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IMPORTANT NOTICE.

It is imperative that these quarterly Medical
Bulletins are published regularly as they are in great
demand by the Medical Profession all round, even
outside this State. For this purpose sufficient number
of articles of scientific interest are absolutely necessary.
You are requested to kindly co-operate by regularly

contributing any articles of scientific interest. Such
articles may be sent in duplicate.
\ ' N
\ v
) s
i~
'rfC ’
‘.,
.
CONTENTS.
PAGES
1. TREATMENT oF CORroNARY THROMBOSIs wITH MYOCARDIAL 1
INFARCTION.
2, CrEsT CLINIC. .. 6
3. DomiciLiaRY TrREATMENT OF THE TUBEROULUSIS PATIENTS. 10
4. TreaTMENT OF CirraiN CATEGORIES OF TUBERCULOSIS 14

ParTiENtTs ATTENDING THE CLINIC.



TREATMENT OF CORONARY THROMBOSIS WITH
MYOCARDIAL INFARCTION.

. The treatinent of Coronary Thrombosis with myocardial
~ir tion aims at redueing the work of the heart to the minimum
s 2 the eritieal phase, immediately after the infaretion and

' asing the collateral civeunlation.

The immediate treatiient consisls in seeuring  absolute
rest, in hed and relief of pain, mental anzuish and anxiety, by
the administration of wmorphia in a dose of 14 to 14 grain given
hypodermically; in eases with  severe pain or shock, intra-
venous injection of 1/ gr. dissolved in at least 2 ml. of distilled
witer or normal saline and given slowly, at least three minutes
befayw taken for the injection gives satisfactory results. Intra-
venous injeetion has the advantage of ¢iving rapid relief of
pain whercas o hypodermic dese of morphia may not be
absorbed sufficiently rapidiy In a shocked patient.

As for the amount of morphine to reliecve the pain and
shock, it may be emphasised that the drug is to be given
adegiate doses and as olten as requived. during the phase of
the acule illness,

Pethidine could be used and is a good analgesic and anti-
spasmodie but it is not equal to morphine in the treatment of
Coronary occlusion. A sedative action is also needed and hence
morphia or ommapon (if morphia induces vomiting) should be
preferred.  If the initial pain had been mild, Pethidine, after
the first dose of morphia, eombined with Dial may serve the
purpose and the combination could be repeated ¢very 4 hours
or 6 hours for the first 24 hours. Subsequent dosage is
determined by the state of the patient.

Oxygen therapy is instituted when the patient has pain,
shoek or eyanosis. ITaving attended to the immediate treatment,
the next step is to decide whether the patient is to he kept
at home or removed to a hospital.

Treatment in a hospital is better as facilities for treatine
shock, if it should oceur and the frequent laboratory tests for
control of anticoagulant therapy would he available in a
hospital.  Besides these advantuzes, nursing attention neees-
cary for the cardiac patient wonld also Le there.  Treatment
at home ie done only when the patient is too ill to be moved
ar the hospital is not easily aceossible, transnortation being
hazardous due to rouch roads.
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It is wiser to send the patient at the onset of the illness than
to move him sometime later when his condition may be more
precarious.

The use of anticoagulants in cardiac infaretion has heen the
subject of controversy. Some authorities advoeate their use in
all cases; others employ them only in eases where the infaret is
transmural and where there are special indications like
prolonged pain, shock, previous attacks of infaretion, eardiac
enlargement, arrhythmias, cte. Those who advovate their use
as a routine state that in the severe ease the risk of thrombo-
embolism is significantly lessened and mild eases may be
prevented from becoming severe through further extension of
the thrombosis. It has also been elaimed that the conrse of
infaretion is influenced favourahlv by anticongulants possibly
also due to earlier reeanalisation of the oceluded artery. The
risk involved in anticoagulont therapy without proper eontrol
is hacmorrhage which may ocenr at a vital site and be fatal.
The risk has been emphasised hy those wha  were against
routine anticoagulant therapy.

Wherever laboratory conteol of anticopgulant  therapy is
available, it is advisahle (o start the patient on anti-eoagulant
therapy as soon as the diagnosis of corona ry thrombosis has been
made. Contraviwise. it is wize not o cimbark on anticoacuiant
treatment in the abscace of laboratory eheek of the prothrombin
time.

Anticoagulant therapy is definitely indicated in sovere cases
of transmural infaretion in which introventricaiar 1hrombi are
likely to be present and in cases who have had a previous

infarction, those having varicose veins and in the obese
subjects.

Contraindications to anti-coagulant therapy ave the presence
of active peptic uleer, hacmorrhagic diseases, recent cerebro-
vascular weeidents, cirrhosis of liver, renal discase and severe
hypertension. Particular care is to be taken in patients who
have congestion of the liver as in eardine failure and other

conditions such as Cachexia, in which the Yiver function is
depressed.

Once anticoagulants are started, daily physical examination,
frequent urine and facces examinations for blood and repeated

laboratory detern}ip:xtions of coagulation time and prothrombin
fime are prerequisites for the therapy.
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Heparin increases the clotting time probably by inhibiting
the thrombin-fibrinogen, reaction which preduces fibrin. The
Coumarin derivatives act indirectly and siowly through the
liver. They inhibit the formation of prothrombin.

Anticoagulant therapy is started after sending the blood
for prothrombin time. Heparin is given in a single dose of
12,000 units intravenously, followed by 10,000 units intra-
muscularly or intravenously, every 6th hour for the first 24
hours. The patient is also given four tablets of Tromexan
(ethyl biscoumacetate) on the first day in one dose.

During the next 24 hours no Tromexan is given and
subsequently 2 or 3 tablets on the 3rd day, subsequent doses
being regulated according to the prothrombin time which is
determined daily for the first few days and alter less frequently.
The aim of the treatment is to keep the prothrombin tirae
(Normal by Quick’s method is 14 to 18 seconds) at two to two
and a half time the normal prothrombin time (i.e.), between 30
to 40 seconds. At this level it is claimed that no further
thrombi will form nor will accretions be added to existing
thrombi. It is the fresh clots which are friable and liable to
become detached. The idea of starting the two drugs at the
same time is that heparin acts quickly (2 to 6 hours) whereas
Tromexan has a time lag of 24 hours to 36 hours. Anticoagu-
lant therapy is continued for a minimum of 4 to 6 weeks,

Overdosage of anticoagulants may cause bleeding in the skin
and subcutaneous tissue, continuous oozing at the site of infee-
tions, from the intestines, or kidneys or into the brain, The
antidote to overdosage of Coumarin derivatives is Vitamin K1,
5 to 20 mgms. intravenously. In an emergency 500 ml. of blood
will restore the prothrombin time to noraml in 8 hours. The
antidote to heparin is Protamine Sulphate 50-100 milligrams,
given intravenously.

