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100 - 145 mm Hg. and the diastolic
from 60 - 90. Readings above 160 mm
Hg. systolic and 90 mm Hg. diastolic
suggest ¢ Hypertension . The
following classification would help to
specify the type of hypertension that
could occur in man under varied
conditions :—

1. Persistent or Transient

disorders, adrenal and chromaffin
diseases, renal disturbances, toxae-
mias of pregnancy, acute intermittent
porphyria, coarctation of aorta,
drugs and poisoning and others
(exercise, emotion, acute nephritis,
onset of uraemia and eclampsia,
menopause). :

Systolic hypertension is usually found

9 Primarv or Secon}ézfertensmn. in: Increased emptying of the
: ary or» H M tensi arterial system during diastole,
. . y pertension. . teriosclerosis, fevers, anaemia,

3. Systolic or Diastolic . hyperthyriodism, heart block, P.D.A.,
Hypertension. paget’s” disease of bone. Diastolic

Persistent or transient hypertension
occurs in essential hypertension,
renal disease, endocrine glandular
disease (suprarenal, pituitary, sex
glands, thyroid), arteriosclerosis,
blood conditions (increased viscosity
or volume, e.g. erythrocytosis,
Geisboch’s polycythemia hypertro-
phica), increased intracranial pres-
sure, obesity.

Primary or essential hypertension
will be in the form of benign or

hypertension is found in essential
hypertension, renal hypertension,
endocrine disease, ecoarctation of
aorta, neurological eonditions like
haemorrhage into cerebral tumours,
increased intracranial pressure, ence-
phalitis.

Intermittent diastolic hypertension -
may occur in emotional stress or
anxiety, diabetes, elderly or other
subjects with atherosclerosis, as
an early manifestation of arterial
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“
I

“fiypertension, ~paroxysmal hyper-

tension in pheochromocytoma, dis-
eases of the brain stem or spinal

cord.

AETIOLOGY :

The course of essential hypertension
is still obscure. However, the
following facts regarding the develop-
ment and occurence of essential
hypertension are noteworthy :

(1) Hereditary factor.

(2) Age - highest incidence in the
sixth decade.

(3) Sex - more common in men.

(4) Racial variation - rare in the
Chinese and Negroes.

(5) Nervousness, emotion, activity.

(6) Stress.
(7) Obesity.

Variations in the systolic and diastolic
blood pressure levels in normal as
well as in hypertensive subjects cor-
respond closely to variations in the
individual’s attitude towards his life
situations.

Thore is a strange relationship
between vascular reactivity and
hypertensive  disease. The term
«'Vascular Reactivity ” refers to
_ quick rises in the blood pressure

resulting from intermittent increases
in the peripheral resistance produced
by vasoconstriction. The change in
the diastolic blood pressure as the
result of strong emotional or external
stimulation is a measure of vascular
reactivity. Persons may be grouped
as hyporeactors, normoreactors and
hyperreactors. Vascular hyporeac-
tors do not, and vascular hyper-
reactors do, subsequently have
hypertension. Excepting those in the
late and fixed stages, all patients
with essential hypertension are

vascular hyperreactors.
N

) W,
dbi. &g -

As far as the pathogenesis of arterial
hypert:,ensuon is  concerned, the
following mechanisms could concei-

vably produce an increase in blood
pressure :—

‘Increase in the out-put of the hoart
increase in the blood volume, increase;
in the viscosity of the blood, decrease
in the qlasticity of the arteries, and
narrowing of the cross-section of the
peripheral vascular bed,

There are experimental evidences to
suggest certain factors which may
contribute towards the production of
increased blood pressure :

1. '_l'he. Renin—Angiotonin Pressor System :
Renin ig an enzyme which enters the
blood stream by the renal vein and
acts on a globulin precursor in the
plasma  called  hypertensionogen
produced by the liver to produce the
actiYe vaso-constrictor agent heyper-
tensin or angiotonin. Hypertensinase
found in all the tissues of the body
tends to destroy hypertensin.

2. Rex;al Ischaemia: In the rabbit
the release of Renin from the renai

-vein may be the chief factor in

producing hypertension in the early
stages after renal artery constriction.,
Ip man, hypertension may occur
el.ther secondary to obvious renal
dnseas_e or as a result of a congenital
peredlf;ory functional disturbance
involving a non-excretory activity of

the kidney, as in essonti
tension. ol hyper-

3. Neurogenic Hypertension : This view
is held because of marked initial

control of hypertension effee
sympathectomy. “Hocted by

4. Hormonal or Endocrine H i
- rt :
Disease of the adrenals, t}fg etﬁ;s;g‘il(i

and the pituitary ma L
blood pressure. y may produce raised

)

5. Hetabolic Hypertension: Excessive
ingestion of meat is particularly pot-
ent in elevating the blood pressure.
There is no evidence to indicate that
abnormalities in lipid metabolism or
the concentrations of the lipid
fractions in the blood participate in
the pathogenesis of essential hyper-
tension. KEssential hypertension, dia-
betes mellitus and obesity are a triad
which is often found in the same
person of the same family. This
fact points strongly to a consti-
tutional peculiarity being responsible
for both diabetes and hypertension.

6. Choline Deficiency  Hypertension :
Hartroft was able to produce hyper-
tension in rats when fed on diet
deficient in choline.

7. Carotid Sinus Hypertension: Degene-
rative changes in the wall of the
carotid sinus may involve the
secondary receptors and give rise to
hyper$ension.

8. A close correlation exists between
the accumulation of water in the
extracellular spaces and hypertension.
Increase in the blood volume and
extracellular fluid volume may be a co-
factor in the genesis of hypertension.

9. Increased Corticoid Production : This
plays an important part in the genesis
of certain types of clinical hyperten-
sion, e.g. basophil adenoma of anterior
pituitary, adreno-cortical tumours.
Probably both the actual amount of
corticoids secreted and the metabolic
factors which determine their activity
play an important part in the
development of clinical hypertensive
disease.

INTERNAL PATHOLOGY OF
HYPERTENSION :

Heart: Cardiac hypertrophy, predo-
minantly left ventricular, occurs.
This is due to the increased load

under which the heart labours. Two
main types of changes take place:
(a) Muscular hypertrophy due to
overwork eventually leading to dila-
tation and failure. When the strain
on the left ventricle causes hyper-
trophy, the right ventricle may also
enlarge. Later, the high pulmonary
artery pressure induced by left ventri-
cular insufficiency can be a decided
strain on the right ventricle. When
the strain on either ventricle becomes
excessive so that cardiac work
cannot be efficiently performed with
the available muscle, dilatation
occurs. (b) The next one is that
associated with arteriosclerosis of
the coronary arteriecs. Deereased
coronary blood supply due to
narrowing of the arteries limits the
hypertrophy.

Coronary Circulation: Because the left
ventricle is hypertrophied, the total
coronary flow and oxygen consump-
tion for the whole heart must be
inereased.  The resistance to flow In
the coronary circulation is increased,
but not enough to allow a normal
total coronary flow. Therefore there
is relative vasodilatation in the
coronary circuit.

Renal Circulation: In the kidney there
is reduced total blood flow, reduced
total oxygen consumption and
increased vascular resistance, indi-
eating vasoconstriction.

Cerebral Circulation: Resistance to the
flow of blood is increased in propor-
tion ta the elevation of blood
pressure.

Blood Vessels: The aorta is dilated to
a greater degree than normal by the
high diastolic pressure.  Diastolic
hypertension leads to augmented
atherosclerosis (degenerative altera-
tions in arteries). In benign hyper-
tension — (1) Hyaline degeneration
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(the commonest manifestation of
arteriosclerosis) is best seen in the
smaller vessels. (2) Elastic hyperplasia
is most marked in the larger arterioles
and medium sized arteries. In
malignant form — arteriolar necrosis
(also called necrotising arteriolitis ”’)
and cellular hyperplasia (also called
« productive endarteritis ’)  take

place.

Nephrosclerosis : ~ The chief kidney
changes are in the smaller arteries
and arterioles. There is only hyaline
and fatty degeneration of the
arterioles. There may be renal
ischaemia and consequent irregular
contraction and fibrosis of the renal
parenchyma. In some cases, this
condition is marked and a granular
contracted kidney results. There is
then a patchy fibrosis of the glomeruli
with tubular atrophy. Because of
its patchy distribution, renal function
is npot impaired. In malignant
nephrosclerosis, the chief kidney
changes are in the smaller arteriecs

and arterioles.

Nervous System : Nervous system
disturbances are the most prominent.
These may be due to irritation
(as represented by twitchings and
convulsions) which may be attributed
to a deficiency of calcium and reten-
tion of potassium and guanidine, or
to depression in the form of
drowsiness and coma, for which
cerebral dehydration or accumulation
of toxic phenol derivatives may be

responsible.

SYMPTOMS AND SIGNS :

Headache, giddiness, nervousness,
palpitations.

Intractable headache on waking in
the morning, lasts for a g_reater part
of the day, associated with morning
nauses or even vomiting. May also
be migrainous in type.

Breathlessness, if myocardial insuffi-

ciency develops, the
nocturnal dyspnoea. n  proxysmal

Blurring of vision or sudden blindness
In one eye due to haemorrhage or

thFombosm in.one of the main central
veins or arteries.

Hemiplegia from haem

; orrhage or
{;)hrombosxs of _the lenticulosﬁ;riate
ranch of the middle cerebral artery.

Sub-arachnoid haemorrhage.

Focal paralysis - diplopia, facial

pa'lSY: aphasia, re %
paresis. peated attacks of

. In older people, progressive cerebral

arteriosclerosis leadin
convulsions
mentia,

g to generalised
and progressive de-

Haexzmx:rhagic manifestations - hge-
moptysis, epistaxis, h

] » haemat i
haematuria. omests,

PHYSICAL SIGNS :

Thickened radial and brachia]

because of medial hypertrophﬁl‘teries

y.

pex beat,
d and split,
entuated,

Fundus - “Hypertensiy i ”
1. e., tortuosity of z;ztmz‘)::rb 4
nicking of the veins at the art rio-
venous crossings, irregula,rity ine?lg.
?‘&l.lbre oi: the arteries, inconsta, :
silver-wire ”,  veing con estr:i
haemorrhages - superficial gﬂ e,
§haped or small, discrete, éee ones
in the fundus most frequently pinozll?:

macular region
y 8cant
creamy exudates, Y grey or

an.rt enlarged - forcible
apical first sound oy
aortic second sound ace

Urine shows album;i

umin -
advanch renal arteriosclerg Sy
congestion due to heart faj]
infarction, coincident diabe

) in
818, renal
ure, renal
tes.

Review of hypertension — G. Victor 5

Moderate elevation of blood urea, in
elderly patients with long-standing
benign  hypertension and severe
arteriosclerosis.

Malignant Hypertension : Frontal or
vertical headache.

Blurring of vision due to papilloe-
dema in the region of the macula,
exudates or haemorrhages.

Transient paralysis. mild convulsive
attacks, later hypertensive encephalo-
pathy.

Convulsions, complete  blindness,
coma-leading to reversible rapid
improvement following hypotensive
drugs.

Organic cerebral vascular lesions
producing permanent paralysis.

Physical signs: B. P. more than
220/120, cardiovascular hypertrophy,
fundus - papilloedema (bilateral),
retinal oedema, haemorrhages and
exudates producing “star” figure,
renal involvement, albuminuria,
R. B. Cs +, moderate elevation of
blood urea.

COMPLICATIONS OF HYPERTENSION

A. Cardiac ... 1. Congestive Heart failure.

B. Vascular ... 2. Coronary artery disease. The ratio of males to
females with coronary occlusion associated with
hypertension was 173 :1. In men, coronary
occlusion was rare in the third decade, their in-
cidence increased rapidly in successive decades and
reached a maximum in the sixth decade, followed
by a marked drop in the seventh decade. In
women, coronary occlusion was not observed in
the third decade and relatively few were recorded
in the following two decades. The incidence rose
markedly and reached the maximum in the seventh
decade. Among males 40 years and older, the
percentage of coronary occlusion associated with
hypertension remains fairly constant from decade
to decade. Among the females, 5 out of 9 of the
subjects in their fourth decade with coronary
occlusion had hypertension. It is postulated that
hypertension in both sexes is one of several factors
involved in atherogenesis, atherosclerosis, and the
causation of coronary occlusion and myocardial

infarction.

C. Renal

o Ns s B W

D. Neurological ...

Atherosclerosis.
Arteriosclerosis of arterioles.

Malignant hypertension.
Nephrosclerosis - benign and malignant.

Renal azotaemia.

Increased intra-cranial pressure,
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9. Hypertensive encephalopathy. This is characte-
rised by convulsive attacks resulting from arteri-
olar spasm-in turn due to increased blood pressure.
Onset is with intense headache, vomiting drowsi-
ness or semi-coma. There may be hemiparesis,
aphasia, hemianopia, rarely generalised con-

vulsions.

However, there is hypertensive retinitis

but no papilloedema. Renal efficiency is normal.

10. Cerebral wvascular accidents — ¢

morrhage.
E. Ophthalmic ... 11.

DIAGNOSIS :

Ayman was probably the first to show
that ““casual” readings of blood
pressurc made under the tension of a
visit to a physician’s office might be
erroneously high. Janeway, in 1904,
was well aware of the hypertensive
effect of emotion. As Ayman has
shown, it is possible that in some
people the blood pressure becomes
elevated only under stress and may
appear so for years. If the blood
pressure of these patients had been
measured daily rather than every
4 hours, it might not have been as
great. There may be such a thing as
“manometric reflex” in patients
sensitized to the existence of their
own hypertension. When the cuff is
wrapped about the arm, intense
neurogenic Vvasospasm may occur
before the examiner has time to
inflate it. Further more, the act of
compression of the cuff may raise the
blood pressure. In such an event, a
false hypertension would be exhibited
and mislead the physician.

The normal blood pressure: It is as well
to take the systolic pressure first by
palpation (to avoid the auscultatory
gap). When the loud sound becomes
abruptly miffled, it denotes the dia-
stolic levels, If the difference between
muffling and complete disappearance
is more than 10 mm., three pressures

hrombosis, hac-

Hypertensive retinopathy.

should be recorded, Direct brachial
pressures recorded by electrometer
have shown that the actual systolic
pressure is about 12 mm. above the
sphygmomanometer reading. The dia-
stolic pressure is about 3 mm. below
the point of muffling, but 7 mm,

apove the point where the sounds
disappear. |

Mak.e certain that an elevated
stollg pressure does, in fact, persist
A minimum of 20 minutes’ rest on L
couch in quiet comfortable surround-
ings should be allowed before the
lowest of a succession of readings at

intervals of a few mi i
nutes is acc
as abnormal. opted

dia-

(a)  Amytal sedation tes; - _
the effects of emotion, sodiTO abolish

) um amytal
gr. 3 are given, repeated f. <
gr. 5 axe p or the next

Pressures are tak i
_ en -
tervals of 30 minutes, but the rzz;;ld

when asleep is the .
maftive. most infor-

(b) Cold pressor test : TUgeq to dis-
cover hy per-reactors. One hang lis
m}mersed In water at 46-C for a
minute and the pressure measured on
the other arm. An abnormg) reaction
consists of a rise in the systolic pres

sure of 20 mm and in the diastolgz ot-‘

156 mm. This occurs withi
b
seconds after immersion, 7 80 or 60

Review of hypertension — G. Viclor

In the early stages, hypertension may
be diagnosed in the presence of the
following features. ’Blood pressure
readings above 14090 mm Hg, in-
crease in pluse rate, more forc«;iul
heart beat, examination of retinal
vessels and evidence of left ventri-
cular hypertrophy (by electrocardio-
graphy and radiography). Grading
of established hypertension is based

-1

Grade I — Narrowed and thickened
arteries.

Grade II—"Those with nipping of
veins.

Grade III — In addition, hqembrrha--
ges. I ‘

Grade 1V — Cotton'-; wool exudates
and * papilloedema  of
malignant hyperten-

on Ophtlmlmoscopic appearances, sion..
TasLe L )
Retinal Grading.
Grade 1 Grade 11 Grade 111 Grade IV
.:ymptoms None to Slight Moderate Severe
: slight Morning Frequent Intense
headache headaches headaches
Vertigo Fatigue Wealkness
Dyspnoea Loss of weight
Nocturia Dyspnoea
Confusion
Blood 150/100— 180/100— 180,/110— 240/130—
Pressure 200/120 270/130 280/140 300/180
Retinae Minimal Definite As in Grade 2 Papilloedema,
arterial sclerosis with cither exu- with or withont
narrowing  Arteriovenous  dates, star fig- grade 3 changes.

compression ures, cotton Advancedretinitis

No retinitis

Tenal Normal

albumen

satisfactory:
function faint trace of

wool patches or usual
haemorrhages.
Definite retinitis.

