
by manual labour. If much bone is
removed, at the time of debridement,
subsequent  arthrodesis is extremely
difficult.

Amputation is indicated only if there
is severe impairment of peripheral circula-
tion. Every effort should be made to

salvage a forearm and hand if there is
any chance for restoration of function
since even a poorly functioning hand in
most cases is much better than pros-
thesis.

SUMMARY

130 cases of various fractures around
the elbow treated in King George Hospi-
tal were analysed and studied with
reference to age, and sex incidence,
mechanism of injury, displacement of
fragments, complications, treatment and
final result.

A discussion on various fractures
around the elbow was underaken and
literature on the subject reviewed.

Twelve cases have been described in
detail and the results of treatment were
assessed.
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No.

N s

10.
11

12.
13.

4.

15.
16.
17.

18.
i9.

20.

21.

22,

23,
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Nane

Mrs. N,

Mrs. S.
Mr. S.
Mr. P,
Mrs. V.
P.N.
R.

G

P.R.

S.N.

Y.R.
AM.
A.N.
D.R.

K.M.

Age

33

30
45
44
38

35
32

45

1
1!

Sex  Dwration

F 4 days
F 2 2
M 1 day
M 2 days
F 5 2
M 10 ,,
M 2,
M 4 kil
M 2,
M I day
M l ER)
M 1,
F 2 days
M 1 day
M 1,
M 1,
F l 3
M 1 ’”
M 4 months
M 2 days

M 2 months

M 1 day

M I,

Mechanism of injury. Diagnosis.

Fall on outstretched  Supra-Condylar T
hand. shaped fracture

13 EY)

44 "

. Supra-Condylar fracture
Lt.

Supra Condylar frac-
ture.

b4 iX)

» Old unreduced Supra-
Condylar fracture.

’ Supra Condylar fracture
(Rt.)

» OId Supra Condylar
fracture.

s Iy}
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Displacement Complications Treatment
*Posterior and medial Nil . Treated with skin
displacement of frag- traction in extension
ments. in Thomas arm splint.
" 9 3

Posterior displacement Displacement corrected
with little splaying of with a little moulding
fragments. - and P.O.P. applied

2 EAl

sion in Thomas arm
splint.

sio_n in Thomas arm
splint,

Posterior displacement » »
Reduced and Immo-

‘Q{sed in flexion.
O "

No displacement.

i3S

Posterior displacement /- 2

S.
Posterior and medial
displacement. »
Posterior Volk Man'’s Under Anasthesia fin-
contracture. gers stretched as much
as possible and cock
up splint given.
. Soft tissue Ruduction tried thrice,
inter position. but not satisfactory
P.O.P. slab given and
discharged.
. Posterior dislo-  Sham reduction of the
cation present, dislocation done twice
and slab given,
Posterior and lateral Nil Reduced and P.O.P.
given,
No displacement » »

MEDISCOPE

Skin tractionin exten-

Skin traction in exten-

Result

b4

not known

k2l

3

Good

Not known.

L]

3

Not known

1

Good.

s
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24,

25.
26.
27.

28.
29,
30.
3t
32,
33.

34.

35.

36.
7.

38.

39.

41,

42...

43.
44,
45,
46,
47.
48,

49,
50.

51
52.
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Name

Y.S.

P.S.
V.X.
G.G.

S.L.
K.S.
S.S.
V.G.
M.K.
V.R.

B.S.

K.A.

B.R.
M.M.

K.R.
M.R.

G.P.
LM,

S.A.

Age

12

6

Sex

Z

m 2 ZXZZEZ Zzx

MZEEEZX ¥ 28 X 2 mg

mTZ 2 9z

Duration
2 days

| day
3 days
2

1

1 day
1,
2 days

t2d

1 day

LR ]

2 days

3,

1 day

»

2 days

2

2 days
25,

1 day

2 days

Mechanism of injury.

Fall on the point of
elbow.

L]

LR

Fall on out-stretched
hand.

”

”»

»

"

2

Not known

L2}

s

Fall on the point of
elbow

Unknown

E4]

Fall on out streched
hands.

Diagnosis.

Supra Condylar fracture
(Lt.)

bRl

"

S.C.F. {Lt)

S.C.F. (Rt.)

S.C.F. (Lt))

ER )

S.C.F. (Rt)

S.C.T. shaped frac-
ture (Lt.)

S.C.F. (Lt) ,,

)

Old S.C.F. (Lt.)
S,CF. (Rt)

S.C.F. (Lt.)