Long term anticoagulant therapy has been advocated by
many, in the hope of avoiding recurrence of infarction. The
treatment is justified when a patient has had two or three
infarets in rapid succession. The prothrombin time is at first
estimated weekly and then at monthly intervals, the pro-
thrombin time being kept around 30 seconds.

Diet.—The diet should be light and nourishing. Fluids in
the first 48 hours and if there is no vomiting, may be increased
after 48 hours. If vomiting is severe only drinks sweetened

2
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with glucose to combat acidosis should be given for some days.
During this time, the patient may be constipated because of
the repeated administsation of morphia and the fluid diet.
Purgatives and cnemata are contraindiented. Liguid Yaraffin
orally or injected into the rectum and mild laxatives Like Senna
may be used after the acute phase is over.

The patient should be at rest for a minimum period of 3
months, during more of which period he should Dbe either in bed
or in arm chair. After the acute phase is over he may be
permitted to use a commode. within the sick room. Tarly
embulation and work is likely to result in Post infaretion
angina or a cardiac aneurysni.. The uncomplicated cascs are
kept in bed for three weeks and encouraged to move their legs
in bed as soon as they are free from pain. This lessens the
risk of venous thrombosis in the legs. 1t pulmonary conges-
tion has developed, the pulse rate has exceeded 100 per minute,

gallop rhythm has been present, or fever has been high, rest
in bed to be prolonged.

When shock supervenes noradrenaline is given intravenously
by the drip method in 5 per cent (‘Huose or Plasma in a con-
gentration of 4 milligram per litre at 2 vate of 50 microgrammes
per minute. The rate of the infusion should be regulated to
maintain the blood pressure at 120 mm of Hg (systolic) and
continued as long as necessary (up to 72 hours). Noradrena-
line has 2 known marked vasoconstrictor action without the
cardiae accelerator and augmentor actions of adrenaline.

After the period of pain is over, morphia is sto}_)ped and
the patient put on phenobarbitone Yy gr. to 15 gr. twiee a day
or thrice a day for the first three or four weeks. Vitamin B.

Complex is given by injection for a week and then by oral
medication. ‘

Aminophylline by mouth will be found useful and may be
given along with phenobarbitone. With onset of dyspnoea due

to cardiac asthma it may be given parenterally provided the
blood pressure is not appreciably lowered.

The use of digitalis in a patient with Coronary Thrombosis.
~~D1mta[ is need not be given in uncomplicated Coronar)
thrombosis since there is no indieation for it. In coronary
thrombosis, the indication for digitalis is ecardiae failure ov
disorders of rhythm like auricular fibrillation, paroxysmal
tachycardia, ete. If care is taken to avoid overdosage aigitaris
does not cause ventricular tachye

. atdia or other arrhythimius.
The dose that is needed depends on the individual case,
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Drugs that are avoided or given with great care.—~Adrena.
line, Ephedrine and Pituitrin are contraindicated as they
produce an increase in the cardiac rate and thereby prevent the -
heart from getting proper rest.

Nitrites should not he used in Coronary thrombosis, as they
produce marked vasodilatation and bring down the blood
pressure.

Analepties like Coramine used in cases which show a fall
of hlood pressure.

Another drug to be used with care is Insulin, in the presence
of Coronary occlusion as the state of bypoglycemia is not
warranted and heart must get more glucose. 1If the patient is a
diabetie, the usual dose is eut down or stopped for 2 to 3 weaks,
But after that if the patieut returns gradually to a normal
diet, a smaller dose of Insulin should be given.

After-care—A prolonged convelescence is necessary after
infarction to allow healing and the rest of myoeardium to
adjust itself in maintaining eirculation. Even with a small
infarct and without complications, patient should wait 3 monihs
before resuming his work. Smoking 1s best aveided. A phased
programme of ambulation and return to work and if necessary
changing the profession to a lighter one, is drawn up to suit
the patient and his economic status.



examination. The sputam bottle should be mavked with the
regisiration nuwber. I sputum i not available a Inrvngal swab
should be taken and sent for eulture.

An NXeray of the ehest shon!d he taken then,  The Noray
of the chest shonld be piven o nwmber hy the Nevay Deparhipent,

and the number on the Xopax Gl dhould be enfered i the
registration eard.

The patient is then asked to reinrn on the thivd day, for
reading the Tuberculin Test, By this *ime, the report of the
sputum cxamination and the Xoayv should he available.  IF
the X-ray shows an abnormality, the Tubereulin Test is stronely
positive and the sputum also is positive for Acid Fast Baeilli,
the patient is diagnosed to he suffering {rom Pulmonary Tuber-
culosis. If the sputum is negative for Acid Fast Bacilli and
the X-ray chest shows an abnormality, the sputum is repeatedly
examined for Acid Fast Baeilli and if practicable, the sputum
should be sent for enlture for Aeid Fast Bacilli. The diae-
nosgis of pulmonary Tubereulosis should not be made solely on
the basis ol X.ray chest.  Aecid Fast Baeilli should he demon-
strated in the spntum before commencing freatment. But in
the casc of infants and childven, who have little or no sputun,
the diagnosis should he made on the vesult of Tuberenlin Test.
X.ray chest and a history of contact with au infections ease of
pulmonary  Poberewlosis.  Aentely il parionts suffering from
Haemoptysis, or spontaneous pneamothorax, should be attended
to immediatelv by the Medieal Officer, and should be admitted
into the inpatient ward attached to the <hest Clinie and
appropriate {reatment given, as detailed in the following
paragraphs: —

When a patient is diagnosed to be suffering from pulmo-
nary Tubereulosis it is imperative that —-

(1) Adecquate treatment be commenced immediately.

{2) Preventive measures be adopted for preventing the
spread of infeetion to other members of the family.

Treatment of Tuberculosis patient.—The patient shonld be
assured that Pulmonary Tubereulosis is lavrgely curable with
the modern anti-tuberculous drugs and his anxiety he allaved.