Impaired: albu- Impaired, as in

men with casts grade 8, but pro-
and R. B. C. gressively deter-
forating

Electrocardiography : Left venf:ricular
hypertrophy is indicated in the
standard leads by the high R waves
with slight ST depressions ‘and in-
verted T waves in lead 1 and the left
axis deviation. This impression is
confirmed in the unipolar limb leads
by the abnormally high R waves with
inverted T waves in aVL, and in the
precordial leads by the deep S waves
in V,, the high R waves in V,
and the inverted T waves in V,
and V.

Left Ventricular hypertrophy causes
(a) increased QRS duration, (b) incre-
ased QRS amplitude, (a) isoelectric
T waves, (d) inverted T waves with a
wide QRS ~T angle, and (e) increased
QT interval.

In the majority of cases, E.C. G.
shows varying degrees of left ventri-
cular hypertrophy associated with
ischaemic changes. In later stages,
left bundle branch block is seen or the
R waves become low in voltage.
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Review of hypertension — G. Victor 9

Treatment: It is not every patient
with hypertension who needs to be
treated for it. Readings of 200 100
mm Hg in subjects of 60 years and
occassionally in younger oncs may
remain stationary for the rest of a
person’s life and may not appreciably
affect his activitics or shorten his
life. They may aveoid emotional and
physical fatigne and moderate their
activities to within the limits of their
strength. Nine hours every night in
bed is a good rate for these indivi-
duals. Indications for treatment are :
1. Recent hypertension. 2. Hyper-
tension with symptoms. 3. Paroxy-
smal hypertension. 4. Hypertension
with complications. 5. Severe hyper-
tension with diastolic pressure above
120 mm. 6. Malignant hypertension,

General Measures: 1. Probable aetio-
logical factors should be sought and
eliminated, if possible. 2. Adequate
rest and avoidance of excessive ner-
vous tension, fatigue, and over-eating
are the most important part of the
routine treatment. 3. Mild sedation
may be used if the patient is a
hyperreactor or presents uncontrol-

lable emotion. 4. Ideally, patients
with hypertension should live within
their resources and avoid excess of
emotion, fatigue, and mental strain.
Situations involving worry or emotion
should be avoided as far as possible.
5. Ensure adequate sleep at nights
with sodium amytal gr. 3. 6, Obesity
must be corrected by strict attention
to diet. 7. All patients with hyper-
tension should avoid taking added
salt with their meals. 8. Smoking
has a vasocoustrictor effect and
should be given up. 9. Alechol in
moderation may be allowed.

Conservafive Treatment : This should be
the first stage in the treatment of
any patient with hypertension.
() Rest - a period of complete rest
after lunch. Rest in bed for a period
from 2 -8 weeks or rest from work
for 1 -3 months. Farlier to bed at
nights is better, with a sedative
taken at bed time. (b) Exercise -
the work to which a person is
accustomed is the best exercise.
Physical exercise e. g., walking, riding
is good for circulation and has a
sedative effect. (¢) Emotional state -
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Review of hyperiension — G. Victor 11

a too tense or anxious habit of mind
may be modified by suggestion,
persuasion and other psychological
means. Change daily habits, not to
work under pressure, not putting
more into a day’s work than there is
good time for it. Keep off worries
by choosing a hobby or going away
for a week-end. (d) Diet - observe
sodium restriction, use weight-redu-
cing diet 1. e., less of proteins, fats,
carbohydrate. Use extra fruit and
vegetables. There is a close relation-
ship between hypertension and
arteriosclerosis and there is some
evidence that an ample fat intake
promotes arteriosclerosis. Fat restri-
ction is advised within the limits of
general diet prescribed for hyperten-

‘sive patients. They should have an

ample vitamin intake. Starvation
has a salutary effect upon B. P.
(e) Medical treatment - For sedation,
use phenobarbitone gr. 1 -3 b. d. +
gr. ¥ at bed time or amytal gr. 3}
before breakfast and supper. Rutin
for haemorrhagic tendency such as
microscopic haematuria, presence of
retinal haemorrhages. Dose 40 mgm,
t. d. 8. p. ¢. Maintenance dose is
20 mgm. t. d. s. Pill of mercury gr. 3
or gr. 2 combined with pill of rhubarb
gr. 2 taken at bed time twice or thrice
a week, followed by a small dose of
galts in the morning may benefit
some patients. (f) Venesection may
be of value in the treatment of a
plethoric subject with hypertension,
especially if there is peripheral
congestion as shown by a florid
complexion, congested nose, ears and
fingers. Removal of 15 to 20 ounces
of blood may give symptomatic
relief lasting for 3 - 6 months. If
heart failure or apoplexy is threaten-
ing, withdrawal of 500 c. c¢. of blood
would produce a gratifying drop in
blood pressure within a week’s time
and also produce a noticeable feeling
of well being.

Seven cardinal principles for a life of
moderation free from emotional, social, and
economic conflicts are :—

1. Avoid indecision, do something
about soluable problems, eschew
those beyond solutions.

2. Do not assume the worries of
others.

3. Rest 30 minutes twice daily and
sleep 8 hours each night.

4. Avoid competitive sports and
games.

5. Concede all unnecessary argu-
ments.

6. Never run when you can walk,
walk when you can ride, or ride when
you can wait.

7. Enjoy but do not abuse alcohol,
sex, smoking and coffee.

Psychotherapy : The doctor - patient
relationship is important. This
becomes an important adjunct in
therapy. The patient must find
stability, reassurance and protection
in this relationship as well as a
reorientation of his way of life.
He must be taught to recognize the
stresses that constrict his vessels
and raise his blood pressure. He
should be assured that his condition
is benign, that casual blood pressure
levels lack significance, made to
believe that he will not be paralysed
by a stroke. He should be told that
he has hypertension and that treat-
ment is available. Some hypertensive
patients have personality defects
that antedate the development of
persistent hypertension. They handle
latent hostility poorly. They develop
and sustain feelings of anger without
expressing it.  They have over-
anxious reactions to reallife problems,
Psychiatric treatment directed at
the personality defects and the
individual’s response to stresses is
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relatively new as a treatment in
hypertensive disease. Mild sedatives
are recommended.

Management of Moderate and Severe
Hypertension : '

1. Sharply curtailed activity with
at least 10 hours’ sleep daily and a
nap of at least one hour at noon,
when possible the patient is to spend
at least one day per week in bed.

2. Diet - a low protein, salt-free diet
is recommended. The ¢ Rice-Fruit
Diet >’ of 400 Gram rice, fruit juice,
sugar is the most radical form. In
early malignant variety, the results
may be dramatic. If used for a
long time, it may lead to reduced
renal function and azotaemia. Tea
and coffee should be restricted.
Alcohol may be used in very small
amounts.

3. Dehydration - fluid is restricted
to the amount necessary to satisfy
thirst.

4. Diuretics - Ammonium chloride
or mercurial diuretics may be used as
a part of the dehydration regime.

5. Hypotensive drugs - may be tried
and if found effective to be continued -
eg. nitrites, thiocyanate, theobromine
or theophylline preparations. Potas-
sium thiocyanate lowers arterial
pressure in 40% of patients, relieves
intractable headache associated with
hypertension.

6. Headaches may be relieved by
sleeping with head of the bed slightly
elevated.’

7. Tobacco should not be permitted.

8. For sedation, give phenobarbi-
tone gr. 3 t. d. s.

9. TForevidence of capillary fragility,
give Rutin 20 to 50 mgm., 3 or 4
times daily.

Indications for

INTENSIVE TREATMENT :

dic Potassium thiocyanate
apy are: (1) when conservative
treatment fails, and (2) when diastolic
blood pressure is above 110 mm. The
vascular group i. e., the cerebral cases
v'nth headache and giddiness are most
likely to respond to potassium thio-
cyanate. Those with cardiac symp-
toms like breathlessness, palpitation
cardiac pain are lesg likely to bo
relieved. Patients with renal damage
n the malignant phase of hypertetl’l~
sion are least likely to respond to
treatment: Those with malignant
hypertension are often among thtose
who can only tolerate small doses

of the drug such \ )
weekly. S Such as 03—126.

Outline of treatment -
be a constant concenty
thigcyanate of 6-9 mg
estimation of serum tﬁ
centration every w
.monthly intervals,

Intervals may be of 3§

There should
ation of serum
m. %. Repeat
10cyanate con-
eek, later at

concentration of thig
plood is estimated,
Increase or decreage the
G..weekly. The quantity o(il‘
thiocyanate to be taken
serum estimation,
clude rash, malaise, 3,

nhausea, indigestion, pain in the limb
and impotence. ncommone ..
toms of thiocyanate intolomnsymp-
myxoedema, thrombophlebitis we e

Cynate in the
necessary,
ose by 0-4
Potassium
1 depends on
Toxic effects in-
Sthenia, anorexia,

Review of hypertension — Q. Victor i3

TREATMENT OF THE INDIVIDUAL PAST
MIDDLE LIFE:

Grade I or II: Quiet life is recom-
mended for minor degrees of cardiac
incapacity. If enconomic circum-
stances allow, a prolonged rest or
leave of absence from work for 2 to 3
months may prove a desirable step.
"Two or three weeks in bed is a useful
preliminary ~ which  will  produce
complete mental relaxation. Relief
from emotional tension is an import-
ant therapeutic step. Diet-Correction
of obesity. Prescription of an exact

- diet of 1,500, 1,200 or 1,000 calories

will ease the burden on the heart and
circulation. A loss of 1-2lbs. per
week is sufficient. Weekly weighing
is a good guide to progress. Fresh
fruits and vegetables should form a
large part of the diet. Drugs—1In the
absence of renal damage, a small dose
of calomel followed by a gentle saline
purge is good. For emotional tension,
give phenobarbitone or Chloral
hydrate. The following hypotensive
drugs may be tried: Veratrum viride,
Rawolfia serpentina.

Grade lI: Treatment usually starts
with a period of rest in bed for 3or4
weeks, during which insomnia is corre-
cted and dietetic measures for weight
reduction are commenced. Methonium
compounds have proved increasingly
useful. At prosent pentolinum tar-
trate is the methonium compound of
choice. Two difficulties in pentoli-
nium  therapy call for special
comment: 1. Tolerance to the drug
develops rapidly at first. 2. Consti-
pation is a source of danger.

Grade IV: Oral mecamylamine is a
drug of choice. Raudixin should be
administered at the same time.
Recurrent  vomiting may prevent
administration of mevasine. Then
parenteral pentolinium may be tried
(3 mgm. b.d.ort.ds) If renal

function is grossly impaired and the
blood NPN is in excess of 50 mgm. %,
the response to treatment becomes
less satisfactory.  With further
deterioration of renal function,
apresoline 25 - 100 mgm. is useful.

CHOICE OF THERAPY IN HYPERTENSION :

It is helpful to divide cases into three
main categories therapeutically.

Category I: B. P. 160-19095 - 105:
who are symptom-free, retinal changes
are confined to the vessels — Avoid
overstrain, control obesity, give mild
sedatives. Rauwolfia in small doses
may be valuable. )

Category II: B. P. 190-220/105-120:
retinal changes confined to the vessels
with minimal hard exudate. A mild
headache +, heart enlargement mini-
mal or absent. Rauwolfia, if ineffec-
tive singly, give Rauwolfia + Veriloid
or Apresoline. Salt restriction with
or without ion-exchange resin.

Category Ill: Severe types, malignant
phase, pre-malignant phase, B. P.
220,120, retinal haemorrhages, exu-
dates with or without papilloedema,
considerable cardiac enlargement,
failing vision. Give parenteral
hexamethonium or pentolinium drugs.

MANAGEMENT OF MALIGNANT
HYPERTENSION :

Complete physical and mental rest is
essential.

Sedation may be effected hy means
of phenobarbitone.

Venesection is always helpful.

To deal with cerebral oedema, the
following procedure has been of avail :
Concentrated mag-sulph is given as
retention enema and 50% sucrose is
given intravenously.
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Macamylamine is the drug of choice
among ganglion - blocking agents.
Macamylamine is a recent addition
to ganglion-blocking agents. Its oral
administration leads to a fall of blood
pressure lasting for 12 hours.
Tolerance is rare. Onset of effect
is noticed in % to 2 hours after
administration. Small oral dosage
produces the desired effect on blood
pressure. Good control is achieved
when Reserpine is given along with
Mevasine or Inversine. Sudden cess-
ation of therapy may result in severe
hypertensive rebound. = Mevasine
possesses central action on the
nervous system and direct action on
the heart, intestine and neuro-
muscular junctions. About }th of
the administered drug is excreted in
the urine within 24 hours. Mevasine
is indicated in: (a) mederately severe
and severe hypertension, (b) mali-
gnant phase of hypertension, (c)
complications of hypertensive vas-
cular disease, (d) relief of angina
pectoris, retinopathy, congestive heart
failure and (e) to decrease cardiac
dilatation. The drug is contraindi-
cated in: (1) marked cerebral and
coronary arteriosclerosis, (2) renal
insufficiency manifested by a blood
urea level above 50 mgm. %, (3) organic
pyloric stenosis, recent myocardial
infarction, and uraemia and (4) in
the elderly subject. Readings are to
be taken with the patient standing
or sitting up. '

Dose: Initial dose is 2'5 mgm. of
Mevasine twice a day. Increase may
be made .by steps of 2'56 mgm. at
intervals of 2 days. Administration
of alkalies entirely prevents excretion
of Mevasine.

Side Effects: (a) Alimentary system-
anorexia, nausea, vomitting, consti-
pation, dryness of mouth, impairment
of taste. (b) Cardiovascular system-
postural hypotension, shock. (c)

antx:al quvous system-convulsions
dxsorl_entatlon, delusions, tremors’
sedation. (d) Special senses-blurre(i

vision, photophobia, st
nose, dilated pupils, uffiness of the

Pyrogens : Prolonged tr i
bacter.ial produc%s wﬁsgmgto:lwth
fever is often effective in the contuc?
of t_he malignant phage of h or
tension. A convenient’ fO!‘II)l’ per;‘
pyrogen is the one derived from 0
pathogenic bacilli. The injtig) dosor}—
0:5 c. c. of a solution containin 6513
microgram of solid material perg
gtvein Intravenously, Produces 1002.°c'
104°F. As tolerence increases, 10 3_
c. ¢. of the solution conta.inir,l ;Og
microgram per c.c. may be ngeed d
daily. This line of treatment ¥
mdl.cated' for cases with haem .
h?,gm retinopathy, hypertensive h:; r;'
disease, proteinuria, haematuria. B rd
effects are nausea, vomiting pa.in |
the lumbar muscles and preéordiu;lm

Pyretotherapy and sub-cut

thm!ium in the treatment a:?‘::veh:xame.
malignant hypertension: A combine t{md
of the two methods would enhan " ;on
effects proquced by each method ;:ien }lle
and permit a reduction of dosg y
or f_re'quency of administration tgge
avoiding undesitable side effect of
hgxamethonium and some of "ot
discomforts of pyretotherapy the

“Pyretotherapy ” by b . ]
nes used alone is capibli?? g:;d?(fc"
major declines of pressure in paticm

with severe and malignant ents
tension, but is poorly tolerated by tha
majority of the patients and{r °
frequent injections are pe i exgr
Injectable hexamethonium i(rlxd red.
hypotension in many patients ;?:ﬁ
severe and malignant hypertens'l

but habituation to the drug Betlop,
rapidly and necessitates increases (1)1}

dosage to values ing
eﬁ'ecgs. Producing intolerable
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Combination of hexamethonium and
pyretotherapy has been shown to be
capable of markedly reducing pressure
levels in patients with severe and
malignant hypertension, at the same
time improving eye grounds and
vision, E. C. G., cardiac condition and
subjective symptomatology. This
treatment appears to be advisable in
patients with severe and malignant
hypertension resistant to hexame-
thonium or a combination of

hexamethonium and apresoline. The
pyretogenic substance used was
“Neurovaccine Beta’’, a water-soluble
bacterial suspension containing in
1 ¢. c. 50 millions B. Pyocyaneus,
42'5 millions Staph. Aureus, 25
millions B. Prodigiosus. Treatment
is started with hexamethonium, after
stabilisation of results thus obtained,
pyretic injection was added for 6 days
in the week in doses increasing from
0'1-1-0 c.c. to induce fever of 102° F.