» (Rt‘)

» (Lt)
» (RL)

» (RL)
» (L)

124

MEDISCOPE |

Displacement

Posterior and medial

»»

L2 ]

Nil

’
"

Posterior and medial

Posterior

Posterior and medial

Posterior

Posterior and lateral

LR]

Medial tilting
Posterior

leal
Posterior and medial

Nil
Posterior and lateral

Posterior

Posterior and Medial

"
Posterior and lateral
Posterior & Medial
Nil

Nil
Posterior & Medial

”

i3]
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Complications

nil

*y

”

Nil

Threatend gang-
rene, Extensive
odema absence

of pulse.

Cubitus varus

Nil

Myositis Ossifi-

cians.
Nil

Treatment Result

Iy I3 ]

. Not known
Reduced and P.O.P.
applied in flexion Not known
Reduced and P.O.P.
Good.

applied in flexion

Limb placed in Thomas
splint & raised odema

Functional reco-

subsided in 3 days. is fair.
Pulse returned 1 week
later fracture reduced
& P.O.P. slab given in
fiexion.
Nil —
Reduced & P.O.P. in
flexion. Good
P.O.P. given for 4 weeks .
Reduced & P.O.P.
applied for 4 weeks Unknown
» GOOd. £
’ Good.
" Not known.
» Good.
Adyvised active move-
ments of the elbow. Not known.
Slab & bandage
for 4 weeks. Good.

Reduced & P.Q.P. applied

and flexion. Not known.

» ”

i3] 12

very after 3 months
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53.

54.
55.

* 56,
57.
8.
59.

60,

61.

63.
64.
65.

66.
67,

68,
69.
70.
7,

b
73,

74.

75.

76.

7.
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Name
S.S.

K.B.
AS.

L.S.

K.K.
R.S.
D.R.
K.A.

C.A.

T.R.
C.R.

M.AK.
K.S.

P.A.S.
P.V.R.

K.M.
P.S.
C.T.
S.S.

D.S.R.

B.S.

B.S.R.

R.D.

K.A.

S.S.

10

10
19

14

16

Sex

L £z Z

X 2 ¢ BEx 2 2 g2 0m

£ XTmE™™

oo}

X

Duration

| day

IX)

one day

5 months
| day

3 year

2 days

3 months

4 days
1 day

Y

1§ days

4 months

3 months

Mechanism of injury.

Not known

Fall on out stretched
hand.

Not known

”

”

Fall on the point of
elbow.

bR

Not known

Falls-on out streched
hand.

b3

b2

”

bR

11}

Not known

"

Diagnosis.

”

» (Lt)

S.C.P. (Rt)

» (Lt)

" (Rt')
(X3 (Lt‘)

» (Rt')

» (L)

OId case of S.C.F.
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Displacement

Posterior & Medial

LR

Mal-united with medial

Angulation.
Posterior and medial

Backward Anglution.

Posterior

Posterior and medial

BacKward angulation
Nil

Nil
Posterior & Medial

Backward angulation

Nil

s 99

Posterior & Medial
Nil
Posterior & lateral

Posterior and medial

Medial angulation

Posterior & lateral

Posterior
MEDISCOPE

Complications

Mysositis ossificans

1

Cubitus varus
deformity.

Malunated with
backward Angu-
lation.

Nil
Miositis ossificans
Nil
Nil
Nil
Nil
Nil

3

L4

1. Cubitus varus
2, Ch, Osteo-
myelitis Lower
end of humerus.

Cubitus varus
deformity.

Nil

Nil

Treatment Result
Feduced & P.O.P. app- Not Known.
ied for four weeks.
Nil —
Reduced and immobili- Good.

sed in flexion for four

weeks.
Limitation of
—_— flexion.
- Good.
Advised active move-
ments of elbow Not known

Reduced & immobilised
in flexion for four weeks. Good.

P.O.P. slab applied for
four weeks. »

. Not known

Reduced & immobilised
in flexion for four weeks. .

Angulation corrected
and immobilised P.O.P.

Slab and bandage for

Good.

four weeks. '

" 13

»» Not known.
_Reduced & immobilised
in flexion for four weeks. .

Slab and bandage for »
four weeks. v

Reduced & immobilised
for four weeks.

Advised a course of
Pencillin. .

Advised Osteotomy _—

_Reduced & Immobilised
in P.O.P. for 4 weeks.

2 Y

Not known
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78.

9.
80.

81.

82.

3.
84.

85.