As the tubereulosis patient may have to abstain from work
for some wwnths, in most eases he chouid he  given financial
assistance, 1o aaintain himself and his  fmwily,  The social
worker plavs an mportant vole in sueh matters and her arlviee
and help is essential; when the patient is oo frge financial
worry, he i< Hhkely 4o he more ta-operative pud the pationts’

co-uperation Is essential for hig reeoyery,



Since there is shorwg: of stituironol beds for the Tulei-
culous patients, treatmos® bes o be undertaken on 2 dom
ciliary or ambxﬂamxy | SEES

The following . ivvrw w1 Fubereulous patients can be treated
on a domiciliary basis :—

1. Primary Tubcrenlosis without parenchymal disease.

2. Bywplomless  distase in which there has been no
radiological change indieating activity.

3. Advanced cases that ean be treated without urdue risk
of spread of infcetion.

4. Lestons that have heen bwunm under control by a short
term of institutional treatment.

5. Blowly progressive chronie Tubereulosis with good home
conditions.

6. Cases that fail to improve with institutional treatment.

The following enser o7 0l adons patients, need Institu-
tional treatinent in a Chest iLospxtdl ar Sanatorium :—

1. Barly Progressive Tuberculugis,

2. Miliary or Menincodd ‘Tuncreulosis,

3. Infectious cases ihat caniol be controlleg at home.

b Cases that have velapacd ond (071 to respond (o domi
ciliary treatment,

5. Cases reguiring Surgery.



CHEST CLINIC,

A Chest Clinic is intended for the diagnosis, Outpatient and
Domiciliary Treatment of Pulmonary Tuberculosis. In addi-
i ini the purpose of Control and
revention of Tubereulogis, by employing various measures like
-C.G. Vaceination apd ‘ Case-finding ™ methody like Mass
Miniature Radiography, Tubereulin Testing and Fxamination
of Contacts. Since the majority of pstients attending the
Chest Clinic are found to be suffering from Non-Tuberculous
Chest Diseases, the Clinjc Serves as a Diagnostic Centre, for the
various Chest Digeages. Some non-Tuberculous cases can be
treated in the Chest Clinic and the rest transferred to the
appropriate hospital departments, In India, where the ineidence
of Tuberculosis varies from 1 to 2.5 per cent a Chest Clinie
should be established, wherever the population is 50,000.

The Chest Clinie should be located in a (eneral Hospital.
The Physician to the Chest Clinic should be on the consultant
staff of the hospital and have some beds theve, 8o that the Clinie
Physician is readily available for consultation, Similarly, the
staff of the General Hospital should be available to the Chest

Clinic Physician for consultation, in respeet of patients under
the care of the Clinie Physician,

The Chest Clinic should have independent accommodation.

Organisation.—The Chest Clinic should have the following
departmeny :—

(1) A Registering and Reception Section where all the
Patients are registered, their records and X-ray are kept.

(2) A Diagnostic Section, consisting of Radiography
Department, Tubereulin Testing Department, and a smail

aboratory {or examination of sputum urine and blood and a
Medical Officer’s room. ’

(3) A Nursing De artment, serving the patient atiendin
the Clinic as well o-F ing tronted o ey :

a8 those being treated ieili
Basis, and as inpatients in the “Iinigg ‘treated on & Domiciliary
(4) A Department for Sooiat Work and House Visiting.

a (5) A small Dispensary fop distributing anti-Tuberculous
rugs, :

(6) A Treatment Room where injections of Streptomyein
/¥ given. . el o e



(7) An Inpatient Department with at least twenty beds
“or the care of geutely Dl-patients. Patienis suffering from
Hacmaptysis and  Spowtaticons Puenothorax, and for the
avovisional assessment of patients requiring surgery,

(8) Large Chest Clinies in the big towns and cities showld
have  an Epidendological  Sections, with a Mass Miniature
Radiography Unit attached, and o B0 Vicelation Seetion,

{3) Transport in the form of a jcep, a motor van or an

ruteriesshaw should he provided for Domiciliory Serviees.
Pire sbaff of u Chest Tlnde -

i. Medieal Siaff
Nuprsing S{aif.
Sceial Serviee Staff.
fndlographers, and Ladoraiors Teehnisians.

. Clerical Staff far registeving and filing the records,
and administrative work.

6. A Pharmaeist,

T Last-Gyade Servants ke peons end a thoty.

A driver and o eheaner Jor the Jjeep or van, ete, far

<

o

ouieiiary Serviee.

Fevsons eaplaved in the Chest O g, onfd e Thbecewdin
Positive prefeeabity.  Tubereulise Negative staff, if employed in
the Cheat Clinde, shoudd have o 32040 Vaeeination botore

smployment, aad should heewue Taberenlin Positive before
cuaplovinent.

Eoreamanalion of palicuds ol ading e Chest Olinie—~Neve
oatients attending the Uliside, shonld fivsi be diveeted to the
reeeplion and registeving seetion, where they should he pro-
vided with o registration cord. Phis eard should he aiven a
registration number snd 1he wane and addvess of the patient
shauld e entered in the card.

A Tuberendin Frst should be done with 5 Tuberentin Unitg
in the appropriate seetion of the Cliest Clinie and the date of
the test should be enteved in the reistration card.

Collcetion of  spulam—The  patients sputum  shonld  be
rollected i a sputum bottle with a wide-tanutly, ane ounee hottle
shouwtd wuffiee for the parpuse. The patients shonld he 511S!l'i10tod
in the proper method of expectapating, 0 the patient ig not
able to hring ouf the spatnm, be shondd he ashed 1 enlloet the

Grornine speina i the bob andd e v te e e
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DOMICILIARY TREATMENT O THE TUBLRCULOUS
PATIENTS.

The treatment of certain classes of Tuberveulous pationts as
noted above in their own homes, has to he undertaken by the
Chest Clinie, owing to lack of Institutional beds and also owing
to the Tact that home treatment with the modern anti-Tuberculo-
sis Drugs has yielded results comparalle to the {reatiment in
Sanatoria provided the patients are co.opevitive and theve is
adequate supervision of the patients by the staff of the Chest
Clinte, viz.,, the Medical Staff, the Ticalth Visitors and Social
Workers.

It is absolutely essential that patients being (reated on a
Domiciliary basis, should be segregated in their own bomes, The
patient should have a room for himsclf if that is feasible. The
room should be adequately lighted and ventilated. A cot and
a small bed side table and a chair to be provided or something
similar should be improvised where feasible.