Incidence of Hypertension in Erskine Hospital, Madurai, 1958-'60.

Types of Hypertension

Age in decades

S . 2
Year A S48 ~4&4 —_ -] Total
i oskE sk 2 E mEmesFE

mE SmE ®me =
5
1958 181 14 vee 131 64 4 20 26 65 65 11 195
1959 226 21 3 162 88 7T 20 42 85 %8 18 250
1960 239 24 206 b7 8 256 40 92 69 29 263

Acknowledgment: I wish to thank the Superintendent, Erskine Hospital,
Madurai for kind permission to publish details regarding incidence of hypertension
in Erskine Hospital, during the period 1958-'60,

was conducted last year.

College Hospital, Vellore.

REFRESHER COURSE FOR GENERAL PRACTITIONERS

The faculty of the Christian Medical College and
Hospital, Vellore will offer an intensive Refresher Course
for General Practitioners this year. A similar programme

The course will last for one week and will commence
on Monday, September 18, 1961.

If you desire to participate or wish more information,
kindly write to the Medical Superintendent, Christian- Medical

A postal order for two Rupees may kindly be
enclosed, for the application form and detailed particulars

including the course programme.
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THE RESPIRATORY SYSTEM IN
OBSTETRICS AND GYNAECOLOGY *

VISHNU SARMA, M. A. (cantab),

B. chir., M. Rr. C. 5. (Eng.), L. R. C. P. (Lond.), D. G. 0. (Madras)
Fellow, Tho Royal Society of Medicine, London.
From The Govt. Women and Children’s Hospital, Egmore, Madras.

The respiratory system, contrary to
what might at first be supposed, has
quite a lot to do with Obstetrics and
Gynacology.

Obstetrics and Gyneacology is not an
isolated speciality.  Although it
deals primarily with problems per-
taining to childbirth and the normal
working of the female reproductive
mechanism, 1t cannot ignore other
parts of the human body.

Procreation is an important function
of the life process. General ill health
can seriously thwart or even make
impossible the creation of new life.
Discase oi the female genital tract
may not, sometimes, be apparent. It
may present with symptoms and
signs in some distant part of the
body. The real diagnosis can never
be reached by a gyns=cologist who
lacks sound training in general
medicine and surgery.

The specialist in Obstetrics and
Gynecology must be his own
physician. That is not to say that
he should not seek the aid of speci-
alists in other branches of medicine
when he is in doubt. At times he
can profitably consult a cardiologist,
a neurologist, a gastro-enterologist,
an urologist, an abdominal surgeon
or a chest physician.

One of my teachers in gynacology
(Howkins - 1952) would advise those
of his students who were interested

in the subject to learn as much
general medicine and general surgery
as could possibly be learnt, because,
in his own words, “ there is no more
a pathetic figure than the untrained
gynacologist ”

The lungs are of course the organs
by which blood is oxygenated.
Respiratory disease may devitalise a
patient, whether she be a wailing
parturient in the labour ward or one
about to undergo a gyneacological
operation. The great strain of a diffi-
cult labour or the shock which goes
with a surgical operation may aggra-
vate the respiratory lesion. It
may even prove fatal, if it does not
make a chronic invalid of the patient.

Certain diseases of the female re-
productive tract involve the lungs
and present with pulmonary symp-
toms and signs. The gynacological
nature of the disease may scem
insignificant. Before considering
these diseases, a brief outline of the
method of eliciting an adequate
history and making a thorough
physical examination may not be
out of place. The f{following is
reproduced from the author’s private
case-record and is w guide to record
relevant facts obtained by exa-
mination of the respiratory system. *

During puberty nasal epistaxis is
not uncommon. Epistaxis may be
precipitated by sexual excitement

* Reprintod by courtesy of The Editﬁr, Surgical and Medical News, I()GU.V o
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during coitus. Olfactory senses play
an important sexual role. The nose
may be the scat for secondaries from
genital cancer. In a case report
entitled ¢ Widespread skin second-
aries in a case of chorionepithelioma .
Marikar and Chandravadana (1959)
report a patient whose nose was
deformed by chorionepitheliomatous

skin deposits.

Infected accessory air sinuses may
act as a distant source of sepsis in
pelvic inflammatory disease. Infected
sinuses need attention in any patient
who is to undergo a gynacological
operation.

Laryngeal congestion may occur
during menstruation and thatis why
some singers cancel their vocal
appointments at this time. In genital
tuberculosis examination of the
larynx is a part of routine examina-
tion, but a tuberculous laryngitis may
be aggravated by menstruation. The
prognosis of laryngeal tuberculosis
in a pregnant woman is very poor.

The other structures of the res-
piratory tract and the way in" which
they are affected by pregnancy or
gynzcological ailments are consi-
dered. A diaphragmatic hernia may
sometimes complicate pregnancy.

Whether menstruation has any effect
on the respiratory system is uncer-
tain. The premenstrual stage seems
to have a deleterious effect on the
progress of pulmonary tuberculosis.
During this period haemoptysis is
more frequent.

There appears to be some relationship
between the premenstrual phase and
attacks of bronchial asthma.

When the patient becomes pregnant,
the growing uterus does distort and
disturb the normal anatomy of the

+ tract  may accumulate

respiratory organs, if it 2
actually interfere with aemt;ioonbin ?l(i):
last weeks of pregnancy. In the last
months of Pregnancy, the diaphragm
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e phy-
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pulmonary tuberculogig, %gg(; 0:
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the management of he
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The Respiratory System in

Correct decisions require great clinical
gkill and judgement to arrive at. To
decide whether a pregnancy may be
ermitted to continue or whether it
should be terminated (if so, when)
in the best interests of the patient,
require from the obstetrican much
more than a superficial knowledge of
chest disease. Pulmonary tuber-
culosis frequently causes menstrual
disturbances. Amenorrheea may be
the first presenting symptom of
pulmonary tuberculosis. Often the
menarche may be delayed. It is
said that tuberculous patients have
an increased libido.

There is a clinical impression that
babies born to tuberculous mothers
are often larger and heavier than
normal. As with all diseases in an
advanced stage, the toxemia of
extensive tuberculosis may precipi-
tate spontaneous abortions in the
early months. The disease can infect
the placenta sometimes. When the
placenta is diseased, the organisms
of tuberculosis can cross the placental
barrier and give rise to congenital
tuberculosis. However, this is ex-
tremely rare.

Pulmonary tuberculosis does not have
any direct effect on labour ; the second
stage of labour should be shortened.
Over-sedation with morphia may
diminish the cough relex and is best
avoided. Experience is necessary both
in the choice of the type of anxsthesia
( general, spinal or local) and of the
reagents to be employed.

An x-ray of the chest is essential to
discover the primary lesion in genital
tuberculosis. In some cases an active
pulmonary lesion may be demonst-
rated. The principles of good treat-
ment is based first and foremost on
the general management of the patient
and only next on local gynwcological
therapy.
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No patient should be submitted to
any obstetric or gynzcological ope-
ration without adequate evaluation
of her chest lesion. This applies to
tuberculosis. Equally well it applies
to all other diseases. The wisdom of
examining the chest as a pre-operative
precaution is firmly established. To
proceed with an operation without
examining the chest is tantamount
to criminal clinical negligence.

Even where an emergency operation
is necessary, the findings on chest
examination may govern the type of
anesthesia to be given and the quanti-
ties of the drugs to be administered.
Where operation is not urgent, post-
ponement until the chest disease has
been cured, if not greatly improved,
may be to the patient’s best advan-
tage and safety.

Two thirds of anwsthetic deaths in
obstetrics are due to inhalation of
vomit-causing gross bronchial spasm
and pulmonary w@dema or overwhel-
ming bronchial obstruction and
pneumonic consolidation. Gastric
atonia is common in labour and a
large quantity of partially digested
food and fluid may be present. The
administration of general anssthesia
in these circurastances is hazardous.s

The aspiration of stomach contents
into the lungs is preventible, and the
following brief report demonstrates
a typical case in which such a disaster
could easily have been avoided by
skilled anzsthesia.

“A 22 vear old patient, pregnant for
the second time, was admitted in
labour at full term. Her first child
had been delivered by Camsarean
section 3% years ago and was alive
and well. The indication for abdo-
minal delivery had evidently been an
unengaged head. The present labour
did not proceed satisfactorily and
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the head did not engage and during
the course of observation, the patient
developed distension of the bowel
and other evidences of prolonged
labour. A lower segment Cewsarean
section and sterilisation was per-
formed under general anxsthesia.
During an®sthesia, the patient vomi-
ted a large quantity of undigested
rice and coffee and inhaled quit a lot
of it. In spite of an endo-tracheal
tube having been put in, brownish fluid
was flowing out through the tube.
The operation itself was successfully
performed and a live female child
weighing 53 lbs. was delivered. The
patient had a stormy post-operative
course and kept pouring out blood-
stained discharge through the nose.
Both lungs were full of moist sounds.
Respiration was laboured. The pulse
became rapid and its volume and
tension were very poor. Within three
hours of operation, the patient died
and blood-stained thick dark fluid
was escaping from the air ways”

In obstetrics, the service of a skilled
anesthetist is a necessity.

Bronchial asthma is sometimes better
with pregnancy and at other times
worse. Asthma may appear for the
first time in pregnancy or the puer-
perium. Cystic disease of the lung,
bronchiectasis and pneumonia may
all complicate pregnancy. Another
interesting condition is pulmonary
complications associated with amebic
hepatitis which sometimes compli-
cates pregnancy in tropical countries.
Pneumonia has become much less
formidable as a complication of preg-
nancy than in the past—thanks to
powerful antibiotics. If inadequately
treated, pneumonia may be respon-
sible for an increase in maternal and
feetal mortality. Inadequate oxy-
* genation of the foetal blood and pro-
found toxzmia are two factors which
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;({)ntrti'bute.to Premature labour and
th:r lon - this disease. Rarely
thergoe;s a transplacental infection of
e f uls by pneumococci leading to
Chaneat 1 and premature expulsion.
duriniest.hm Intrathoracic pressure
© second stage of labour
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involve the base of :
extension. of the right lung by
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An exceedingly rare but interesting
Jlesion of the lung is endometriosis.
T.atters et al (1956) report its
occurrence in a 34 year old woman
who for about 3 years had cpisodes
of hemoptysis associated with the
menses. These hemoptysis started
following Casarean section and an
endometrial curettage for menor-
rhagia and continued irregularly in
spite of various hormonal treatments,
until she again became pregnant.
At about this time, x-ray studies of
the chest, which had previously been
negative, showed a discrete coin
lesion in the right middle lobe. Ex-
ploratory thoracotomy followed by
segmental resection showed that
the pulmonary mass consisted of
endometrium with marked decidual
reaction of the stroma. It was this
decidual reaction which caused the
previously present and functioning
endometrial inplant to enlarge and
become detectable reentgenologically.
The patient had since been delivered
at term by Ciesarcan section, and to
the date of this writing, further
hemoptysis had not occurred.

Two gynacological lesions should be
mentioned which usually cause ha-
mopeirtoneum. They are the ruptured
ovarian follicle or the chocolate cyst
(¢cndometriosis) and tubal abortion or
tubal rupture. Other lesions may
exist as well. The blood collects
bencath the diaphragm and breathing
may be painful.

Pulmonary embolism may occur under
certain circumstances. Vaginal in-
sufflation with chemicals in the treat-
ment of vaginal discharge especially
during pregnancy may cause fatal air
embolism. When a patient is being
investigated for sterility, tubal in-
sufflation should invariably be carried
out using carbon dioxide.  Fatal
cases of embolism, when air has been
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used for this purpose, has been descri-
bed. IFatal air embolism has followed
intrauterine injections in attempts to
procure criminal abortion. In late
pregnancy certain  procedures like
amniography are not without danger.

Oil embolism used to complicate the
performance of hysterosalpingo-
graphy with oily media, but this
danger has bcen minimised by the
introduction of water soluble contrast
media.

Pulmonary embolism from a detached
clot lodged in the pulmonary artery
is a well-known postoperative compli-
cation in surgery. The thrombus
may come from veins of the calf
muscle or the deep pelvic veins.

Malignancy in any part of the female
genital tract can in theory produce
lung metastases, but such lesions are
rare. In carcinoma of the cervix,
among the viscera, the lungs are one
of the commonest sites for secondary
metastasis (Alvarez 1954). The fre-
quency of pulmonary involvement is
confirmed by Holzaepfel and Ezell
(1955) who found a high incidence of
pulmonary involvement in uterine
cancer. Involvement of the pleura
and lungs was present in 12'5% of
treated cases and 23.2%, of untreated
cases in their autopsy studies. In
advanced ovarian malignancy, secon-
dary deposits usually manifest them-
selves as pleural effusions. The fluid
is often blood stained and malignant
cells may be found when cell cyto-
logical studies are made. Sarcoma
of the uterus sometimes gives rise to
multiple deposits in the lungs. There
are, however, two extraordinarily
interesting conditions of the genital
tract with close pulmonary associ-
ations. One is a benign tumour
(fibroma) of the ovary which produces
a pleural effusion in addition to
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ascites  (Meigs’ syndrome). The
effusion and ascites disappear when
the tomour is removed by operation.
The other is the fascinating but
sinister lesion—the dreaded chori-
onepithelioma.

Fibroma of the Ovary:

In January 1890, Lawson Tait (who
at that time was Professor of Obste-
trics and Gynzcology at Queen’s
College, Birmingham, England) en-
countered at his clinic a 36 year old
patient. She complained of cough
and dyspnceea and her abdomen was
enlarged. Lawson Tait found on exa-
mining her that her abdomen was
greatly distended, the superficial
veins were enlarged and the umbilicus
was everted. There were all the signs
of ascitic fluid free in the peritoneal
cavity. In addition, deep pressure
through the fluid revealed the presence
of a large rounded solid tumour
apparently moored in the pelvis and
floating freely in the ascitic fluid.
There was fluid present in the left
pleural cavity which seemed to be the
cause for the dyspneea. To relieve this,
he aspirated 95 ounces of serum. It
was blood stained. A few days later,
fluid collected in the right pleural
cavity and this was similarly aspi-
rated. He made the diagnosis of
malignant disease of th& peritoneum
with secondary involvement of the
pleural surfaces. He declined to
operate on the abdominal tumour and
the patient returned home to die.

However, she returned some weeks
later and Lawson Tait aspirated pale
yellow fluid from the left p}eural
cavity. The pleural effusion did not
subsequently recur. During the next
twelve months, the abdomen was
tapped of its ascitic fluid more than
thirty times and each time about 8-1.4
quarts of thin clear yellowish fluid
was obtained. Except for transitory

cedema of her lower extremities, her
general condition, contrary to all
expectations, remained satisfactory.
The patient’s persistent refusal to die
was finally rewarded when in March
1891 Lawson Tait performed a
laparotomy. He removed s large
fibroma of the ovary. The patient
was cured and he concluded, “1 think
it is perfectly certain from the result
that the disease was not cancerous
and an operation has resulted in a

cure absolute and, I tru
manent 7, % per-

La,wson. Tait was responsible for
advogatmg exploration of the abdo-
men in patients with pelvic tumours
who had in addition fluid in thejr
abdo.mmal and pleural cavities. He
considered that such a combinatioﬁ

did not always mean i
. m E:
disease. alignant

'In 1937 Joe Vincent Meigs and Cass
in a paper from the Massachussets
General. Hospital revived intorest illl
the gub]ect. They described the agso-
mgtlon of hydrothorax and ascites
with ovarian  fibromasg ( Meigs’
syndrome). s

If cardiac, renal, or liver digease is
?ubsent, a pleural effusion and ascites
in a patient is usually the resuylt c;f
tuberculosis or carcinomatosis,

Meig’s syndrome should, however, be
borne in mind. It is uncommon i)ut
when present the patient can be ct,lred
The ovarian tumour is always beni n'
The amount of fluid in the abdomirgmi
and pleural cavities bears no relation
to the size of the tumour. The fluid ig
serous and sterile, but in exceptional
cases it may be blood stained. Up-
less infection is introduced in the
tapping, there is no fever. After
thoracentesis, the fluid re-accumu-
lates rapidly. When the tumour is re-
moved by operation, the fluid both in
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the abdomen and chest disappears
and does not recur. The fluid is found
more often in the right pleural cavity
than the left. In some cases it is
bilateral. The cause for the accumu-
lation of fluid in the chest is thought
to be due to some form of transdia-
phragmatic lymphatic transpont, but
this is quite conjectural. :

Certain benign ovarian cysts and
sometimes flbroids of the uterus also
are associated with small quantities
of serous fluid within the peritoneal
cavity. The fluid disappears when
the cyst or fibroid is removed.
Except in Meig’s syndrome, fluid in
the pleural cavity is never found.