86.
87.

8.

89.

90,

91.

92,

93,
94,

9s.
96.
97.
98.
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Name Age Sex
B.V. 6 M
C.K. 9 M
P.R. 12 M

P.A. 4 M

V.V, 10 M

SK. 10 M
M.R. 5 F
SVB. 9 M
V.A. 9 M
P.P. 6 M
CRA. 9 M
K. 9 F

®R 24 M
1A. 25 F

NP. 10 M
DS. 12 M
BB. 30 M
AK. 40 M
TR. 26 M

PE 5 F

AS. 20 M

Duration

1 day

2 days
1 day

3 days

»

8

4 years

Mechanism of injury.

“all on out.stretched
hand

E 2

Fall on out-stretched
hand.

"

”

Fall on flexed elbow

Fall on out-stretched
hand.

Hit on the elbow with
a stick,

Fall on outstretched
hand.

1y

Falls on the out stret-
ched hand.

k2]

Diagnosis.

S.C.F. (Rt)

» (Lt.)

Fracture of the lateral
condyle.

?

Fracture of lateral con-
dyle.

’
»

Fracture lateral epicon-
dyle.

Fracture medial epicon-
dyle.

Fracture medial condyle.

Fracture head of the
radius.

”

1

s (Lt')
»» (Rt)
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Displacement

Posterior & Medial

No displacement

Rotated 90 on a verti-
cal axis

The fragment is rotated
90 on the horizontal
axis and 45 on verti-
cal axis.

Rotated by 90 on the
vertical and horizontal
axis.

LR}

No separation

Rotated 90 on a hori-
zontal axis

"

Rotated 90 on horizon-
tal and vertical axis.

No displacement

33

Displaced to joint level

Tilted medially and
downwards,

The fractured fragment
is displaced outward

Onward and downward

11

Complications

Soft tissue inter
position.

Nil

Following open
reduction the
elbow disloca-
ted posteriorly.
It was then redu-
ced under gene-
ral anaesthesia,

Nil

»

s

3

2

Antero-medial displacement, »

Downward and lateral

13

3

MEDISCOPE

Treatment

Reduction tried thrice
But unsuccessful, Slab
& bandage applied and
patient asked to report
six weeks.
Immobilised in P.O.P.
causing for 6 weeks.
Open reduction done
and the fragment sutu-
red in position.
Open reduction done

Open reduction and
immobilisation in
P.Q.P. for six weeks.

bl

Immobilised in flexion
with P.O.P. casing and
asked to report after

6 months.

Open reduction.

Immobilised in P.Q.P,
casing for 6 weeks,

»

2

Head of the radius
excised.

Head excised.

»

”»

Result

Unknown, ,

Good.

Not good only
10° of movement
possible at the
elbow.

Fair,
Good.

Good.
Not known

Good.

Not known,
Joint stiff move-

ment not recove.
red properly

Good

bad

Not known,

t 1]
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No. Name
99. K.L.
100. M.S.
10i. C.S.
102. R.
103. K.
104. P.L.
105. P.
106. B.S.
107. S.R.
108. ChS.
109. P.A.
110. B.S.
111. A.AK.
12.. S.

a - - -
113. D.P.
114. G.A.
115. A.G.
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Age

13

1
30

50

36

30

35

11

30

25

60

Sex

2 Z2 Z2m™m 7

2 2z 2 2 X @

<

Duration
2 days
3,

4 months
2 days

6 .

4 ”»

4 months.

1 day

2 days

3 days

I month

4 days

Mechanism of injury.

bRd

Fall on outstretched
hand

”»
»
2

L4

”

’»

Alleged to have been
hit on the elbow with
a stick.
Fall on semiflexed rt.
elbow.

Direct hit on the
elbow.

Diagnosis,

2

”

Fracture head treated by
excision, (Lt.)

Fracture head of the ra-
dius.

”»

Fracture neck of the ra-
dius with fracture of the
shaft of the ulna, (Rt)

Fracture of head of radius
near its middle left,

Fracture head of radius
left.

Old fracture head of the
radius.

Fracture head of the ra-
dius (R.T))

. (Lt)

»

” (Rt')

Extension type of anterior
Monteggia fracture dislo-
cation with fracture head
of radius.

Fracture olecronon process

(rt.)

t24

Comminuted fracture of
olecronon,

MEDISCOPE

Displacement

Downward and onward.

"

No displacement

Inward tilting of the
medial fragment,

Downward and outward
tilting.