“The Tubereulous patient should Lo senernte linen  which
should be distinetly marked and should never be used by other
menthers of the household. The pillow-eaes, hed eover and
sheets, cte., $hould be soaked in 1:20 carholie lotion for {wenty
minutes and boiled in water and sifowed o devs The hand-
kerchiefs and towels should he similarly disinfeated. The Tuber-
culous patients should have their own utensils whieh should
not be used by other members of the household. The utensils
should be boiled for about twenty minutes after use, washed and
dried.

Disposal of Spulum.—The Tuberenlous patients should not
be allowed to spit indiseriminately on the walls and the floor.
His sputum should be collected in o sputum eup, preferahly inade
of metal and eovered with a lid.  "The <putun should he mixed
with 2 per eent Liysol.  The sputumn should he thrown into the
burning fire and the sputum cup hoiled in water for half an
hour and then washed and dricd. Preferaily the patient should
be provided with two sputum cups, and adequate eare should
be exercised by the Health Visitor in collection and disposal of
sputum.

Where water-closet facilities exist in the house, the sputum
cup ean bhe emptied earcfully into the water elose! and the
sputum cup boiled.

Disposal of Excreta.—The urine and motion of Tubereulous
patient should preferably be burnt, where there are no flushout
latrine arrangements. But where a flushout Lautrine is available,
no speeial precautions need he taken.
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The Tubereulous patient shoulil he prohibited frorm smoking.
But if the patient is not eo-opierative. precaution should be {aken
to eolleet the heedi, or eigercite stumps and burn them. Books,
newspapers, ete., used by the Trherenlous patient, «hould be
hurnt, as these may spread the infeeion.  Costly hooks should
he exposed fo strone suniight cach page heing exposrd to sun-
light for a few minutes. Children and adolescents should be
removed from the house of the patients and sent to the house
of his relatives as far as possible, since ehildren and adolescents
are very suseeptible to tuberculous infeetions.

Confacls—All the contacts of the Tuberenlous  ponents
sunuld he thoroughly examined by the Tubeveulin test aud X-ray
chest and adequate treatment given wherever nceessary as des-
cribed elsewhere.

Drug treatment for the Adult Putient.-—Para-Amino-Sali-
eylic Acid 5 grammes twice a day after meals and Isonieotinic
Acid Hydrazide 200 mgm. once a day suflices in most cases.
Treatment has to be continued with PLAS, and LN.AZL for
at least one year.  Where the lesions have healed by such trea:-
.ent, the patient can be advised to ccutinune reatmert with
LIN AL alone for a year or two.

Patients who are gravely ill should be given sireptemyein
1 gramme daily in addition to P.AS and LN AL The strepti-
myein can be discontinued after two or three months, when
improvement has set in.

Patients suffering from Militars., Meninecal and acute pro-
gressive forms of Tubcreulosis should be treated in a Sanatorium
where such patients have to he treated on a domiciliary basis due
to lack of heds in a Sanatorium, they stould preferably be given
Streptomycin, P.A.S. and IN.AH. for a year or more. In
addition, Cortico-steroids like prednisolone, ete., 5 mgm. three
times a day should be given at the commenecement of {reatmene
for 6—8 weeks, provided the patient has no complications like
Diabetes Mellitus and Peptie Uleer. Chitdren should be given
treatment as above, but the dosage should be reduced propor-
tionate to their age.

While on Domicilisry Drug Regimen, the patient should be
vigited by the Health Visitor as far as possible two or three times
aweek, e Medieal Officer should visit the paticursar legst oo
a woel,  Loaddition (o rertie ciets surprie s kol
he made by the Health Visitors and the Medieal Offiecr 16 ensure
adequaie mtake of PAS and EN.ATL by the petient. On
sueh surprise visits, cheeks should be made of the quantity of




the P.A.S. and ILN.A.H. in the possession of the patient, to find
out whether the patients is taking the prescribed quantity of
P.A.S. and LN.AH. regularly. The urine of the patient should
be tested for P.A.S. periodically by the TFerric Chioride Test.

Ambulatory treatment i')% K Chest Clinic.——Whe'rc it 1s
impracticable to institute dmmulmr:v groalmey}t, the 1‘3a§1ent has
to he treated on an ambulatory basis in thp _‘Jhcst Clinie. I,’r(_)-
vided, the patient is able to attend the clinic regularly and is
not gravely i1, the respouse to sucl} §1'011-‘«1t10111'"13 1.211\7‘.'\‘ good in
most cases. The patient is glven injections ol Dihydvostrepto-
qvein. T orame datly and Londazid 200 mg. onee a day, or
i he alternative, the paticnt can be given a week’s supply of
P.AS. and LN.AIY tablets to be taken at home daily in the
dosage mentioned above, and asled to atfend the Ulini: onee a
week for the issue of P.AS, and TN.ALL tablets.  Treatment
has to be continued for at least a year in most cases, to he
followed by Tsouiazid alonc for anothev year or two to prevent

relapses.

Toxic Reactions to Streptomycin, P.4.8. and I.N.AH.—
Streptomyein is very toxic to the vestibular nerve, giving rise
to giddiness, inco-ordination, cte., whercas Dl_hydroslr_eptomycm
is toxie to auditory nerve giving rise to deafness.  Where sueh
complieations develop it is advisable to stop the offeuding drug
and change over to P.AS and ENALL Druyg rashies are no
uncommon with Streptomyein therapy ; whea dvrus vashes deve-
lop. tha patienfs can he desensitised by giving the patients small
doses of Streptomyein or Dihydrostreptomycin in doses of 50
mem. or less daily and graduaily incrcasing the dosage.  Cortico-

s aids enn be given fuaddition to desensitize the patient.

DS Gives rise w abdominal pain, dinvthaza and vemit-
ine. If such eomplications are no' severe, the drug ean be
oatitted for a few days and then started again in a redueed
dusose. Buat where Jdiarchaa, ete,, is severe it s imperative to
ston the drug. Jaundice oceasionally develops with P.A.S. In
guel. sages, the P.ALS. should be stopped for ever. Skin rashes
devetop with Povs Therapy.  Bnosiel eases, the patients can
be desensitised by giving P.AS. in doses of 0.1 gramme and
gradually inerensing to full doses, combined  with  Cortico-
steroids.