Malignant ovarian tumours produce
blood stained fluid in the peritoneal
cavity.  Pleural effusion when it
occurs is often blood stained and
indicates the presence of a genera-
lised carcinomatosis with lung in-
volvement.

Chorionepithelioma :

This is a parasitic tumour which
ariges from foetal trophoblast (chorio-
nepithclioma).  In 507 of cases it
follows vesicular degeneration (Hyda-
tidiforin mole). Sometimes it follows
miscarriage. Pathologists have not
yet been able to correlate pathological
appearances with the clinical be-
haviour of these tumours, but it would
appear that all grades exist ranging
from the locally destructive chorio-
adenoma destruens to the terribly
malignant moles which metastasize
widely and prove rapidly fatal.

Although a characteristic history
which includes intermittent hee-
morrhage may be obtained from a
patient with this condition, the
symptoms and signs produced by
metastatic deposits may be the most
prominent and presenting feature.

The lungs are a favourite site for
secondaries which show up on the
x-ray as discrete spherical opacities—
“cannon ball appearance . The
patient may complain of respiratory
symptoms such as cough, heemoptysis,
blood stained sputum, dyspneea,
cyanosis and chest pain. Loss of
weight and anemia may also occur.
The primary uterine trouble may be
overlooked.

Conclusion :

This article has been a general survey
of the inter-relationship which exists
between the female genitalia and the
respiratory system. It is by no
means comprehensive, but it is very
important to appreciate that the
specialist in Obstetrics and Gynaeco-
logy must possess a sound knowledge
of general medicine. Specialisation is
necessary because medical knowledge
is too vast for one person to master.
To develop efficiency, the field in
which one practises must be circum-
scribed.

Yet, to be ignorant of how certain
systemic maladies-both psychological
and somatic-manifest themselves by
altering the anatomy and disturbing
the function of the reproductive
organs, is to be an imperfect physi-
cian. A good gynacologist is first
and foremost a sound physician and
an able surgeon.

If he confines his interest to the pelvis
alone and remains ignorant of how
disease in this area may spread to
involve other parts of the body and
even affect the psyche, he is a mere
charlatan, a ““ peddler in the pelvis .

The late John Ryle was one of the
most  distinguished - physicians of
Britain. For a time he was Regius
Professor of Physic at Cambridge
University and before his death he
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occupied the newly founded Chair of
Social Medicine at Oxford. He would
urge everyone to try and become
“a good naturalist ”’; and this should
be the constant endeavour of all
of us.
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EXAMINATION OF THE RESPIRATORY SYSTEM *

Respiratory System :

1. Nose 4. Trachea 7. Pleura
2. Accossory sinusos 5. Bronchi and bronchioles 8. Diaphragm
3. Larynx 6. Lung 9. Mediastinum

Loss of smell / sinus pain / nasal discharge / epistaxis / nasal voice / hoarseness /
stridor / sterterous respiration / Cheyne Stokes /retrosternal pain/
pleuritic pain |/ other / dyspnoea | orthopnoea | slow respiration /
paroxysmal, nocturnal / wheeziness / Cough, onset, character, duration,
productive, paroxysmal. Sputum, quantity, nature, consistency,
mucoid, mucopurulent, offensive, odourless, bloodstained, haemoptysis /

other

Inspection: Form of the chest: normal, abormal/postural and develop-
mbdntal defects [ evidence of disease, past or present

Palpation :

Percussion :

Movements of the chest, normal, decreased, increased, excursion

Normal rhythm and rate of respiration, thoracic, abdominal

Position of the apex beat

Position of the trachea

Form and movement of the thorax

Vibrations, tremor, friction, rhonchi, tenderness

Tactile vocal fremitus, normal, increased, decreased ) b

myotatic irritability

Sound, character, quality resonant, dull, crackpot, amphoric,

L ~an,ciB3h

VIS f)‘g',
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Auscultation: Character of breath sounds :
and harsh, cavernous, amphoric, jerking

Adventitious sounds, bronchial breathing, low
Rales, dry sounds, rhonchi, sibili,
Friction sounds, succussion sounds

Characters of vocal resonance,

other

vesicular, puerile, prolonged
» irregular, weak, absent

pitched, high, medium

Sonorous, moist crepitations

bronchophony, whispering pectriloqy,

SPECIAL INVESTIGATIONS

Examination of the Sputum
" layers / colour and transpar
bloody [ other

Microscopic /[ Pus cells / epithelial cells / red blood cells
pathogenic organisms / malignant cells / other

Plain x-ray of the chest

The bony skeleton

The position of the patient

The position of the trachea

The outline of the heart and
mediastinum

The diaphragm

The lung fields

Screening

Tomogram [ Bronchogram / Other

Quantity / Consistency | Homogenous or in
ency / mucus / mucopus / serous / purulent /

/ eosinophils /

Antero-posterior view { Lateral view

(Photographs of radio
graphs ma
be affixed here) ’ !

( Reproduced from the author’s private case record for personal use )

the sufferinr

In all honest work there is ultimate .
medicine the rewards of devotion, of forge%t?i?:glz' :x):l? ::‘1
helping the sick and sorrowful, are more immediate the
harvest is gathered on the field. The sense of ga ,
of relieving pain, as promptly as by dragging a drownin
man out of water, is joyful, little grateful ag the saveg
one may be. It is perhaps no less a satisfaction to feel
that at least we smooth the pillows and calm the fears of

ving life,

— 8ir Clifford Allbuis,

FOAM PLASTIC IN SURGERY

IRINA LYADOVA

At a surgeons’ conference held in
Kiev last summer a patient was
shown whose finger-joint had been
made from his own toe-joint. The
surgeon had succeeded in lending the
new joint flexibility. It was indeed
a difficult operation.  But in the
ancient Russian town of Vladimir,
an eminent surgeon, Dr. Mikhail
Svirezhev carried out an even more
amazing operation. He succeeded in
restoring the flexibility of a patient’s
knee-joint with the aid of a polished
foam-plastic tube.

Dr. Svirezhev’s achievement aroused
great interest and surprise even
among experienced surgeons. Syn-
thetic resins and surgery —this was
something unusual.

The amazing foam-plastic (polyvinyl-
formal) used in the operation was
developed by the scientific workers of
the Institute of Synthetic Resins in
Vladimir who worked in close co-
operation with Moscow neurosur-
geons. The new material will be used
for plastic operations on the cerebral
membrane.

Tt all began in July 1959, when
scientists from the Burdenko Insti-
tute of Neurosurgery in Moscow came
to Vladimir and requested the scien-
tists of the Institute to develop a
foam material which could be used
for prosthesis of the brain membrane.
The research connected with the
production of the new meterials was
entrusted to Yelena Tarakanova, who
had recently graduated from the
Gorky University.

How was she to begin ?

Tarakanova made a careful study of
books and articles on chemistry and
medicine. In the works of Professor
Ushakov she found confirmation of
the fact that polyvinyl alcohol was
not toxic. ‘ That means that a foam
plastic derived from it would also
prove to be non-toxic. And that is
one of the necessary properties of the
required material”’, thought Tara-
kanova.

Experiments Begin:

Experiments began. In a month’s
time already the first laboratory
sample of foam-plastic was obtained
and given a long and difficult name:
foam-polyvinylformal.

Samples were sent to Moscow. There,
the neurosurgeons continued the
experiments. It seemed that every-
thing was going well. But suddenly
a disturbing message was telegraphed
to Vladimir: The dogs which had
been operated on were restless and
their temperature had risen. Dissec-
tion revealed that the prosthetic
material had adhered to the brain
tissue at points were the foam-plastic
was porous.

Yelena Tarakanova came to Moscow
in order to be present herself at
operations, to study the structure of
the natural brain membrane, the
technique of suturing the prosthetic
material to the tissues.

An amazingly simple way out was
found: The surface of the foam plastic
contiguous to the cerebral membrane
bad to be polished to make it imper-
meable, while on the side of the skull
the plastic had to remain porous.
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The results of these neurosurgical
experiments proved to be wholly
gatisfactory. The test animals be-
haved normally and their temperature
did not rise. The surgeons approved
the new material.

Soon, many medical institutions
began to take an interest in the foam-
plastic. It was found that foam-
plastic could be used to make artificial
oesophagi, blood-vessels, lung-tissue,
etc. In the Kiev Tuberculosis Insti-
tute some 30 plastic operations have
" already been performed with the use
of the new material. Blood vessels

:;ve;'e t’,.replaeed in 12 oxperimental
operations, the trachea and bronchi
In 81x opertaions.

Operations in the lungs ar

practical interest. g'I‘hee Osfug::ﬁ
rer:ilof;res a part of an affected lung
?n lIs the cavity thus formed with
oam-plastic which is rapidly perme-
ated with connective tissue, which
accretes firmly, and does not permit

the heart or oth i
er adjs
t0 be displaced, Jacent organs

;Ik;he Yerevan Polyvinylacetate Plant
soon to commence large-scale pro-

duction of the foam-plasti
at the Vladimir Insti%:::.l ¢ developed

— Courtesy - U. 8. 8. R. Embassy in India.

e

A good physician makes an accur
administers the best remedies.
physician, according to classical Greek ¢
a God, because a good physician not only t
but also understands him, counsels him
important, has compassion for him.

There are men and classes of men ¢}
the common herd : the soldier, the sailor and
not infrequently; th'e‘ artist rarely, rarel;e}:-e Z}t]'e]?herd
clergyman ; the physician almost as a rale, He]' the
flower of our civilization; and when thag 18 the
done with and only to be marvelled at in
be taught to have shared as little as any i
the period and most notably exhihited the vi
race. Generosity he has, such as is possible t;télhe: of the
practise an art, never to those who 8¢ who
discretion tested by a hundred secrets; tact tpied :
thousand embarrassments and what are’ , tried in g
cheerfulness and courage, so that he brings ajr g
into the sick-room and often enough, tho\%gh notnsc(l) (:)}f]:er
as he wishes, brings bealing, en

urate diagnosis
But thisis not all, A gggg

oncepts, is like
reats his patient
and what is most

— Andrew Banyas,

* *

18t stand above

stage of men ig
history, he will
n the defeats of

drive a trade .

more important,

— R. L. Stevenson,

ABSTRACTS AND EXCERPTS

WORLD HEALTH NEWS
Annual Report for 1960

The most significant progress in 1960 was in the ficld of malaria
cradication, according to the annual report for 1960, which is to be submitted
to the Fourteenth World Health Asssembly in New Delhi later this month.
Sixty-one countrics or territories are fully engaged on malaria eradication
work, and another 19 health authorities are on the point of adopting their
final plans. Satisfactory progress was maintained in the national campaigns
for the eradication of yaws, and it is estimated that over the last ten years
half of the 200 million people living in yaws endemic areas have been
examined and, where necessary, treated. Increased incidence of syphilis and
gonorrhoea is reported in several countries, and attention is drawn to the
fact that attack-rates are higher in the lower age groups thus presenting
new social problems.

The rapid progress in the study of live polio vaccines reported in
1959 was accelerated in 1960. By mid-summer it was estimated that more
than 70 million persons had received such vaccines. The largest studies
were in the U.S.S.R. where a strain developed in the United States of
America was administered to 50 million people, with what is described as ‘an
impressive record of safety and strong indications of efficacy’. A meeting of
the WHO expert committee on poliomyelitis decided that all strains of the
orally administered vaceine had been shown to be safe for administration to
children and thus safe for use where poliomyelitis was predominantly a
disease of childhood. In areas where the disease affects a proportion of
adults it was recommended that, for the time being at least primary vacciaa-
tion should be continued with the inactivated vaccine and that the oral
vaccine should be reserved for the reinforcing dose.

Considerable progress was made in the large scale programme for the
prevention of protein malnutrition in infants and children, which, is described
still the world’s most important nutritional problems”. The chief
purpose of this programme is the production of cheap and suitable protein-
rich foods. In Guatemala, for instance, the Institute of Nutrition of Central
America and Panama has developed a mixture of vegetable proteins called
‘incaparina’ which is well accepted and is being distributed on an increasing
scale. In Africa, mixtures of vegetable protein and skimmed milk are

becoming popular in Nigeria and Uganda.

The total staff of WHO on September 30, 1960, was 2,041 of 63
nationalities. The head-quarters staff was 639.

as [11

Hepatic Cirrhosis in France

Are the high incidence of hepatic cirrhosis of the liver and the high
consumption of alcohol in France causal or casual ? Of the two facts, there
is no doubt. In 1956, the death rate from cirrhosis of the liver in France
was tho highest in Western Europe: 325 per 100,000 inhabitants compared
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with 26 in England and Wales. The average consumption of wine in
France (approximately 0'7 litre per adult per day)is much higher than
elsewhere, and statistics from French hospitals agree that 80 to 85 per cent
of cases of cirrhosis are alcoholic in origin.

In a recent issue of WHO Chronicle (1960, 14, 471), C. Pequignot
gives details of a carefully controlled investigation carried out in French
hospitals, in which 116 patients with cirrhosis were compared with 116
comparable controls. This investigation showed that the alcohol intake of the
cirrhotics was approximately 2'5 times greater than that of non-cirrhotics.
Before they fell ill, the patients with ecirrhosis had been just as well nouri-
shed as the controls, which is taken to mean that the cirrhosis could not be
attributed to dietary deficiencies. Detailed analysis of the results shows
that only one of the patients with cirrhosis drank less than one litre of wine
a day, whilst 64 drank moro than two litres. The comparable figures for
the controls were 59 and 7. The conclusion is reached that ‘excessive
consumption of alchol is liable to cause cirrhosis’ and that, therefore, there
can be little doubt that the high incidence in France of cirrhosis of the liver
is associated with the high consumption of alcohol.

Child and Nurse

¢ Nurse, mother and school teacher form the feminine trinity whose
influence may be decisive for the child’s physical and mental well being
during his formative years’, according to a European Seminar on Nursinz
Education for Child Care, which was held recently in Vienna under the uegiz
of the Regional Officc for Europe of WHO. At this ten - day meeting,
50 participants from 21 countries, including besides nurses, paediutriciun:,
psychologists and educators, new trends in the medical aspects of child care
were discussed. It was noted that, nowadays, the nurse is as much concerned
with the healthy child as she is with the child who is physically or mentally
ill. For healthy children there are child health centres, school hoalth
services, holiday camps, playgrounds, day and residential institutions,
nurseries and creches, where the nurse must not only assist with protective
measures against illness and accident. but actively promote health in the
widest sense of the term. For the child this means growth and development
on the mental and emotional plane as well as the physical.

One of the most interesting papers read was that by Dr. Myriam David
of Paris, who gave details of a psychological study of the care of infants up
to three months of age in a model residential nursery. This brought out
three disturbing trends: the variety and frequency of change of nurses
looking after one child, the comparative isolation of the infant, and the poor
level of individual human contact. For instance, the children were left alone
for practically three quarters of their waking time. Further, the average
number of persons dealing with a child during a stay of 24 to 3 months was
25, whilst on any one day a given child was handled by as many as 16 people.
These discoveries, it is reported, came as a great surprise to the staff, and
the resulting reorganization to provide for more individual nursing care led
to excellent results in the physical and mental development of the infants.

~— “The Practitioner”, February 1960.
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“ PEPTIC* ULCER

i i ’ s 5 first, i ad to
Imprecision in naming diseases has two dangers ; first, it r(;lfxydlfﬂicult
the application of incorrect treatment ; and secondly, it may ren tcr difficul
or impossible eomparison of findings reported by tlhe dlffqlen fwo;;z;ic.
: ion is y ar an I the naming of g
i s owhere more apparent than g )
S mal disorde ) s either in the stomach or in the
al dis 's.  Even today ulcers either 1t st g
and duodenal disorder 3 i In the stomach ox in the
- imes loosely referred to as “ pej ;
denum are sometim ) ) ‘ '8 pept ‘
du.gtric and duodenal uleers differ in hereditary characteristics, f{rﬁ(‘l oc:ur 13
o i -upations ; the symptoms are ditterent, an
i f differing ages and occupations : 8 ‘
B eet id i i 1 than in eastric ulecer. Moreover,
i | ac greater in duodenal than n g
the secretion of acid is g1 ' bri over,
not uncommonly, gastric ulcers, unlike duodenal ulcers, turn out to b

cancerous or become cancerous.