Nil
Slight anterior displace-

ment
Outward

Anterior and medial

Fragment consisting
of medial 1/4 displaced
medially.

1. The fractured head is
displaced medially
2. Upper end of the

radius is displaced Forwards

3. Anterior angulation
of the fractured ulna

No displacement

EE]

”»

Wide separation of the
proximal and distal
fragments.

» MEDISCOPE

Complications

Evidence of
myositis Ossiti-
cans.

Nil

"

Osteoarthritis
of the elbow.

Nil

L]

Nil

13

Not known.

1. Myositis ossi-
ficans.

2. Chronic
osteomyelitis,
upper end of
ulna and lower
end of humerus

Treatment

Advised active move-
ments.

Excision of head done

£1]

Elbow immobilised in
P.O.P. for six weeks.

Excision of head done.

Refused operation

Excision of the head
done.

"

bRl

Head of the radius was
excised and the fracture
dislocation reduced.

Immobilised., in P.O.P,

Open reduction and
screw fixation done

ye

Treated by immobili-
sing in P.O.P,

Not known.

Sham reduction done
twice; drainage of
wound done once.
Penicilin and strepto-
mycin. .

Result

Joint stiffness due-
to myositis follo-
wing massage.

Not known.

"

”

Not known

t2]

”»”

Not known.

» h 4

bR}
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No. Name

a 116, G.

n
117. D.S.
118. N.A.
119, J1.S.
120. M.J.
121. S.P.
122. A.S.
123. C.B.
124. T.D.

S,

125, T.p
126. K.S.
127. D.V.
128. T.R.
129. K.B.
130. P.R.
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Age

45

27

12

26

10

28

I1

20

25

I8

Sex

M

M

Duration

2 days

1 year

1 day

8 years

4 days

2 months

10 days

6 days
4 months

3 days

Mechanism of injury.

Not fnown

Fall on the semiflexed
elbow.

Fall on the outstret-
ched hand.

Not known.

Fall on outstretched
hand.

Fall on the flexed
elbow.

Fall on outstretched
hand.

Hit with a stick

iR )

Fall on the point of
elbow.

Fall on outstretched
hand.

Beaten on the elbow
with a stick.

Diagnosis,

Comminuted fracture of
olecronon

Old compound fracture
olecronon (rt) excision of
olecronon done elsewhere.

Monteggia fracture dislo-

cation (rt.)

Old unreduced Monteggia

fracture dislocation (left.)

Monteggia fracture dislo-

cation (lt.)

» (L)

»  (Lt)

(Rt)

» (Rt)

»  (Lt)

Fracture head of radius.
Monteggia (Rt.)

Fracture of the capitulum,

(It
» (Rt)

» (Rt)

MEDISCOPE o
AN

Displacement

1. Head of the radius
displaced anteriorily.
2. Over riding of the
ulna with slight lateral
angulation.

1. Head of the radius
displaced anteriorly.

2. Anterior angulation
of ulna,

”

Lateral angulation of
ulna anterior dislocation
of head of radius.

(33

Anterior angulation
of ulna with anteriof
displacement of head
of radius.

Anterior displacement.

o

FMED ISCOPE

Complications

Nil

1. Mysositis ossi-
ficans

2. Chronic osteo-
mylitis, upper end
of ulna and lower
end of humerus.

”»
”

© 9

»
Myositis ossifi-
cans Non union
of ulna,

Nil

Myoéitis ossifi-
cans,

Nil

”

Treatment

’ﬁw fracture and disloca-
tion were reduced under
general anaesthesia and
immobilised in P.O.P.

Nit

Reduced and immobili-
sed in P.O.P.

144

”

Excision of head of ra-
dius done. Ulna exposed,
fibrous tissue removed
and few cuts given into
the bony ends to reach
the narrow,

Reduced and immo-
bilised. '

Excision of head of ra-
dius done and fracture.
ulna reduced.

Excision of the head of
radius with some callum
done. : .

Excision of the capitulum
done.

”-

Result

Good

Not known

Good.

Not known.

»

”

‘»




Notes & News

MEETING OF DRUGS CONSUL-
TATIVE COMMITTEE

A meeting of the Drugs Consultative
Committee was inaugurated in New Delhi,
on July 16, by Shri V. K. B. Pillai,
Secretary, Union Ministry of Health.

Representatives of almost all States
attended the meeting which was presided
over by Shri S. K. Borkar, Drugs controller,
Government of India.