(N —Should not be aiven to known epilepties, ag i+
might aggravate epilepsy heing a eerchral stimulant. LN.ATL
ravely 2ives yrie to perinheral neneitis which  ean he easily
controlled by administering pyridoxine in doses of 20~-40 mgm
ey day.
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Drug Resistance.—Some patients are primarily resistant to
Streptomyein, P.A.S, and ILN.H. Druy¢ resistance shon'd he sus.
pected where the patient fails to respond to treatment elinieally,
radiologically and bacteriologically. Drug resistance can be
proved by Drug-sensitivity test, which is practicable only in very
well equipped institutions. Drug resistance develops more com-
monJy with irregular Chemotherapy by giving only one Drug
olone. Drug resistant patients are a mrnace to themselves and
to others as well, as they infect other people with drug resistant
tuberele baeilli. For Drug-resistant patients, Thiosemicarbazone

or viomyein can be tried. Syclo-Serine and pyrazinamide are
useful for the drug resistant patient but they are nov availabie in
India. A patient can be resistant to just cne of the three com-
monly used drugs, viz., Streptomyecin, P.A.S. and INH. In
sucn a case, the patient can be giver the two other drugs to
which he is sensitive. But if he is resistant, to two, or all the
three drugs, treatment is more difficult.



TREATMENT OF CERTAIN CATEGORIES OF TUBER-
' CULOUS PATIENTS ATTENDING THE CLINIC,

(a) Chrowic Tuberculous patient.—Such patients usually
are found to be suffering from advanced Bilateral Pulmonary
Tuberculosis and are not fit for treatment in the Sanatoria and
do not respond to ambulatory or domieciliary treatment being
drug resistant. They play a very important role in the spread
of infection. Such patients should he segreeated in Sanatoria
or in Institutions solely meant for their secgregation. Segrega
tion of such obvious and very potent source of infection plays
a very important part in the campaign against Tubereulosis.,

(b) Emergencies in Chest Clinic practice.—Patients suffering
from hemontysis and spontancous pneumcthorax reporting to
the Chest Clinie should be immediately attended to.

Hemoptysis—Should be promptly controlled by admitting
the patient in the beds provided in the Chest Clinic. The patient
should be reassured and his anxiety allayed by promptly giving
a small dose of Morphia 16 grain with atropine 1100 grain, or
by administering Phenobarbitone. Adminisivation of Vitamin K
and Caleium Gluconate parenterally might Dhe tried. Profuse
Hemoptysis calls for a blood transfusion, as a life saving
measure. For rceurrent Hemoptysis, the patient should prefer-
ably be admitted into a Sapatorium for cmergency thoracotomy
and resection in suitable cases.

Spontancous Pnuemothorar—Such patients are in very great
regpiratory distress and are likely to die due to cardiae failure,
if prompt treatment is not given. Such patients should be
immediately admitted into the Ward. Deflation should be done
with Pneumothorax apparatus immediatelv.  In eases of so
called Tension Pneumothorax continunus deflation, by introdue-
ing a needle in the chest wall, and conneeting it to a under-
watcr seal, should be done. In some casey emergency 1horaco-
tomy and re-section may have to be porformed as a life saving
measures where there are facilities,

(¢) Treatment of Tuberculonus Diabetic patient.—Uncon.-
trelied diabetes mellitus predisposes to Pulmonary Tubereulosis.
The urine of the patient should be examined for (lveosuria
where Pulmonary Tubereulosis complicales Diahetes Mellitus the
diabetes should be brought under control by Insulin, Sulphonyl
urea compounds like Tolbutamide, ete., and simultaneously anti-
Tuberculous drug treatment should be given,
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(d) Treatment of Tuberculous preguent woman  altending
the (hest Clinic.—Every pregnant woman should have a routine
X-ray of the chest preferably in the beginning of the second
Tyiamester to exclude Pulmonary Tybereulosis. If the X-ray of
the chest of the pregnant woman reveals healed and inactive
Pulmonary Tuberculosis no special precautions are required,
excopt 1o re-Neray her about two mombs wier contfinerent to
be on the lookout for possible reactivation after confinement.
When such reactivation oceurs adequate trcatment should be
given and precautions taken to prevent spread of infection to the
new horn-child. .

When a pregnant woman is found to he suffering from Active
Pulmonary Tuberculosis, she should be adwmitied in the Sana-
forium and adequate treatment with anti-Tuberculous drugs
given. She should be rendered non-infeetive before confinement.
Arrangements should be made for her continement in the Sana-
torium in a separate room, meant for the purpose or she can be
transferred to a Maternity Hospital ior confinement and later
~ent back to the Sanatorium for contiiniiiiy treatinent. fneve Is
no danger to the new-born infant, if the mother has been rendered
non-infeetive by adequate treatment prior to eonfincment. The
mother can nurse the infant and need not be separated from the
infant.

But if the woman is infeetious with the Tubercle baecilli in
the sputum, the infant when born, shouid be immediately isolated.
Otherwise the infant will be infected by the mother and the infant
will die of meningitis, ete. The treatment of the mother has to
he continued in the Sanatorium, and the mother should never
he allowed to nurse the infant. The infant should be nursed in
the house of relatives who are free from tuberculosis. Four to
six weeks after the birth, the infant born of an infectious mother
should be vaccinated with B.C.G. by the intra-derman route,
oral vaccination with B.C.(. vaccination is not commonly prae
ticed, though it is possible.

In most cases, it is found in practice that the pregnant woman
suffering from active Pulmonary Tuberculosis is not willing for
admission into a Sanatorium. Treatment hes to be undertaken
on a Domiciliary or ambulatory basis, as detailed aboye and
adequate precautions laken to prevent the spread of infection to
the infant when born under the above circumstances.

(o) Surgical,‘ Tregtment of Tuberculosis—Al Tubereulous
patients cannot be adequately treated by Chemotherapy alone.
Jome patients still require surgery for the eradication of their
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disease. Obviously surgery can be undertaken only in a thoracis
Surgical Unit of a Chest Hospital or a Sanatorium. Cases requir-
ing surgery have to be admitted in a Sanatorium. Modern sur-
gical procedure consists mostly of radical exe;sional surgery
like labectomy, segmental resection and Pneuns-nectomy. Lobec-
tomy means removal of a lobe of a lung. Segmental resection
means removal of broncho-pulmonary wgnent, commonly the
second, first and sixth broncho-pulmonary scgments, and Pney-
monectomy means removal of an entire lung.