Every effort should be made to decide whether an uleer is dprox;g?;
or distal to the pylorus; and thus juxpap}'lorlc or py‘l.orulz ulcer anbe}:l};med
stenosis should be avoided as diagnostic tern;s. Gfﬂstt'iuc utg,erinﬁa};m e

i ir si ers in the body o 1ic stomac ]

scording to their site. Ulcers In  the. ‘ Sorpus

3;\000:‘; wierea% those in the antrum of the stonm(h.(\x ith soIe 6 ?ml beéal::se
e ‘ ’ '} This distinction is useiu
lorus) are prepyloric ulcers. :

o thf I')cyulcer)resembles duodenal ulcer rather than other gastric uécersi

}X‘ep);ggwic ulcers may be named after the anastomosis - gastroduo iena,

nzistro‘jejunml - and the terms secondary, marginal, or anastomotic ulcers

or g >juna

avoided.

Gastric cancer should be called gastric cancer, and any name such as

initi ica should not be used. A crater in the
i ulcer and linitis plastica ' _
mahg‘nant" which proves to be cancerous 18 as malignant as any other
gastl}c ::vaancer' without operation it leads to death, and there is no reason
gastric :

to suppose that the postoperative prognosis is any better than for gastric
cancer manifesting itself as a mass.

«The Lancet’ No. 7179 - Vol. 1, for 1961, 1st April, 1961, p. 707.

* *
* * *

SHIGELLOSIS AND SULPHONAMIDES :

development of sulphonamide - resistance

Hardy ‘rt.ep(i)rrlgeidn %’l:wr?:r}l’{ State lIl)l 1943. Since then, similar reports,

})y Sh" sonn}e}nzlf:o of all types, have come from many part.s of the world.
mvolvmgtﬁ I:‘,othé time is approaching when sulphonamides will cease to be
astive Bt inst shigellosis. Yet, clearly this time must be delayed as long
eﬁ'ectlvgablzgzs ecially as many recent reports also refer to the emergence of
o PO'Sstl;' r’esislz,'mt shigella strains. Both Marberg et al from Israel, and
e lcc_i De I:a Torre from Mexico, provide evidence of disturbingly rapid
S(ii;tx;?m of shigella populations to clmngps in prgva\iﬁng therapy. Marberg
t al comment: ‘““Bacillary dysentery, atter having been almost _deleted as

;problem with important clinical il}\})licatlons, may revert ,1’30 its former
clinical severity, thus demanding again new means of therapy 7,
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How can we make the best use of our available means ?

adopting the following lines of policy : Possibly by

1. Many mild cases do not need specific antibacter;
by witholding it until it is plain that spontaneous cu?: izr;laolttifﬁ?l’y’ land,
the time may be deferred when severe cases due to untreatabl 'ng place,
make their appearance. : ¢ organisms

2. While spontaneous cure is awaited, the sensitiv;
infecting organisms should be determined, so that, :lfs l:;:ig CI;:tFelrl:hof the
is used, it may be well directed and adequate, ral therapy

3. When such cases are treated, it is pr
sulphonamides against strains that are still S&;?ﬁzlytopr&f:rable bo use
Jamaican Sh. flexneri strains. This suggestion is subject to them’ el.. g the
that combination-therapy may be shown to prevent the equa ification
resistant strains. Even if this is so, it will presumably ne%ssf;lext'gence of
of two agents to which the infecting organism is known to lloa e the use
rather than predetermined mixtures. © 8ensitive,

4. Treatment of severe cases must, of course ; .
the organism, and must, therefore, at first be guided by ’gé);:::?li;so}?tmn of
the strains prevailing in the area at the time. owledge of

5. The importance of public-health .
is self-evident. P P measures and porsonal hygiene

— The «“ Lancet ”, August 27, 1960 p. 460

[ Sulphonamide resistance of dysentery bacilli i i .
bacteriological research. Recently yat ]eag’t one s:ri?nm;%orst}f‘n% field in
isolated from an epidemic in Kallakurichi, and one strain of Sh s;) exeneri,
been found to be insensitive to soluble and insoluble sulph'on nn_gx have
sensitive to Streptomycin and Furoxone (furazolidone). Thesge ﬁagl'l es but
of great practical importance in treatment. ] ndings are

»* * * »

SMOKING AND CHEST DISEASE

The Joint Tuberculosis Council is an independant b

representatives from various medical societies Wifh an interzgg’ incgfﬁ,%“e‘ll Qf
and other diseases of the chest. It set up a special committee to revli'cu osis
relationship between smoking and various chest diseases and thig ow tho
contains the considered opinion of the committee and the conclusions r?Pol:t
council. It is concluded that smoking, particularly of cigarettes, ig a 211 the
factor accounting for the increased incidence of cancer of the lu’ng tha:J‘?z
impairs ventilation of the lungs in healthy persons, that it is close]),r relateld
to the development of chronic bronchitis and that it may be one of the
causes of the breakdown of quiescent respiratoroy tuberculosis. It jg
recognised that other factors are also important in the production of these
diseases, particularly atmospheric pollution.

Abstracts and Ezcerpts 33

The council recommends a more active policy designed to reduce the
amount of cigarette smoking. Special efforts should be made to discourage
young people from taking up smoking and members of the medical profession
should, by example and persuasion, assist their patients and others to
reduce, or abandon, cigarette smoking.

— Report of the Joint Tuberculosis Council of Great Britain
Bulletin of Hygiene 36, 210 (1961). ’

» . * * * *

TREATMENT OF TYPHOID IN CHILDREN

W. Falk and co-workers treated 38 children who had severe typhoid
infections with chloramphenicol and corticosteroids, In 26 of these patients
Salmonella typhi was found in blood cultures, stool culture or both. In one
patient Salmonella paratyphi A and in another Salmonella paratyphi B was
isolated. In the rest, the Widal test was positive, and the clinical and
laboratory findings, including leukopenia with shift to the left, were
compatible with the diagnosis. The combined treatment was generally
commenced after a lapse of several days, during which the antiobiotic was
given without achieving the expected rapid improvement. Children in
gerious conditions were given steroids at once. Chloramphenicol was given
orally in dosages of 50 mg. per kg. of body weight daily. Corticosteroids
were given in dosages of 20 mg. per kg. of body weight daily for children
below the age of 5 years, and 40 mg. per kg. of body weight daily above
this age.

Administration of steroids gave dramatic results frequently within
6 hours. Of the 38 patients, 6 suffered from relapses. This rate is similar to
that among patients receiving no specific therapy, or those receiving
chloramphenicol alone. There appears to be no correlatian between the
incidence of relapses and the time of commencement of steroid therapy.
In the 3 patients who received prednisone during a relapse, the response was
gimilar to that during the first attack. In most patients steroid therapy
was continued for 3 to 7 days. No complications of the disease or of the
therapy were seen. 1In spite of this, however, the combined treatment is
recommended in toxic cases only, where chloramphenicol alone is not

effective.
— JAMA April 8, 1961.

* * » » *

MORTALITY FROM CHLORAMPHENICOL:

In 1952, it became generally recognised that chloramphenicol can
cause aplasia of the bone marrow. Since then geveral reports have appeared
on the subject of toxicity of this antibiotic. M. Lamy and his colleagues
saw three fatal cases in two years in Paris, and R. G. Shaw and J. A. McLean
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described seven cases, six of them fatal, « .

last 12 months ”. According to Registrar ??}ceor:le!:.:ﬁf: ds ;:tilﬁ?lb;)ngm in the
Englapd and Wales, dux:mg 19586—58, there were 856 deathlcffi eview qf
anzemia or agranulocytosis, of which 83 were attribnted ¢ ® irom aplastic
therapy, chloramphenicol was incriminated in 19 of theze © drugs or other

Recently W. Dameshek of Bost
indiscriminate use of chloramphenicol. _SI::nO has warned against the

patients with aplastic anemia to all of whox':llec}xﬁg;l:&p}}lsm?gx 11;01(111‘ l?ew
ad been

given for minor respiratory infections. In i
three years, 8 had been treated with chloramgfgsigzl()f 30 such cases seon in

C. Wilson has said that (Practiti
cations for chloramphenicol are t(yphoid lf?en::; :3361511;6 14)
Septiczmia and meningitis due to other chloram hén_n‘ﬂluen
negative bacilli would equally be so, but these arI; l‘alr(;(;i-s
treatment of whpopmg-copgh; is this justified? In Whe:é What of the
may chloramphenicol be given for chronic bronechial infecti circumstances
be helpful if an authoritative pronouncement could be m dc lons? It would
Dameshek’s warning into more precise terms. ade which translates

the only indi-
ze meningitis.
ensitive gram -

A different kind of toxic effect from
come to light. Apparently it had become a 0031}::1%1:1;1.& oti |
the U. 8. A, to administer chloramphcnicol to newborn ite, particulary in
there was some reason to fear infection. The dry H}lnf&nts in whom
1ntr_amuscularly in large doses, a8 high as 160 mg. per k gd a8 begn given
equivalent of about 10 g. to an adult. The effect ofg},h'all.y’ Whch} is the
produce the «grey syndrome”, a circulatory collapse usulsnls Sometimes $0
death in a few hours. J. M. Sutherland describes 3 cases and&Ry followed by
and his colleagues of Vienna, 5 others. A single fatalit . Bretschneider
cause has been reported from Australia by J. Beverid ity from the same
colleagues have since shown that in the newborn inf: ge. - F. Weiss and
conjugate chloramphenicol and to excrete it is incom nnt
consider that the dose in the premature and full
exceed 25 and 50 mg. per kg. respectively.

phenicol hasg recently

the capacity to
pletelx developed ; };hey
-term infant should not

~—B. M. J., Editorial, April 8, 1961-P. 1019.

ASSOCIATION NOTES

BRANCH NOTES
Anamallai Branch:
At the annual mecting held on 6—5—1961, the following office-bearers
for the year 1961—'62 were elected :—

President: Dr. Korulla John, M. B., B. 8.

Vice-President : Dr. M. D. Dissawalla, ™. D. :

Representative on State Council: Dr. C. R. Subbarathnam, M. B., B. 8.

Honorary Secretary: Dr. M. P. Gundappa, M. B., B. 8.

Honorary Joint-Secretary: Dr. D. K. Janardhan, M. B., B. 8,

Representative on Central Council: Dr. M. K. R. Jayachandran,

M. B., B. 8., D. T. M. & H.
Coimbatore Branch: ‘

i) The Thirty-sixth Annual General Body meeting was held on
Sunday, the 30th April, 1961 commencing at 3-00 P. M., in the Association
premises.

Dr. D. Sundareswaran, the President presiding delivered the
inaugural address. He requested the younger section of the members to take
up the reins and run the Association in the interests of the profession. He
also suggested the idea of family members of the members of the Association
meeting periodically and establishing contact among themselves.

Condolenco resolution touching the death of Dr. U. A. Menon was
passed — all members observing silence for two minutes.

" Dr. M. P. Jesudasen, the Honorary Sccretary, then read the annual
report and the statemont of accounts for the year 1960 and they were

passed unanimously.
The following office-bearcrs were elected for the year :

President: Dr. G. T. Gopalakrishna Naidu.
Vice-President : Dr. C. V. Ramaraj.
Honorary Secretary : Dr. V. Sriramulu.
Associate Secretary: Dr. R. Padmanabhan.
Honorary Treasurer: Dr. K. R. Venkatesalu.

Dr. G. T. Gopalakrishna Naidu, in thanking all the members for the
unaninous election of the President and other office-bearers, suggested the
following ideas to be taken over by the District Medical Association,
Coimbatore, so that the Association may give some useful aid to the public

in the district.

1. A Dbacteriological unit on the model of the Pasteur Institute,
Coonoor may be started in Coimbatore and members of the Association may
sorve in the bacteriological unit for giving relief to the suffering poor.
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A nursing home of an up-to-date model may b i
surgical appliances for giving relief for the people in the )c’lis:rigtrz).ened with all

3. A medical unit on the model of the Erode Medj :
also be opened and medicines stocked for supply to tilelcaleosggph:s oy
moderate prices. peopre at very

The source of revenue may thus be augmented f e
which is now wanting finance for keeping it goir%g. or the Assocication

The President congratulated the Editor of the -
Journal ”’, Dr. A. G. Leelakrishnan for conducting the jourzal ixlrl :(:fx{;‘)zrglv]vt:;al

He also thanked Dr. T. V. Sivanandam, Presid ‘
Branch of the Indian Medical Association for giving li?ila :E:Jl, stl;\xi-: dr:ﬁ St
Coimbatore District Medical Association. ngth to the

Dr. G. Victor, M. D., Principal, Madurai Medical ¢
interesting lecture on “ HYPERTENSION . The ﬁ;ctl?ll'ggiv;: eg o
lated by the President for the able way in which he served as O;l gratu-
preacher and a doctor for the audience. . & teacher,

The next item was sports. Many members evinced li i .
tug-of-war, musical chair, sack race, choosing the partner andls;’l(:)lv}; g}z‘i;e::c?

After the sports, Dr. R. Sarat Chandra, M. S., Sal
on “Some Aspects of Rectal Surgery”. The President ecrgx,lggrz:&:tledcmre
lecturer for the lucid way in which he presented the subject to the Ag e
The lecturer has a bright future, he added. - sociation.

By the kind courtesy of Messrs. Lederle Laboratories (Indi .
Ltd., Bombay there was a film show on * Diagnosi ndia) Private
Diseases . gnosis & Thergpy of Pelvic

The highlight of the day was the fancy dress competiti
number of members took part in this item which was ver;lf) exit']e:;?;;amin{X record
revealed the latent histrionic talents of the members of our Associatlirc])% e

(ii) The monthly meeting of the Coimbatore Distri )
Association was held on Saturday the 13th of May, 1961 at G‘f’;(r)l%t M_edlcal
premises of the Association. Dr. D. Lakshmanan, M. §., gave an i :I' In the
talk on “ Common Surgical Emergencies . , nteresting

Madras City Branch:
, At the Annual General Body meeting of the Madras City B
23d April 1961 the following office-bear y branch held
({360 d A 5)61. g earers were elected for the year,
President : Dr. R. G. Krishnan, F. R. C. s,
Vice-Presidents: 1. Dr. D. R. Varman, M. B, B. 8,
, 2, Dr. K. V. Swamy, M. B, B. s.
Honorary Secretaries: 1. Dr. K. Ramarao, L. M. P, _
! 2. Dr. S. Nazeer Mohammad, m. 8. p. g,

Iil,ox%xE{y Treasurer: Dr. P. Krishnaswamy, 1. M. p,
\\ { < “ .

e\
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EPHOMAG

A DEPENDABLE ORAL ANTI.

AR !
FOR PROMPT RELIEF OF ASTHMA,

ELIXIR
Centains :
Ephedrine Hcl, Aminophylline, Sod, lodide,
Sod. Benzoas, Caffeine Citras, Belladonna,
Lobella, Adatoda, Glycyrrhiza, Senega, etc.

M#&Margam/é /‘%arma - o['aéd.

40, SAN THOME HIGH ROAD, MADRAS-28. Telephone : 71886.

Telegrams: MAGMARS

. Exsiccated Ferrous Sulphate, Vitamin 8 12,

Antacid, Gastric Sedati
ACI DOMA &n aDcilgestij:a ”ccor:ecatti:/:e.

(TABLETS)

FERIMAGI2

] Elixir & Tablets
GENERAL TONIC & RESTORATIVE
Indicoted in
Anaemio, Molnutrition,
Convalescence &
Weakness ofter childbirth.

ELIXIR
Contains:

<X ‘"‘u
2, Liver Extract, Vitamin 8 12, Folic Acid, Vita-

-
PROSUNT A

TAELET' Ferrous Sulphate,
Contains.

Folic Acid, Calcium Gluconate,
Vitamin D 2, Vitamin C,

v' MJ%CTWaryarefd /%arma - Labs.