On the representation of the All India
Upani and Tibbi Association, the Drugs
Consultative Committee recommended that
bona fide Ayurvedic and Unani drugs
should not be controlled under the Drugs
Act.

The Committee has proposed that manu-
facturers of patent and proprietory
medicines should market their products in
the form of tablets or capsules in strip pac-
kings so as to facilitate their purchase in
original packings. The Committee has
also suggested that patent and proprietory
medicines in the form of liquid should also
be sold in consumer packings.

The Committee discussed the conditions
to be complied with by manufacturers of
drugs, particularly those relating to build-
ing ad accommodation with reference to
practical difficulties encountered in enforc-
ing them. The Committee considered at
length measures for ameliorating the short-
age of technical personnel, which was
stated to be a major handicap in the
enforcement of the provisions of Drug-
Rules,

QUALITY.OF INDIAN D. D. T.
The United Nations International Child-
ren’s Emergency Fund (UNICEF) authori-
ties have accepted the Indian standard
specification for D. D, T. (IS 565-1955),
The UNICEF authorities have reported
after conducting tests that both the Indian
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and the WHO specifications for D. D.T.
would result in comparable products.

With assistance from the UNICEF and
the World Health Organisation (WHO), a
factory in Delhi was set up by the Govern-
ment of India for the production of D.D.T.
fot the anti-malaria campaign. Another
factory at Alwaye has also commenced
production.

The Delhi D.D.T factory was so far
producing D.D.T to the WHO specification.
On the basis of the concurrence of the
UNICEF and WHO authorities and the
Union Ministry of Health, the Hindustan
Insecticides (Private) Limited, which man-
ages the D. D. T factory has agreed to
produce D. D. T. in conformity with the
Indian standard specification in future.

INDIGENOUS SYSTEMS OF
MEDICINE

An Adviser on indigenous systems of
medicine has been appointed by the Central
Government and three advisory committees
of experts in Ayurveda, Unani and Homeo-
pathy have also been constituted for
scrutinizing research and development sche-
mes received from institutions through State
Governments and for recommending grants
for the purpose.

The Government of I[ndia’s decision to
recognize the best in indigenous systems
of medicine, including Ayurvedic and
Unani, and for this purpose to promote
research and impart scientific training in
these systems dates back to resolutions of
the National Planning Committee and the
firstConference of Health Ministers held
in 1948,

In pursuance of the recommendations
made at that Conference the Government
of India have given assistance to the State
Governments for the upgrading and esta-
blishment of new colleges in these systems.
They have established besides, the Central
Institute of Research in Indigenous Systems
of Medicine, and the Post Graduate Train-

o
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ing Centre in Ayurveda, at Jamnagar. In
accordance with the decision of the Central
Council of Health at their meeting held on
January 8, 1958, the State Governments
have been requested to take whatever steps
they consider necessary for promoting the
indigenous systems of medicine.

These policies have been the product
of a series of developments. The first of
these was the appointment in 1946 of a
committee under the chairmanship of Shri
R. N. Chopra, to examine the question of
development of indigenous systems of
medicine in all its aspects and make sugges-
tlons for the purpose. The Chopra Commi-
ttee’s report, in its broad principles, was
accepted by the Government of [ndia.

PANDIT COMMITTEE

The Government of India considered the
question of the formulation of an all-India
policy in regard to health in 1949; and as
a sequel, another committee was appointed
under the chairmanship of Dr. C. G.
Pandit to work out a detailed scheme for the
development of a centre of research in
Ayurvedic and Unani systems of medicine
and suggest ways for giving them instru-
ction in the colleges of modern medicines
as well.

The committee also recommended that
students of modern medicine should also
be admitted to the research centre for fur-
ther studies in indigenous systems of
medicine. On the question of imparting
instruction concurrently in Ayurveda and
modern system of medicine, the committee
approved the Bhore Committee recommen-
dation for the institution of chairs in the
History of Medicines in Universities. Under
this scheme a grant of Rs. 7,200, (being 75
per cent of the expenditure on the scheme)
was sanctioned to the Government of
Madras in 1957,

CENTRAL RESEARCH INSTITUTE

Following the Pandit Committee’s recom-
mendations, the Government of India set

MEDISCOPE

up in 1953 a Central Institute of Research
in Indigenous systems of Medicine in associ-

" ation with the Gulab Kunverba Ayurvedic

Society in Jamnagar. The functions of this
institute are: to promote research in indige-
nous systems of medicine so as to make
them more effective and beneficial, and to
provide facilities for training of workers in
methods of research.