Before advising survery, the patient should be given a course
of Chemotherapy with P.A.S. and IN.H. or Streptomyein and
LN.A.H. for atleast a year before operation. The patient
should have a unilateral disease, the oppesite lung should be free
from active pulmonary Tuberculosis. The patient should be free
from toxemia, like fever and a raised pulse rate. His E.S.R.
should be normal. The patient should he free from cardiac and
other respiratory diseases like Asthma, Emphysema, Chronie
bronchites, ete. He should have a good cardio-respiratory reserve,
and a good vital capacity of at least 2,000. If the patient satis-
fies the above eriteria, he can be advised {o undergo operation
provided it is indicated. ‘

The following are the indications for surgery.—

(1) Bronchial Stricture, leadihg to atelectasis end Bron-
chiectasis.

(2), Circumscribed nodular lesion ecalled Tuberculoma,
with a diaméter not less than 2 e.m.

(3) Destroyed lung containing multiple cavities or atelec-
tatic with Bronchiectatic changes.

(4) A thick walled cavity in the upper, or in the lower
lobe, not responding to treatment.

(5) Patients who underwent thoraco-plasty, but in whom
the disease is not controiled, as revealed hy a sputum positive for
AFB, ete.

" (6) Ergergeqcies likei) haemoptysis, and spontaneous pueu-
mothorax and respiratory obstruction in children due t
mediastinal glands, © to cularged

(7) Chronic Tuberculous empyemata wit i
naty e p 8 'm b active Pulmo-
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PREVENTIVE MEASURES.

(a) The Erumination of Home Contacts.—Examination of
Home Contacts of Tubereulous patients is a very important fune-
tion of Chest Clinie. All persons who live in close proximity
to a Tuaberculous patient, his relations, cc-tenants, those who
have visited the patient frequently and those whoe have worked
with the tuberculous patients ave called ¢ Contacts’. All the
contacts should he thoraughiy investigated by a Tuberculin test,
by X-ray chest, and sputum examination where necessary. The
Health Visitor is the person who plays a decisive role in the
examination of eontacts hy visiting the house #nd persuading
the contacts to attend the clinie tor examinatjon,

Children should have a Mantoux Test done. All Tubereulin
position children below three years sheuld be given a tull course
of Chemotherapy with Streptomyein and  Isoniazid. Strepto-
myein in dozens of 40 mgm. per Kiogranme of weight and
5 mgm. of LN.AIL per Kilogramme oi bods welght should e
given daily for a year to prevent complieation like Military and
Meningeal Tuberculosis. Tubeveulin negative contracts below
three ycars should be retested with Tubereulin at intervals of
six weeks.  1f they hecome positive, they should be given a full
course of Chemotherapy as above. * Contacts’ helow three whto
are persistently negative to Tuberculin Test should be vaceinated
with B.C.G. 1In the alternative, they should he given LN AL
as Chemoprophylaxis, in doses of 5—10 mem. per Kilogramme of
body weight daily for one year to prevent a primary infection.
Children ahove three years who ave 4 uhereul negative ean he
given a B.C.G. Vaecination, or Chemoprophylaxis as above but
those \\'119 are Tuberculin positive mast have an N-rayv chesi
If there is cvidence of progressive primary Tuberculosis they
should have Chemotherapy tor one Year.  Tubereulin positive
contacts above three who have a normal X-ray chest, should be
given Chemoprophylaxis with LN. A1 as above to prevent com-
plications developing, like menineitis, ofe, In all eases the
contact should be broken and the children segregated.

Ac'lolcscenis, and young aduli contnets who ure Tubereulin
negative should be vaceinated with B.C.G. or given Isoniazid as
Chemoprophylaxis.  Tubercuiin positive 2doleseent and young
adult contacts should have an X-ray chest, and adequate treat.
ment if there is active Tuberculosis. Tuberculin Dositive youn
adults and adolescent contacts without active Tuberculosis shoulg
be given Chemoprophylaxis with Isoniazid. Old contacts above
thirty years should be X-raved. If the N-rav chest is normal
they should be re-examined after three months. If the X—lrz; ,
chest  continues to be normal, no 1.her re-exabination y
neeessary unless cough, cte., develop. s
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OId people amongst the contacts should b nvestisated
thoroughly by X-ray chest, and spulun examination.  Old people
are frequently [ound to be suffering from  aetive Pulmonary
Tuberculosis, and they ave the source of infeetion with Tuberele
bacilli to other members of the houschold.  Old people suffering
from active pulmonary Tuberculosis should  be adeguavely
treated.

B.C.G. Vaccinalion.—DB.C.UL Yaceination s ane of the power-
fu! weapons in the eampaign against Tubereunlosis, but it shonld
not be taken for granted that it is the only proeedure 1o the
prevention of Tuberculous infection. Tt should he used in eon-
junetion with other procedures, (a) like raising the resistance
of the individual or the community, by providing adequate living
conditions, adequate diet and aceoramodation, {4 adeqinae breme-
ment of infeetious eases so that they are rendered non-infeective
and rehabilitation of ex-patients 1o prevent relapse and make
them self-supporting, (¢) case findinz metiinds ke Tuboredim
testing and Mass Miniature Radivgraphy for the detection of
early symptamatie cases of Pulmonary Tuberculosis and adequate
treatment of such cases, so that they erase to he neffective.

Tn backward counitrics, wilose socio-ceonomie conditions are
low, B.C.G. Vaccination is advised on a Mass Seale, but in
countries whose socio-cconomie conditions, arve good, B.C.G.
Vaceination is advised only to seleeted groups of population, like
contaets  Medieal  personnel,  sehool-going  ehildren,  toetoty,
workers, cte.  This object of B.C.G:. Vaceination is to substitute
a eontrolled bhenign primavy infeetion, for a casually acquired,
virulent and potentially maiignant infeetion as occurs after
natural infection. The safety and efficacy of B.C.G.. Vaecination
has been established beyond a shadow of doubt by several millions
of inoculations all over the world. By controlied trial extending
aver a peviod of ten years, the Maediead Researelr Covnet or
Britain has proved that the incidence of Pulmonary Tubereulosis
in those not vaceinated is four to five times higher than thoge
who have been vyecinated with B.O.G.