40, SAN THOME HIGH ROAD, MADRAS-28.

phate, Manganese Glycerophosphate, Traces
of Copper & Strychnine Hydrochloride.

min B Complex, Niacinamide, Exsiccated

Sodium Glycerophos-

, Tolegrams: MAGMARS

Telephone : 71886.
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)
"1 MALTOVIT
A most palatable combination of the Vitamins A, B-1,

{.] B-2, Nicotinamide & D with the essential minerals like

b4

b <4

(TaBLETS) Calcium and Iron in a malt glucose vehicle with liquefied

nutritional deficiencies

I
I
) BIVISIM \
m (B complex liquid with methionine and choline) {.}
I
I
J
I

FOR STOMACH DISORDERS OF (.1 whole brewer's yeast for the prevention and correction of
HYPERACIDIC ORIGIN |

A balanced combiraiion of the important factors of
. the Vitamin B complex inclusive of FOLIC ACID and
Vitamin B-12, in a highly pleasant orange flavoured sweet
base to be taken as a dietary adjuvant and also for the

t.} intensive medication with Vitamin B-1.

N 3 n MANUFACTURERS:

wcamows: GASTRIC ULCER, HYPERACIDITY. | THE SOUTH INDIAN MANUFACTURING. COMPANY,
GASTRITIS, ACID DYSPEPSIA & FLATULENCE . e BURAL 4
3 7“INDO-FRENCH PHARMACEUTICAL CO., CATHOLIC CENTRE, MADRAS-1. ) t’j

T Y, T, Ty Ty, Ty Yy O Sy, T, Sy S b o o< e 4

\'I'I-I-I-I-I-I-I-I-I-I-I-I-I-I-J-I-I”I-I‘./

»

Outstanding Pharmaceutical Preparations of :

INTERNATIONAL CHEMICAL & BIOLOGICAL
INSTITUTE (PRIVATE) LTD.,

SOMINAL'

ti [TABLETS] o

'A SAFE ANALGESIC- SEDATIVE -._ 7, SOUTH END ROAD, . BANGALORE - 4.
convans!-BARBITONE, AMIDOPYRIN & *
CAFFEINE, ‘ .
KURAZOL ICYZYME-B
For Asthma Multi Enzyme Digestive Tablets
ADIOL COMPOUND TONIKUM
- FOR ACUTE PAIN OF For Vitality and Vigour Elixir Vitamin B-Complex
RENAL COLIC, RHEUMATISM, *

-I-I-I-I-I-I-I-I-I-I-I-

GOUT, SCIATICA, ECLAMPSIA
ETC., '

Distributors for Madras State:

M/s. DADHA & CGO,

86, NYNIAPFPA NAICK STREET, MADRAS.3.

\VI'I-I'I-I-I-I-I-I-I-I-I-’-,-I

Yy Y &4

INDO-FRENCH PHARMACEUTICAL CO.

» CATHOLIC CENTRE, mabras.1.
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Colloidal Calcima D, B,

PARENTERAL

MORE CERTAIN
CONTROL OF
DIARRHOEAS

UNEOMYCIN COMPD.

Compositjon . Each 1easpoonful of the prepared .
suspension comains (approximately 5 mi.) .

“CIPLAY,

Contalning
In each c.c.:

COLLOIDAL
CALCIUM 0.5 mg.
VITAMIN D 10000 1U.

' AN 3 . in Sul - .07 800 mg. |
VITAMIN B2 50 mcg. - ANTHINFECTIVE Srrmimarieme Tt 1 1330
AN ﬂ.ALLERG‘c ::y:?nadm ine .- L. .1“ ..

- ransdione Sod. bisulphite (Vit. K)  0.80 mé;.
Kaolin .. .. . 08) G.
ADSORBENT Sucrose & Flavouring agents to make 18 G

PRODUCT OF % BOMBAY-8, OIGESTIVE each capsule concaim

Neomycin Sulphate u.s.P. 120 mg.
ASK OUR MEDICAL REPRESENTATIVE FOR SAMPLE. Secca NF. S ..
’ Diphenhydramine Hci. U.S.P. |2_§::_‘

most effective
against Bacillary
& Amoebic Dysenteries

D
LE N O PON ."'lm“,.. .

v

\‘I

\ Y

.n\\““

‘El | antacld ,
O adsorbent
O antispasmodi

vifor-geneva

TABLETS 3

Each tablet contains :
todochiorohydroxyquine U.S.P.
200 mg.. Sulphadimidine 350
mg.. Chloroquin Phosphate
U.S.P. 50 mg. Homatropine
Methyl Bromide U.S.P. 0,75 mg.

4

Each tablet contalna: ) i e
Carboxymethyicelluloge 150 mg. . g B tab'ets ’ day'
Magnesium Trisilicate 300 mg. o

Adiphenine Hydrochloride 26 mg.

| UNI(HEM’[ABORAIORIES“

LABORATOIRES VIFOR $.A. Geneva ~ Switzerland hai Desai Road. Bombay 26
Sole Distributors: ATUL DRUG HOUSE, Bombay w.*v /. 22,Bhulabhai d. bombay £5.
d
p A
- e * i




Prescribed by Doctors
in 108 Countries all over th

HADENSA for PILES

HAEMORRMOIDS, FISSURES and BLEEDING

HADENSA, recommended by Doctors in 108
countries, gives prompt and lasting relief from
Piles, Huemorrhoids and Fissures; relleves pain
and itching and Is an excellent ltubricant.

HADENSA contains na narcotics which may mask
serious rectal pathology~it is non-stalning.

' FORMULA:
Monochloreatvacro! .. 0.01g, , Oleum bituminosum 0.20 g
Menthol B.P. . ... 250g. ¥ Oleum Arachidis 8,P. 18,00 g. -
' -\ Adeps Lanae Base ... 79.29.g.
Cy &

-Only genuvine whih this mork
B

' LD REN % 3

THE WORLD RENOWNED GERMAN PILE REMEDY A0 &
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e—ee——— o,
y § 6 YNEDOL Wuisienss of

women

an utero - ovarian sedative & tonic

for hyperemesis gravidaricm

THYROSTROL

.’::::;A:”::'esmcm‘. an oestrogen therapy
wolius LTD.. BOMBAY 70

Safe and Dependable In all stages of Intestinal

INJECTABLES Amabiasis

PRESCRIBE

T M

R A

A R

D K . .

E B. C. P. W. lodochloroxyquinoline

The following are but 2 bflew. of LOW TOXICITY
our well-known injectables:
Reticulin - A potent Extract of Liver HIGH THERAPEUTIC VALUE
i iseptic
Hexopurin - An Urinary Ant *
Calcito) - Injectable Calciu'm Gllllc°n“e
Bevitamin = - Injectable y“m!n g- Also useful in
- Injectable Vitamin

275:::';0.“ - ::=:§t:ble Pure Dextrose OTHER INTESTINAL INFECTIONS

OF VARIOUS AETIOLOGY
Manufactured by :
THE MYSORE INDUS:;HI:-I;D& . N
BORATO .

TESTING LA N NGALORE - 3

MALLESWARAM, BENGAL CHEMICAL

Sule;'/sm;lﬂkmau CHETTY STREET, MADRAS-1 CALCUTTA « BOMBAY - KANPUR
9, '

'§  ZAMA RUB :

Co Ao Fo

(CHLORAMPHENICOL USP) 250 Mg. SEALED CAPSULES

For treatment of VARIOUS BACTERIAL INFECTIONS
For

Product of : CHEMUNION - LUGANO - (SWITZERLAND )

PRICE
Rs. 320 |  SO0's Pack w. Rs. 81'25
12's Pack 1750 | 1000's Pack .. Rs. 16000
100’s  Pack . “ " 1675 | SPECIAL RATE FOR BULK ORDERS
w3 Packs at 8 (77 O.r.(.icr f;r Rs. 20/- and above free BY POST.
C. A F .

Best for Colds, Coughs, Pains etc.
(Strong Pain Balm) For Headaches, Coughs, Rheumatic
Pains etc.

3 Nose ete.
LER: For Cold Stuﬁgd 2 ; N N
i::::clg:; ':. t Pure Gllcosd Powder) For Energy & Fithess etc)-

ZAMA OIL :

Manufacturers & Distributors:

AMARCHAND SOBACHAND
P. B. 518, 95, NYNIAPPA NAICK ST., MADRAS-3 '

Grams: "' ZAMA " Estd. 1900 . Phone: 5232
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DO YOU CONSIDER THE VEHRICLE?..

N
~

...when you prescribe sterold therspy with hydrocortisons craam! CORTODERMA for the treatment of non-infactad
With some vehicles you risk the dangers of temitisation, rebound dermatoris
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. 10g tbet containing 0.59 ° |
phenomena and syssamic ablorprion. Bt the Lucto-Catamine dase 3 ng 0-5% or 1% o
in CORTODERMA and CORTODERMA-N gusrantees chat e Mydrocortisone acetats in Lacto-Calamine.
these effective skin preparstions sre free from any. ORTODERMA~;V for th treatment of infected dermatasis.
- 3 blend, cosmetioaily tbee comtaining 0.5%, or 1%, .

Farmful after-alfects. Sootag. o -’ 5% 0,5%‘
scceptable, Lacto-Calamina also contributes l;hum_’” Wm \ m““.
its own snti-infismmatory sction to the _ jithods

£l te of non-infected .

and infected dermatosis.

THE CROOKES LABORATORIES LiMt
Court House, Carnac Road, Bombay-2 TeO

*T.C.F. WHOLE LIVER EXTRACT
% T.C.F. WHOLE LIVER EXRRACT supplemented

athlete or héfathlef_t,e‘“

2 for

“Fungus Infections,

* T.C.F. WHO
with VITAMIN

# T.C.F. LIVER EXTRACT FORTE

{

of
‘toes & feet
Vo
" 4 &8 PER CENT {ODOCHLOROXYQUINOUNE 1
| IN A VANISHING CREAM BASE .
v

2
; )
&L=
: oo, Tegts g N
fray

T.C.F.—TRE PIONEERS OF LIVER EXTRACT%‘

et e et

EAST INDIA PHARMACEUTICAL
* " WORKS LIMITED CALCUTTA-26

Products of TEDDINGTON CHEMICAL FACTORY LIMITED

Sole Distriburors: RALLIS INDIA LIMITED,
Pharmaceutical Division,
P.O. Box 229, Bombay-1

I S R

Low A e 8y, Genp‘,,.
sole Distributorg: AT

2
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CONGENITAL HEART DISEASES FOR
THE GENERAL PRACTITIONER

N. SITARAMAN, B. sc., M. B., B.S., M.R. C. P. (E).,
Consultant Physician, C. B. Hospital, Nagercoil and C. S. I. Hospital, Neyyoor.

Congenital diseases of the heart
(CDH) include a group of patholo-
gical conditions which result from
faulty embryological development
during the first twelve weeks of foetal
life. The importance of recognising
the commoner varieties, which are
amenable to surgical correction, needs
no emphasis. In this article the
clinical, x-ray and electrocardio-
graphic features of the more
important and commoner types of
CDH are discussed in a rather
simplified manner.. The more difficult
investigations such as angiocardio-
graphy, cardiac catheterisation and
dye-dilution methods are not dis-
cussed as these are well outside the
scope of most gendral practitioners.

The following generalisations can be
made: In any patient a diagnosis
of CDH has to be thought of :

(i) If the patient has any other
obvious congenital anomaly such as
mongolism, arachnodactyly, ete.

(ii) If there is an obvious precordial
bulging.

(iii) If there is cyanosis and club-
bing.

(iv) If a loud murmur is present
which is heard best to the left of the
sternum.

(v) If the child is stunted and is
liable to recurrent attacks of lower
respiratory tract infections.

In CDH two features are important
and either or both these features
may be present in a given case.

I. The congenital malformation may
take the form of obstruction of blood
flow as in pulmonary stenosis or
coarctation of the aorta. These
obstructive lesions lead to hyper-
trophy of the cardiac chamber
immediately proximal to the obstruc-
tion and possibly dilatation (post-
stenotic dilatation) immediately
distal. Ventricular hypertrophy can
be made out by fluoroscopy and is

7 Based on a courso of post - graduate leetures delivered at the C, 8. I, Hospital, Neyyoor,
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éd in the electrocardiogram.
T example, in isolated pulmo-
nary stenosis there is hypertrophy
of the right ventricle and post-
stenotic dilatation of the pulmonary
artery. :

—

II. Shunts: These are abnormal
communications between the two sides
of the heart as in septal defects or
the shunt may be outside the heart
as in patent ductus arteriosus. For
a proper understanding of the effect
of shunts on the heart and circulation,
the following facts should be kept
clearly in mind :

(a) In a normal heart the two sides
of the heart are entirely seperated
from each other and the volume of
blood flow through the pulmonary
circulation equals the volume of
blood flow through the systemic
circulation. In other words the out-

put of the two ventricles is equal -

under normal conditions.

(b) The pressures in the left auricle
and left ventricle and the aorta are
normally greater than the pressures
in the right auricle, right ventricle
and the pulmonary artery. There-
fore, a shunt between the two sides
will lead to a flow of blood from left
to right leading to a greatly
increased pulmonary blood flow,
which, in severe cases of septal defect
or patent ductus arteriosus, may be
three times the systemic blood flow.
It must be emphasised that a pure
left to right shunt never gives rise to
cyanosis. Because of the greatly
increased pulmonary blood flow, a
left to right shunt gradually and
progressively leads to the develop-
ment of pulmonary hypertension
mainly as a compensatory pheno-
menon due to vasoconstriction in the
earlier stages and to obliterative
intimal lesions in the later stages.
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Pulmox_lary hypertension can be
recognised :

(8) Clinically, by accentuation and
wide splitting of the pulmonary
second sound. There may be visible
and  palpable pulsation in the
pulmonary area. With large shunts
the pulse pressure may be high and

zl;;e'pulsa may be of the collapsing

(b) Radiologically b i
. » by enlarged h
vessels, increased vascularit;g eof lt}ﬁg

lung fields and a Prominent
the right ventricle. conus of

(c) The electrocardiogram usually
shows right axis deviation, right
ventricular hypertrophy and may
be partial right bundle branch block
The development of pulmonar&
pypertension is & sinister feature ng
it leads to reversal of the ghunt and
progressive  right heart failure
(cor pulmonale).

These events can be summuriseﬂ as
follows :

L to R shunt > Increased pulmonar
blood flow > Pulmonary hypertensioﬁ
> Reversal of shunt (cyanosis, club-
bing, polycythaemia).

It is worth remembering that cyanosis
means mixing of venous with arterial
blood and, therefore, a right to left
shunt. The cyanosis may be present
from birth as in Fallots or may
develop years later (delayed cyanosis)
as in septal defects where it is due to
a reversal of the shunt (known as the
Eisenmenger reaction).  Cyanosis
leads to finger clubbing and a secon-
dary polycythaemia. Owing to the
increased viscosity of the blood in
polycythaemia, there is a tendency
to vascular thrombosis. Hemiplegia
and other cerebro-vascular accidents
may occur in polycythaemic CDH as
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a resulb of cerebral thrombosis.
In right to left shunts, there is an
increased incidence of paradoxical
embolism leading to brain abscess.

The  following  conditions are
described :—

Cyanotic group : TFallot’s tetralogy
and liisenmenger complex.

Shunts :  Auricular septal defect,
ventricular septal defect and patent
ductus arteriosus.

Obstructions :  Pulmonary stenosis,
aortic stenosis, and coarctation of
the aorta.

CYANOTIC GROUP :

I. Fallot’s Tetralogy: The tetralogy
consists of the following defects:
Pulmonary stenosis, dextraposition
of the aorta so that it overrides both
ventricles, ventricular septal defect
and right ventricular hypertrophy.
This is the commonest cyanotic
congenital heart lesion and is respon-
sible for 759 of cases of children who
were born blue and who remain
cyanosed throughout their life.

Clinical findings : There is usually
stunting of growth and poor exercise
tolerance so that the child gets
easily dyspnoeic and characteristi-
cally adopts the squatting posture
when tired. Cyanosis and clubbing
of fingers and toes are usually
marked. The heart is not enlarged
clinically and the apex beat is often
difficult to locate. There is usually
a loud systolic murmur heard best in
the third left intercostal space. The
murmur may be accompanied by a
thrill. Characteristically the pulmo-
nary second sound is diminished.