In furtherance of this policy, a post-
graduate training centre was established
at Jamnagar in 1956. Twenty five students
were admitted at this centre to start with,
and both vaidyas and graduates of modern
medicines were eligible for admission.
Training in the institution is con-
ducted entirely on Ayurvedic lines and
the students are required to undertake
research as a part of the training and all
facilities are provided to them for qualify-
ing for higher degrees in Ayurveda.

In February 1954 the Rajakot session on
the Central council of Health urged that
practice of Ayurvedic, Unani, and Homoeo-
pathic systems of medicine by persons
who are not registered as practitioners of
any system should be prohibited by legis.
lation. ' ’

In pursuance of this policy the Dave
Committee was appointed by the Govern-
ment of India on April 27, 1955, to; (1)
survey the existing facilities for teaching
Ayurvedic, Unani and Homoeopathic® sys-
tems of medicine; (2) recommend specific
measures to be taken to improve facilities
for training and to establish uniform stan-
dards of education in these systems; and
(3) make suggestions for the regulation
of practise in these systems of medicines
including the desirability of State control.

The Committee’s reports published in
1956, were placed before the Central Coun-
cil of Health at their meeting held in
December 1956 and again before the Coun-
cil’s meeting held in January 1958,  After
full consideration, the Council left it to the
State Governments to take such steps as
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they considered practicable and desirable
for the development of Ayurveda and

other indigenous systems of medicine, and -

recommended that the Government of
India should actively encourage research
in Ayurveda, Unani and Homoeopathic and
other indigenous systems.

Apart from encouraging research the
~ Union Ministry of Health gives grants-in-
aid to State Governments for the establish-
ment and running of teaching institutions
in indigenous systems of medicine. In the
First Five Year Plan a provision of Rs.
37.5 lakhs was made for giving grants to
research sehemes, out of which a sum of
about Rs. 13 lakhs was sanctioned during
the Plan period. The scheme itself came
into being during the latter half of the Plan
period and the response from State
Governments and research institutions
was of a limited nature.

Central assistance is being given for the
following schemes under the Second Plan.

(i) To meet the recurring cost of main-
tenance of research beds in selected
institutions for approved research schemes,
at the rate Rs. 2,000 per bed per annum;
(ii) for ad hoc research scheme on the
merits of each scheme; and (iii) for improv-
ing the existing teaching institutions and
for the establisment of new teaching insti-
tutions in the States,

In addition assistance is also being given
for improving the teaching institutions
which are already included in the State
plans. The pattern of assistance for this
purpose will be 75 per cent of the non-
recurring expeaditure, including the cost of
~ the college building (subject to the ceiling
fixed by the Government of India) and 50
per cent of recurring expenditure of the
college (not the hospital) for the period of
the Second Five year plan.

*
CLINICAL DIAGNOSIS OF LEPROSY
The clinical diagnosis of leprosy infec-
tion with mycobacterium leprae in early

stages has been presenting severe difficul-
ties to medical men, owing to the absence
of skin blemishes or lesions on the patient’s
body. Investigations carried out at the
Indian Institute of Biochemistry and Experi-
mental Medicine at Calcutta in collabora-
tion with the Premanand Leprosy
Dispensary, one of the leading Institutes in
the country for the treatment of this
disease, have given hopeful results,

These investigations have shown that
serological tests may be usefully employed
for detection of the early and silent phases
of leprosy.

*

TRAINING OF AUXILIARY NURSE-
MIDWIVES

The Union Ministry of Health has sanc-
tioned a sum of Rs. 20,000 for the train-
ing of Auxiliary Nurse-Midwives at the
Dayanand Hospital, Ludhiana duriog
1958-59,

Snaction has also been given by the
Ministry to the U. P. Government’s scheme
for the training of 1,800 Dais during 1958-
59 at 30 units in the State.

*
EXPERT COMMITTEE ON EPIDEMICS

The Indian Council of Medical Research
has constituted an expert committee to
inquire into ‘the epidemiology of small-

pox and cholera, and to suggest short-term’

and long-term measures for controlling the
spread and eradication of these diseases.

This expert committee will collaborate
closely with expert committees which are to
be set up by State Governments.

Corrigendum
VITAMINETS FORTE ‘ROCHE’
In Vol. 1. No. 5, Aug ’58 issue,
page, 187, it is inadvertantly prin-
ted as ‘Vitamin B 2’ while the
correct reading should be ‘Vitamin
B 12’. The error is regretted.
Editor.
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