Technigue.—All Tuberculine negativa persons should be inoeu-
lated with B.C.G:.  Wresh liquid vaecine not more than 14 days
old should be used. Ireeze-dried vaccine which maintain its
poteney for about a year is under preparation in India.

This vaeeine is administered by the intra-dermal ronte i the
deltoid region. The dose is 0.1 ec. of the lquid vaceine eon-
taining 0.45 megm. baeilii by weight per c.e. oi the vaceine, ‘i‘lus
vaeeine consists of living attenuated hovine Tuberele haeilli,
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Josing ity potency within a few wrinutes 10 exposed 1o sunligld,
and hioh simaspherie temperatuee, Henes sdopieie preeautons

have to he fahen for he <torage of the vaecine. ete,

Pre and Postovaceination scgreeation For sixoweeks, though
wdeal i impracticable in the Mass vaecinetion programmes,

Afier intva-dermal inoculation of the vaceine, there should be
4 wheal formation of ot least 8-i) mm. Iasting for several
nminutes.  Ahoui three weeks after B Vaceination an area
of induration and ervthena develops at the site of injeetion. A
smali pustule may develop which may oceasionally proceed to
tlecration, the axillary Iymph glands mny eet enlarged. This
ileer commonly heals within thyee months without any other
complication developing.

Six to cight weeks after BoOG Vaceination the Tubereulin
test shonld he performed agnin. 1 the Teberenlin fest is posi-
tive, 108 taken for evanted thai the vaeeination has been sue-
cessful. T the Tubereulin fest is negative afier B.CLG. Vaeei-
pavion, the vaecinaiion hos been o foiluee, ond re-vaeeination
should he done. Preferably all those whe have been suceess-
fully vaeeimated with B.OWGL Vaceine <hondd he tosted with a
Taberealin fesi annually, TT the sneecssihdly vaceinated person
becomes Tuberculin negative, e shhonld Lo covaceinated. B.CLG.
Vaecimation produaces proteetion  seainst natmal  Thbereulous
infeetion Tor a period varying from twn 1o seven wvears. It
should be borne in mind, the protection is not absolute. Persons
who have been suceessfully vaceinated with B.OALL can develop
Pulmonary Tuberendosic due to natnes] indeetion. iv thar
resistance is lowered due fo malmutrition, ofe,

) (':.‘.\‘(‘—.,‘/«‘;l«'/l‘:l}/ mefhods. o Uik Tooer ot NESETITTENN § BTN
Miniature Radiography plays an hmporiant part in the campaign
acain«t Tubereulosis, The objeet is 1o find the incidenes or
fl‘tﬂ)m'm]'()‘sm in ﬂl(‘,‘;ll"(t:l, of operation and to deteet cases of Pul-
menary Tubevewlosiv in the eavly imd g svVhtanntie Staee, gl

. . ! athy, aind
ta treat them thoroughly wo that Hier are vendered non-infeetive
and eease to spread the infeetion unwittinglw, Theoretically,
these shonld he done on a nation-wide hasis. hut as vet these
procediives on stieh o Laree serle are mpizneticable in any eountry
or nation. ) .

Short of’_this, M.l.:x I\fnn‘(‘).iu‘l'o Wdiography can he under-
taken Dy individual Chest (inie. situated in large eities with
hig industries on i hnmd seale. The Mass Minintore Radic-
araphic wnits should preferably he o mobile one with
and generator and eapable of  takine miniature
70 m.am. by 70 mau. so that there is no necd of

aotratler
radiographs
a4 projector for
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further enlarging the image. But if 35 mam, by 35 m.m. films
are taken, they have to be enlarged by a projector 1o convenient
size bhefore reading. Mass Miniature Radiography TUnit
otherwise called Photo-flourography in principle consists of a
powerful 100 m.a. X-ray plant, a flourescent sereen, and an
automatic photographic deviee. Tmediately the image of the
person radiographed falls on the fluorescent sereen, it is auto-
matically photographed on a miniature 8lm 70 m.m. by 70 m.m,
or 35 m.nt. by 35 m.m.

Mass Radiography is employved only on selected groups of
population, like school and college students, and teachers, the
staff of Hospitals, factory workers, Service. Personnel of the
Befenee Sevvice, Police smd 2llied pescomel inmatos of speeial
institutions like the Jails, and Mental Hospitals, ete.

By means of Mass Radiography abont 100 persons ean be
radiographed in one bour and ahout three hundred persons can
he radiographed per day. Ahout 20,000 to 30,000 persons ean
be radiographed per venr.

Parsons found to be having suspicious lesions on Mass Minia-
fnre Radiography shonld be reealled and should be thoronghly
investigated by large X-ray of the chest, and sputum examina-
tion for Acid Fast Bacilli fo establish the diagnosis of Pulmonary
Tuberculosis. -

By means of Mass Miniature Radiograph not only Pulmonary
Tuberculosis, but other respiratory and cardiae abnormalities

can be deteeted.

About two per cent of the population, Mass Radiographed is
found to be suffering from active Pulmenayy Tiuhepreulosis.

(@) Propaganda-—The publiec should’be educated by means
of posters, pamphlets, cinematographic films, wherever possible

eahenit Fhe semntoms of the disease dapiteiline wanaoemoent. the
- ANalfie” of _contact examination and B.C.(X. Vaccination.

The He Tisitors play an importani role in the Anti-

yeanda.
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2. Pigmentation.—These cuses usnally sve of increased Mela-
nin pigmentation (other cases of increased pigmentation are
blood pigment, carotenoid and cxogenons tatton pigmentation)
Melanin pigmentation may be universal or oceurring ‘only in
light exposed areas. If universal a thorough systematic exami-
nation of the patient is necessary. 1In case of pigmentation in
light exposed areas the pigment is due to the skin becoming
sensitive to sunlight. The sensitivity is either due to external
agents or due to internat factors. Of the externsl agents the
commonest are scented preparations like scents, creams and oils.
All scented preparations contain an esgential oil and these egsen-
tial oils are potent causes for inercascd pigmentation. A history
on the habits of the individual would reveal this and it is cssen-
tial that these preparations are given up.

Internal factors like drugs produce pigmentation, for eg.,
sulfonamides, and laxatives containing phenolpthalien. Tn these
pigmentation are of the nature of a fixed drug eruption. Dis-
turbances of porphyrin metabolism, e.g., porphyria also gives
rise to pigmentation especially, to light exposed areas. It is
thus seen that pigmentation especially i3 not an easily resclvable

problem. The following method of investigation is sug-
gested :—

(1) Pigmentation universal or light exposed areas,

(2) If universal—a thorough systematic examination.
(3) If light exposed areas only involved ‘onquiry ahout--

(@) Intake of drugs (Ilabitual).
(b) Use of scented preparations.
(¢) Evidence of porphyria.