Radiological findings: The cardiac
silhouette 18 characteristic and shows
a normal aortic knuckle with absent

pulmonary conus (deep cdncavity)
and an upturned lower left border -
sabot shaped heart (couer en sabot).
The upturned lowermost part of the
left border is formed by the right
ventricle which here forms part of
the border. The lung fields are
abnormally clear and this is an
essential finding. In fact, the triad-
cynosis, couer en sabot and clear lung
fields-when present together enables
a diagnosis of Fallots to be made
with confidence.

E. C. G. findings: The electro-
cardiogram shows evidences of right
ventricular hypertrophy.

Helen Taussig writes: ‘“Marked
exertion or a crying spell results in
‘anoxic syncope’ with unconsious-
ness for a few seconds to a few
minutes. Many infants suffer from
attacks of paroxysmal dyspnoea.
They suddenly cry out, breathe
rapidly often with an expiratory
grunt and become intensely cyanotic.
The infant may even lose conscious-
ness. Such attacks are frequently
relieved by placing the child on his
stomach with his head down and his
knees drawn up under his abdomen.
If this does not relieve the difficulty,
he should be given morphine (1 mg.'
per 4.5 kg. body weight). Morphine
is a wonderful drug for the relief of
these spells.  Children with this
malformation show persistent cya-
nosis and clubbing of the extremities.
Almost all of them have good days
and bad days, days when they can
walk quite a distance and days when
they can walk only a few feet.
They can walk but a short distance
and squat when tired. The RBC
count, Hb and haematocrit values
generally are high and polycythaemia
may become extreme. The heart
remains normal in size. There is a
systolic murmur and thrill over the
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precordtum. The pulmonary second
sound is diminished but not absent.
Upon fluoroscopy, the heart is
normal in size and due to a small-
sized pulmonary artery, there is g
concave curve at the base of the
heart and the lung fields are excep-
tionally clear. The electrocardiogram
shows right axis deviation and right
ventricular hypertrophy. These are
the types of infants and children
who suffer from a lack of circulation
to the lungs and who can be helped
by a Blalock-Taussig operation
which, as you know, is designed to
increase circulation to the lungs.
If the child’s condition is not too
severe and he can wait until he is
over eight years of age for his
operation, he has a nine out of ten
chances of coming through this opera-
tion with a good result and an 807
chance of maintaining the improve-
ment’”’. (Helen Taussig : Feltrinelli
lecture, 1954). .

Although many patients with Fallots
reach adult life, very few survive
beyond the age of thirty years.

II. Eisenmenger Complex: This is a
condition in which there is ventricular
septal defect with a relatively late
appearance of cyanosis, usually after
the age of ten years. Classically the
condition is Fallots without the pul-
monary stenosis. Most patients having
the Eisenmenger complex probably
have simple ventricular septal defect
and gradually develop pulmonary
hypertension with reversal of the
shunt (Eisenmenger reaction). Many
patients with Eisenmenger’s complex
survive until adult life and the main
cause of death is heart failure.
In Kisenmenger’s complex the lung
fields show mnormal or increased
vascularity in contrast to Fallots
where the lung fields are abnormally

clear.
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SHUNTS :

I.  Atrial Septal Defect —ASD.: This is
much more common in females and
consists of threc main types : (i)
Pa:tent foramen ovale (i) Ostium
primum type of defect (jii) Ostium
secundum type of defect,

(1). .Patent foramen ovale causes no
chglcfml or pathological alterations
?tn m;s; of(') 10 importance, although

»_ Ol occasion, give rise to
paradoxical embolisp.

(ii)  Ostium primum type of ASD is
more serious and is usually associated
with malformations of “the mitral
and tricuspid valve leaflets.

(i) The ostium secundu

defect occurs in the uppemr i)};ln)‘: gf“
the atrial septum and represents the
ordinary ty;;e of septal defect (ASD).

may form part of Marfan’

syndrome (ASD or coarctatigflunosf’
aorta, arachnodactyly, congenital
dislocation of the lens and high
fu‘ched palatc). Auricular ﬁbrillati%n
is a fairly frequent complication of
ASD. Rheumatic heart disease moy
be.supemdded - a unique feature
which (_ioes not occur in any other
congenital heart condition. Infective
endocarditis does not occur in ASD.

Clinical findings: There is no
cyanosis and no clubbing. The apex
impulse is diffuse and tapping with a
parasternal lift (right ventricular
type). There may be marked pulsa-
tion in tho pulmonary area. The
pulmonary second sound is loud and
widely split. Usually there is a
systolic murmur and thrill in the
third left interspace close to the
sternum. There may be a blowing
diastolic murmur down the left
border of the sternum due to func-
tional pulmonary regurgitation. In
large ostium primum dofects thero
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may be stunting of growth, bulging
of precordium and a history of
recurrent respiratory infections.

Radiological findings :  In  small
defects, fluoroscopy is normal. When
the left to right shunt is large, the
signs of increased pulmonary blood
flow arc present such as prominent
pulmonary arterics, highly vascular
lung ficlds, enlarged pulmonary conus
and very large hilar arteries showing
a dynamic pulsation (hilar dance).
The aorta may be small due to
reduced systemic blood flow.

E. C. G. findings:  The electro-
cardiogram is of value in differentia-
ting between the primum and
secundum types. In the primum
type the ECG shows left ventricular
hypertrophy and in the secundum
type the ECG may be normal or
show right axis deviation and right
ventricular hypertrophy.

Lutembacher’s Syndrome : This is a rare
modification of ASD in which ASD is
associated with mitral stenosis which
is usnally of rheumatic origin.

II. Ventricular Septal Defect - VSD.: The
defect is usually in the membranous
portion of the septum. A small
defect (maladie de Roger) is of no
clinical importance. Defects in the
muscular portion are rarer and may
be multiple.

Clinical findings: Small defects are
of no clinical importance unless asso-
ciated with other defects such as
pulmonary stenosis. Inlarger defects
with normal pulmonary pressure
there is a large left to right shunt
with a tendency to frequent respi-
ratory infection and there may be
stunting of growth. Fatigue and
dyspnoea may be manifest on
excrtion. When pulmonary hyper-
tension is present (with reversal of

shunt — the Lisenmenger reaction),
cyanosis, clubbing and chest pain
occur. The physical signs of VSD
are a loud pansystolic murmur, heard
along the left border of the sternum,
maximal in the fourth left intercostal
space and usually accompanied by a
thrill. The pulmonary second sound
is accentuated.

Radiological findings: Iluoroscopy
reveals increased vascularity of the
lungs. The left ventricle is enlarged.
With pulmonary hypertension right
ventricular enlargement also appears.

ECG findings: Electrocardiogram
may show left ventricular hyper-
trophy or biventricular hypertrophy.

IIT. Patent Ductus Arteriosus: PDA
represents the persistence in post-
natal life of a vascular connection
(ductus arteriosus) between the aorta
and the pulmonary artery present
during intra-uterine life. The ductus
arteriosus connects the left pulmonary
artery to the aorta just beyond the
origin of the left subclavian artery.
It is about 8 mm. long and 10 mm.
thick on the outside. It normally
closes soon after birth. Failure of
closure may be a compensatory
phenomenon to compensate for other
defects such as Fallots and complete
transposition of the great vessels.
This is a fact of great importance, as
in these cases the ductus is performing
an essential function and surgical
closure will prove fatal. In isolated
PDA the shunt represents a left to
right extra-cardiac shunt leading to a
greatly increased pulmonary blood
flow with all its consequences. The
condition is much more common in
females.

Clinal  findings : If the shunt 1is
large there may be stunting, undue
dyspnoea on exertion with later
development of cardiac failure. But
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usually the patients arc asympto-
matic until the age of twenty years
or so. The negative features found
in PDA are worth emphasising. They
are (i) No cyanosis (ii) No cardiac
enlargement and (iii) No electro-
cardiographic changes. The classical
Gibson’s murmur does not develop
until the child is two or three years
old. It is a continuous rumbling
murmur occupying the whole of
systole and diastole with a systolic
accentuation of greatest intensity just
before the second sound. The mur-
mur is heard best near the inner end
of the left clavicle in the second left
intercostal space and is conducted
outwards towards the outer end of
the left clavicle. The systolic element
may be heard over the whole pre-
cordium. The murmur is frequently,
but not always, accompanied by a
thill (systolic thrill). The diagnosis
can be made solely on the basis of
this characteristic continuous murmur
and in the case of PDA, the stethos-
cope is superior to x-ray and ECG
as a diagnostic weapon. The pulse
tends to be of the collapsing type
with a high systolic and low diastolic
pressure.

Radiological findings: There is an
enlargement of the pulmonary artery
but little enlargement of the heart.
The hilar shadows are prominent
and the lung fields show increased
vascularity.

ECG findings: The electrocardio-
gram is NORMAL. Any abnormality
of the ECG should suggest the possi-
bility that some other congenital
defect may be associated for which
the patency of the ductus may be
compensating. For example, in pul-
monary atresia, the PDA is perform-
ing the essential function of carrying
blood to the lungs.

In untreated cases life is shortened
and death from cardiac failure or
subacute bacterial endocarditis takes
place before the age of forty years,

OBSTRUCTIVE LESIONS :

I. Pulmonary Stenosis - PS. : The stenosis
may be at the valve or involve the
pulmonary infundibulum. Pulmonary
stenosis is often associated with other
abnormalities but does occur as an
isolated defect (pure P. S.). Depend-
ing on the severity of the obstruction,
the pulmonary blood flow is reduced
and the right ventricle hypertrophies
In an effort to propel blood through
the obstruction leading to a right
ventricular hypertension. No shunt
18 present in uncomplicated cases, but
if the foramen ovale is patent, a right
to left shunt may develop through
this leading to cyanosis, clubbing and
polycythaemia.

Clinical findings : Patients with
mild stenosis have no symptoms. In
more gevere cases there is exertional
dyspnoea and later cyanosis. In this
anomaly, cyanosis is not indicative
of a right to left shunt invariably,
because an appreciable number will
show clinical cyanosis even without a
shunt. The cyanosis is presumably
of the peripheral type. In course of
time the right ventricle begins to fail
with evidences of raised juigular
venous pressure, peripheral oedema
and hepatic distension. The cardinal
sign of P.S. is a systolic murmur
usually loud and rough, and maximal
in the second left intercostal space
with conduction down the left border
of the sternum. There is usually a
well-marked  thrill present. The

pulmonary second sound is usually,

but not always, diminished or absent.
If the site of the stenosis is in the
infundibulum, the murmur may be
heard lower down in the third or
fouth left intercostal space.
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Radiological findings: Fluoroscopy
shows a normal aortic knob, normal
or dilated (post-stenotic dilatation )
pulmonary artery. Post-stenotic
dilatation occurs only with valvular
stenosis and is not seen in infundi-
bular stenosis. The lungs are avas-
cular giving rise to abnormally clear
lung fields.

ECG findings: The electrocardio-
gram shows right axis deviation and
right ventricular hypertrophy.

Differential diagnosis : From Fallot’s
tetralogy : In Fallots, cyanosis is
marked and is present from birth in
contrast to pulmonary stenosis where
cyanosis appears late, if at all
X-ray in Fallots shows hypoplastic
pulmonary artery whereas in P.S.
there is a prominent pulmonary
artery. ‘ :

From Eisenmenger’s complex: Here
the lung fields show increased vascula-
rity in contrast to the clear lung
fields in P. S,

II. Coarctation of the Aorta: This is,
much more common in males and
may be the congenital lesion present
in Marfan’s syndrome.

The infantile or preductal type :
Here death occurs in infancy as the
defects are multiple. The coarctation
occurs in the aortic arch just proxi-
mal to the insertion of the ductus
which usually remains patent. In
most instances blood from the ductus
supplies the lower half of the body
and there is differential cyanosis
(no cyanosis of fingers but eyanosis
of toes ).

The post - ductal type or adult
coarctation : Here the constriction
is situated just beyond the origin of
the left subclavian artery and the
ductus is obliterated. Tn a third of

the cases there is present a bicuspid
aortic valve but otherwise the heart
is normal. There may be associated
congenital aneurysms of the circle of
Willis inside the skull.

Clinical findings: Clinical mani-
festations depend on the presence and
degree of hypertension present in the
upper half of the body and may
consist of headaches and dizziness or
of leg cramps due to the decreased
circulation to the legs. This “arm
hypertension” is the presenting sign
in coarctation and consists of an eleva-
ted blood pressure in the arms and
normal or low pressure in the legs.
Characteristically the femoral pulse
is delayed and occurs much later than
the radial pulse. The blood pressure
in the lower limbs is measured
roughly by wrapping the manometer
cuff round the thigh and listening
over the popliteal artery. In any
hypertensive under the age of forty
years, the possibility of aortic coarcta-
tion should be remembered and
ruled oul,

Patients with a post-ductal coarcta-
tion do not develop symptoms before
the age of 20-25 years and most
infants develop a good collateral cir-
culation which carries on efficiently
the circulation to the lower half of the
body. [Enlarged collateral arteries
may be seen any where over the
front or back of the chest and dilated
arteries may be brought out by
asking the patient to bend down
touching his toes. Sometimes the
enlarged collaterals cannot be seen
but their increased pulsation can be
felt and a systolic murmur is usually
heard on auscultation over them. A
systolic murmur heard best in the
region of the posterior axilla or over
the scapula is very suggestive of aortic
coarctation. There may be an expan-
sile pulsation over the inner end of the
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right clavicle or in the suprasternal
notch. A systolic murmur is heard
over the precordium and sometimes a
blowing diastolic murmur which latter
may be due to an associated bicuspid
aortic valve or to dilatation of the
aortic valve ring. The heart is usually
enlarged clinically (apex impulse
shifted outwards and down-wards).

Radiological findings: Fluoroscopy
may show enlargement of the left
ventricle and prominence of the
ascending aorta. A ‘“three-sign”
may be produced in radiographs of
the left upper mediastinum by the
enlarged .left subclavian artery, the
constriction at the coarctation and
the post-stenotic dilatation distal to
it. But the most characteristic
radiological finding is the notching
of the ribs caused by the dilated
and tortuous intercostal arteries
(Roesler’s sign). The notching is
seen best in the middle ribs in their
lower borders about 3 inches lateral
to the spine. This notching is rarely
distinctive before the age of 10
years.

ECG findings : ECG may show left
axis deviation and left ventricular
hypertrophy.

It must be emphasised that the “arm
hypertension” in aortic coarctation
does not develop until adulthood and
Roesler’s sign of notching of the ribs

is not seen in children under ten
years. Diagnosis in the . younger
age groups has to be made on the
clinical features of a delayed femoral
pulse which may be weaker than the
radial pulse and the evidences for
the presence of a collateral circulation
which is being carried on to the lower
half of the body through dilated
scapular and intercostal arteries,

Rupture of the aorta, dissecting aneu-
rysm, subarachnoid haemorrhage,
hypertensive heart failure, etc. are
complications and 507, of the patients
with aortic coarctation die beforo
their fortieth year. It is again
emphasised that the hypertension
associated with aortic coarctation is
a reversible one because it is duo o
a discrete lesion which can be surgi-
cally corrected. Thereforg, in every
case of hypertension (especially if
the patient is below forty years),
this condition must be sought for
carefully.

IIL. Aortic Stenosis: Congoenital aortic
stenosis produces the same clinical
signs and symptoms as the acquired
variety but the prognosis is much
better than in the acquired varicty.
The stenosis may be at the valve
(valvalar stenosis) or less commanly
subaortic. The diagnosis should be
considered in a young person where
the aortic stenosis is the sole lesion,

The main features of the commoner congenital cardiac lesions aye
given below in tabular form for recapitulation :—

Nature of

Leston lesion

Cardinal signs X-ray ECG.

Fallot’s R to L shunt Persis_tent cyanosis.  Coueren sabol. R.V. H.
tetralogy Clubbing. Polycythae- Clear lungs.

mia.

A.S.D. LtoR shunt No cyanosis. Systolic Hilar dance. R. A. D.
murmur. Loud P-2. Increased lung

vascularity.
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Lesion N(lztu?'e of Cardinal signs . X-ray ECG.
esion

V.8. D. L to R shunt Loudsystolicmurmur  Hilar dance. R. A. D.
& thrillivlefti.c. space Increased lung

vascularity.
P. D. A LtoR Gibson’s murmur do. NORMAL.
extra-cardiac Collapsing pulse.
shunt,
Aortic Extracardiac Arm hypertension Notching L.V.H
Coarctation obstruction Collateral circulation. ribs.
pP.S. Obstruction  Systolic murmur in P. A R. V. H.

pulmonary area.
P-2 diminished

Nore: Eisonmengoer complex commonly due to V.8.D. with reversed shunt or to
overriding aorta without pulmonary stenosis in Fallots tetralogy.