Management.—This depends entirely on
etiological factor must be eliminated and then the pigment
already formed is tackled by internal Vit. C. 50 Mg. tid for
six months and external use of light sereening preparations to

be used as paraminol cream or stearic acid paste and an adyice
to avoid divect exposure to sunlight as far as is pyssible.

the eause. Any

Tuberculosis of the shin.
Two distinet groups are seen :—-
1. True tuberculosis—
Lupus Vulgaris.
~Lupus verrucosa cutis.
Scrofuloderma.
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In these there is a possibility of demongtrating the bacillus
and obtaining a positive guineapig inoculation. The lesions of
" lupus vulgaris usually scen on face or buttocks and consists of
ish red patches which do not cause any discomfort. In

fact they look like patches of Tuberculoid Hansen but with the
" cut-aneous sensations intact. In verrucosa cutis the warty sur-
face of the lesion is the charaeteristic feature and the long his-
tory and scrofuloderma is a skin maniiestation ¢f underlying
bone or gland tuberculosis. The diagnosis is by the history, .
ﬁlinilcal appearance, biopsy and smear examination for the
nacillus. :

11. The Tuberculids—
Papulonecrotic Tubereulid.
Lichen serofulosorum.

Bazins disease.

These ‘ ids’ are due 1o scnsitisation of the skin to the T.B.
bacillus. Practically all cases have an internal foecus of T.B.
and their Montoux test is.positive. In papulo necrotic type the
lesions are symmetrically distributed papules with a tentral area
of necrosis: The lesions are indolent unlike the appearance of
pyococcal pustule. '

In lichen scrofulsorum.—Usually seen in children there is
papular rash chiefly on trunk with no itching; the histology
and Montoux test aid with diagnosis.

' In Bazins discase. —It is seen as indolent nodule in the calfs
of women; they may or may not ulcerate. Its relation to tuber-
culosis is at present heing questioned.

Treatment —At present the line of treatment of T.B. skin ig
by chemotherapy—

(a) INAH alone 100 mg. tid.
(b) INAH plus PAS 10 grams daily.

(¢) INAT plus PAS plus Streptomyein 1 . twi
(100 me. 1id) (10 grms. daily) i
Tnah Pas

_ The treatment is continued till 2--3 months after a complete
clicinal cure. In case of ‘ ids’ the internal focus of tubereulosis
too is treated along the conventional lines. In selected. eages
where the lesion is small surgical excision i also employed. '
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Collagen Diseases.
. Lupus Erythematosus—Diseoid and systemie.
. Scleroderma and Dermato-inyositis.
. Peri arteritis. Nodosa.
. Drug reactions.

—t

> W o

1. Lupus erythematosus.—The discoid type consists of ery-

themaosus patches on face chiefly in nalarregion with plugging
of follices with keratin. The lesion resolves by searring.

" The systemic type may not have any skin lesions and s
often suspected in cases with (1) Pyrexia of unknown origin,
(2) Raised ESR., (3) Reversal of Alb: Globulin ratio, (4)

Presence of L.E. cells in blood and marrow, (5) Albuniminuria
gz_ld/or)Haematuria and (6) Heart murmurs (Libman-Sachs
isease).

The treatment of Discoid L.E. is by use of anti-malarials
like chloroquine 250 mg. bd. for six weeks to two months and
then tapering it off. The entire duration is decided on the
response of individual cases. The systematic type is treated
with bed rest, corticosteroids and Broad spectrum anti-bioties.

However the Renal changes are irreversible and this ¢ventually
does the damage to the patient.

2. Scleroderun.—Arare Disorder. In ecase of scleroderma
one meets with (@) solitary pateh of Avory coloured hardened
skin termed morphoea, (b) marked * Hidehound ’ state of fingers
and forearms and also of the face termed acrosclerosis; (c) case
of (b) with evidence of visceral involmement like cesophageal,
steriods. Prognosis, of course is not good. .

The treatment therein too is with steriods but the eourse is
eventually fatal particularly in group (b) and (c).

Dermatomyositis—This is sometimes s
derma or independent of it and the patient often veports with
generalised weakness, with fever and puffiness of face, The
diagnosis is mainly by a careful examination with a biopsy of
skin to include the muscle. Treatment again is with cortico-
steriods. Prognosis, of course is not good.

cen along with seler-

Drug eruptions and reactions,

This group must always be kept in the fore front when
examining a case of skin vash. The varioty of cruptions
produced by different drugs ave all well listed, in standard
works of Dermatology. .
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Erythema. Pustales,
Papules, ’ Bullae.
Urtiecaria, Purpura,
Vesicle, Acne,

are all the types that could be met with.
In an enquiry a methodical approach is:

1. Headache drugs  Aspirin and other analgesics.

2. Bowel laxatives Speeially chocolate laxatives con-
teining phenolpthalien.

3. Blood Tonics Those which econtain  Todides,
Arsenie. ]

4. Nerve Tonies Those which contain  Arsenies,
Barbiturates.

5. Cough mixtures Those with Todides, opium.

Lists 1 to 5 usually elicit evidence of an habitual intake of
drugs and referenees to a standard book would help in the final
conclusion. The withdrawal of the drug usually leads to a rapid
amelioration of the symptoms.

Sulfonamides.—A morbilli-form rash with fever is seen after
intake of sulfa drugs in some people. In addition crythema and
swelling of light exposed areas—photo sensitisation-—is very
common sight in the tropies. These people ghould never again
take sulfonamides: nor should sulfonamides ever be used locally
on the skin. '

Penicillin.——Various types of rashes are produced with this
of which urticaria is common. The use of Penicillin should be
prohibited in those who have had once a reaction with penieillin.
Exfoliative Dermatitis and Anaphylactic shock may cnsure. It
is reported that reactions with penicillin are met inore often
with those having Fungus infections.

Antimalarials.—Chloroquine. This is used fairly extensively.
and its prolonged use may lead to certain reactions which must
be remembered.

Blood Dyscrasia

Double Vision

Blurred Vision Eye lesions.
Halos

Deposit in cornea o
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