Lutembacher syndrome : is A. S. D. plus an acquired mitral stenosis.

SELECTION OF CASES FOR CARDIAC
SURGERY :

In general, patients with physical
signs of CDH but without any
symptoms referable to their heart
disease, should not undergo correc-
tive surgery. Two important excep-
tions to this generalisation are :

(i) Patent ductus arteriosus with its
ever present danger of subacute
bacterial endocarditis and

(ii) Coarctotion of the aorta with its
arm hypertension and other fatal
complications. In these two condi-
tions surgical correction should be
considered in all patients under thirty
years, even if they are asymptomatic.

Patients with congenital heart
disease and with symptoms which
limit their activity should be carefully
studied as to the possibility of doing
corrective surgery. In estimating
the severity of the burden imposed
on the heart, the patient’s response
to such ordinary activities as walking,
climbing stairs, efc. is. the best
guide.

In cases with severe and prolonged
pulmonary hypertension the decision
to operate is difficult owing to the
increased risks of operation and
increased mortality. Each case
should be carefully assessed on its
merits remembering that patients
who have developed sufficient pulmo-
nary hypertension to reverse the
direction of the shunt producing
cyanosis even at rest are very poor
operative risks.

Paul Wood gives the following results
of operation :—

Coarctation of the aorta :—

Excellent results e 609
Good results e 209
Fair results e 49
Poor results o 49
Operative mortality ... 129,

Septal defects: The mortality for
closure of septal defects is practically
negligible but the morbidity is high -
18/, consisting of such complications
as cerebral embolism, dementia,
persistent atrial flutter and recurrent
pericarditis. In ventricular septal
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defects, when the Eisenmenger
reaction (reversal- of shunt) has
occurred, operation is totally contra-
indicated.

SUMMARY :

A brief account of the patho-physio-
logy, clinical, radiological and ECG
features of the commoner congenital
heart malformations which are
amenable to corrective surgery is
given. Only the salient features are
discussed in so far as these help in
arriving at a specific diagnosis.

A short note is given on the selection
of cases for surgery and the results
of surgery are given.

STATE SECRETARY’S ANNOUNCEMENT :

Copies of the 18th and 19th issues of the Medi
Director of Medical Services, Madras, have just bee
despatch to those who require the same,
having them may send the cost of the numb
ted at 37 nP. each either in the shape of
receipt of which the copies would be sent
posting. The name of & member who r
registered as a subscriber, and four issues of the bulletin w
as and when they are received from the Director of M

copies of the issues No. 4,
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SELECTIVE GASTRIC SURGERY FOR DUODENAL ULCER
PATIENTS AND THE PROBLEM OF RECURRENT ULCERATION

C. R. SUBRAMANIAM, ».B., F.R.C.8., F.R. F.P. 8.,

Tho Coimbatore Polyclinie, Coimbatore.

Introduction :

One should not embark on surgery
lightly for cases of uncomplicated
peptic ulceration, but then only with
due thought and consideration.

Surgery is indicated for peptic ulcera-
tion in the following cases :

1. In uncomplicated peptic ulcera-
tion.

(a) Failed medical treatment.

(b) Economic reasons.

(¢) Enthusiastic surgeon. (Mention-
ed here only to be condemued).

2. In all complications for peptic
ulceration.

(a) Pyloric stenosis.

(b) Perforation.

(c) Gastro - duodenal haemorrhage.
(d) Suspicion of malignancy.

Surgery in Uncomplicated Peptic
Ulceration :

(a) Gastric Ulcer: It is agreed

that the choice of surgical treatment

for gastric ulcer is Bilroth I type of

gastrectomy.

(b) Duodenal Ulcer : All the con-
troversy is centered around the
surgical management of duodenal
ulcer. The frequent association bet-
ween duodenal ulcer and the increased

- secretion of acid and pepsin by the

stomach has led to the present view
that gastric hypersecretion is one of
the most important factors in the
pathogenesis of the ulcer.

The majority of the contemporary
surgical procedures for duodenal uleer

have as one of their objects a
permanent reduction of acid secretion
to alevel at which subsequent ulcera-
tion is unlikely, for example, partial
resection of the area of the stomach
bearing parietal cells and (or) removal
of the structures carrying the stimuli,
both nervous and hormonal, to the
acid producing cells.

The factors governing the choice of
any particular procedure are the
operative hazard and the liability to
such post - operative complications as
recurrent ulceration and post-prandial
and nutritional sequelae.

Improved aneasthesia and post-
operative management and less
radical resection have considerably
reduced the operative mortality and
the incidence of post-gastrectomy
symptoms. Further, the gratifying
long term results of the standard ‘2/3’
gastrectomy in over 759% of the
patients would at first sight appear to
justify its selection as the operation
of election in the majority of duodenal
ulcers that come to surgery.

However, it has become increasingly
obvious that there is a group of
patients who develop jejunal ulcer
after standard gastrectomy or other
procedures and surgeons have for
long tried to find a test which would
enable them to select those patients
especially prone to jejunal ulcer, so
that only this group could be
subjected to a more extensive ulcer
operation (Tanner 1956).

It has been found after extensive
research that the best way to tailor
surgery to the patient’s nced is by
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the use of ‘the maximum histamine
test meal’, the only quantitative test
available to day.

Response of Gastric Secretory
Mechanism to Histamine Stimu-
lation :

If histamine is infused intravenously

at a constant rate in humans, the

acid secretory response ultimately
reaches a level which remains con-
stant. (Fig. 1) When a consecutive

Total Acid
m Eq.

HIITAMINE

L
» ) F) E) 3 +

Hours

Fic. 1.

Intravenous infusion of histamine ata
constant rate in human beings indueosan
acid secretory response which gradually
riges to a level and then remains constant.

series of observations are made
on the same subject, it is possible to
construct a dose response curve, the
points of which lie on a sigmoid shape
and can be fitted to a logistic curve.

The_ curve .expressed the results of
the interaction of histamine with the
acid secreting units of the stomach
and applying the simple mass action
theory of physical chemistry (Adam -
et al), tlus_leads to the conclusion that
the maximum output of acid is
directly related to the total number
of secretory units in the stomach.

“Thlg maximum” histamine response
has since been applied to the problem
of peptic ulcer and a practical quanti-
tative test of gastric seerction with a
low variability has becn developed.

The ¢ Maximal "’ Histamine Test:
The patient fasts overnight. A radio-
opaque hevine tube is passed and the
tip is screened into position in the
antrum. The resting juice is aspirated.
For one hour the patient lies on his
left. side and the basal secrction is
aspirated  continuously with an
elec.trl.c pump. After 40 minutes the
anti-histamine ( mepyramine 50 mg. )
18 Injected intramuscularly, and at
thg end of the basal hour, histamine
acid phosphate, 004 mg. per kg. body
weight of the patient, is injected sub-
cutaneously. Continuous agpiration
1s maintained thereaftor for one hour.
The acid is estimated in the usual
way. Basal secretion refers to that
aspirated in one hour before the injee-
tion of histamine and maximal to that
in the subsequent hour. (Table 1).

TaBLE 1

Secretory Response to Maximal Hislamine Stimulation *

e 3

IR

Group S %
Normal males .. 14
Normal females 18

Duodenal ulcer uncompli-

cated — males ... 176
females 61

Basal Secretion Maximal Secretion
- m Eq. Hel.

m Eq. Hel.

7 Mean. Range  Mean. Range

25 0- 95 224 10'1 - 346
13 0- 68 146 0'1-313

60 01-231 375 42-91"7
32 01-149 243 4:6-439
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TasLE 1

o
~1
o

(Conitd.)

Group

. No. of
. subjects

Post-operative dyspepsias:
(a) Recurrent gastric and
suture line ulcers 9
(b) Jejunal ulcers
following gastro-
cnterostomy e 10
following gastrectomy... 14
(¢) Dyspepsia, but no
ulcer 8

Basal Secretion Maximal Secretion

m Eq. Hel m Eq. Hel.
Mean. Range  Mean. Range
14 0°10- 42 43 08-147

87 51-300 435 26:8 - 607
7T 06-198 311 77-82:0

1'5 01— £0 17 0-3-11-3

& Tho ** Maximal " Histamino Test.

It has been found, therefore, that
under the conditions of the maximum
histamine test, the acid response is
proportional to the number of
parietal cells present, that low out-
puts are associated with few cells and
high outputs with many cells and
because the curve runs through the
origin, there is no acid secretion in
the absence of cells. (Fig. 2).

RELATIONSHIP OF 1S$TIMATED ACID OUTPUT
170 PARIETAL CELL POPULATION

Pt
3 e s
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g ol /
.g. b
& IUT /
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v 4w go0 oo 1000 1200 1423 1609 1906

Estimated number of parietal cells ( Millions ).
Fia. 2.

Intoresting graph: Parietal cells in the
resectod portion of the stomach estimated
and thoir responso caleulatod by substract-
ing the rosponse to histamine of the gastric
romnant aftor gastrectomy from that of the
intact stomach boforo operation,

The advantage of the test over
previous methods are it is quantita-
tive in nature and the consistency
with which the results can be
repeated. The test, repeated months
apart on the same subject, have
shown minimal variation.

Secretory Response to Histamine
Stimulation. Use of Maximum
histamine meal in selective gas-
tric surgery:

The evidence we have accumulated
leads us to believe that if recurrent
ulceration is to be avoided for duode-
nal uleer in the individual, patients
should be selected in the light of the
secretory capacity of his gastric mem-
brane and should in fact be ¢ tailored’
to the size of his parietal cell mass.
It is not in dispute that objectives
other than the avoidance of jejunal
ulcer, viz. the age, the sex of the
patient, the pressure of inter-current
diseases or any technical difficulty may
influence the choice of the surgical
procedure. But since the object of
surgical treatinent is to cure peptic
ulceration, the achievement of this
aim must be the primary consideration
in the large migority of the patients.
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Against; this back-ground, it is
important to scrutinise the surgical
methods at our disposal.

1. Vagotomy: Vagotomy alone is
no longer practiced, as the gastric
retention it lead to post-operatively
killed the operation. Dragsheat first
introduced vagotomy over 20 years
ago and the operation has been
attacked by surgeons all over the
world. To day, vagotomy is done
along with other operative procedures
available at present. We can do
bilateral selective vagotomy and have
also methods at our disposal to find
whether the vagotomy is complete or
not at the time of operation.

2. Euxtensive or total gastrectomy :
Resection of the entire acid bearing
area of the stomach is seldom, if
ever, justified as the initial surgical
treatment of duodenal ulceration
because of the greater operative
mortality and a greater increased
incidence of undersirable side effects.
However, there is a group of duodenal
ulecer subjects who secrete, in the
resting state, as much acid as the
normal subject will produce in res-
ponse to maximum stimulation with
histamine, and in such subjects total
gastrectomy may become necessary.

3. Vagotomy and 2 3 standard gast-
rectomy :  This procedure, promoted
by an appreciation of the marked
diminution in acid secretion after
complete vagotomy, has proved most
satisfactory in the treatment of
patients with a high acid output.
The addition of vagotomy appears
to make little, if any, difference in
the immediate post - operative re-
covery and confers a high degree of
immunity from ulcer rcurrence.

This procedure is adopted when the
maximum output in one hour after
histamine has been found to be
50 m/sq. or more.

4. Standard CGastrectomy : 15% of
duodenal ulcer patients treated by
standard gastrectomy, who are en-
tirely satisfied with the results of
operation, are presumably those in
whom resection achieved a reduction
of the acid output to a satisfactory
level without so interfering with the
gastric reservoir as to produce a
post-gastrectomy syndrome.

5. Vagotomy and Hemigastrectomy :
As a procedure this be can be adopted
In patients with a relatively less
amount of acid secretion. This proce-
duré cuts down the incidence of post-
gastrectomy symptoms and at the
same time gives a high degree of
immunity from ulcer recurrence.

6. Vagotomy and conservative sur-
gery: The marked reduction in the
acid secretion following complete
vagotomy would appear to justify the
procedure in combination with more
conservative gastric operations in
patients with only a moderately
raised pre-operative acid output.

The addition of vagotomy may
render practicable the controversial
Bilroth I resection and a com-
bination of vagotomy with a drainage
procedure, pyloroplasty or gastro-
enterostomy may yet be shown to
provide long term results comparable
with those obtained by gastrectomy
in those selected duodenal ulcer
patients who do not have a very high
acid output.

Amongst the conservative operations,
I feel that a combined vagotomy -
pylorectomy is a superior operation
than vagotomy and gastro-entero-
stomy in selected cases. We have
done over 100 operations of vagotomy
and pylorectomy and we have no
regrets.

Selective surgical treatment for duo-
denal ulcer based on the quantitative
measure of acid secretion thus offers

Selective Gastric Surge

an eminently rational and practical
approach to the problem of recurrent
ulceration, Patients in whom the
acid output is not particulary high
can be treated by standard gastrec-
tomy or by vagotomy combined with
one of the more conservative pro-
cedures, whereas more extensive
operations are necessary in patients
with a high acid output.

This tailored gastric surgery would
markedly diminish the incidence of
recurrent ulceration without at the
same time paying “the entirely
ridiculous price” of subjection of all
duodenal ulcer patients to the same
radical operation (Tanner 1952).

Recent follow-up study of cases on
whom selective gastric surgery has
been performed using maximal hista-
mine test meal has shown extremely
good results.

Problem of recurrent wulceration :
One should have an efficient follow

Tas

ry — C. R. Subramaniam 277

up system of one’s gastric cases if
one is interested in the problem of
recurrent ulcerations.  Recurrent
ulceration nearly always follows
operations for duodenal unlcer and are
unknown after operations for gastric
ulcer. Incidence after gastrectomy is
about 5% and after gastroenteros-
tomy variedly reported as highas 50%.

Recurrent wulceration is of three
lypes :

1. Jejunal ulcer.

2. Gastric ulcer.

3. Suture line or the silk suture
(F. B.) ulcer.

We are here concerned about jejunal
ulcer which is due to insufficient
reduction of acid.

Results of maximum histamine test
meal in cases of jejunal ulceration :
Section of stomach remnant after
partial gastrectomy. Using stomal
blockade technique ( Marks. 1957 ).

LE 2

Acid outputs before and after gastrectomy in four subjects
developing jejunal ulcer.

Pre-operatlve levels Post (?peratlve levels Post operative interval
in m Eq. in m Eq. L
ol S . e before jejunal ulcer
Basal Maximum Basal Maximum development
23'1 917 96 38-2 3 months
42 485 20 167 12 months
10:8 735 31 282 24 months
210 750 70 27-0 6 months

Jejunal ulceration could have been avoided in the above cases if

vagotomy has been added to the
procedure,

gastrectomy as a primary operative
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Cause of high acid output in cases
of jejunal ulceration following gas-
trectomy : 1t has been shown that
the number of parietal cells per unit
area is similar in the proximal and in
the distal portions of the body of
the stomach, and suggested that the
number of parietal cells in the gastric
remnant after standard 2 3 gastrec-
tomy is essentially dependant on the
area of gastric mucous surface left
behind. Investigations carried out
by Card and Marks (1857) indicate
that a large acid secreting capacity
and by consequence a large parietal
cell mass, may remain after a gastrec-
tomy generally considered adequate.

The role of wvagus nerve after gastrec-
tomy : Available evidence indicates
that the role of the vagus in the pro-
duction of acid from a gastric remnant
after operation is no less important
than it is in the intact stomach.

Role of the endocrine system in re-
current ulceration : Ulceration may
occur despite adequate vagotomy
and gastrectomy, but the machanism
responsible for continued production
of acid sufficient to induce it is not
fully understood. Almost all har-
mones have been blamed but the one
of recent interest to all of us is the
Zollinger Fallisson Syndrome.

Role af pyloric antrum after gastric
resection :  Failure to remove the
whole of the mucous membrane of the
pyloric antrum in technically difficult
gastrectomies is followed by a high
incidence of jejunal ulceration, due
apparently to the continued release of
gastrin and consequent stimulation of
the acid secretion.

The importance of antrum is empha-
sised by the recurrence of ulcers
after tubular gastrectomy ( Wagen-
steen ) which led to the abandonment
of this procedure.

Manag.ement : Prevention of jejunal
}xlcgratlon by selective surgery as
indicated previously with the use of
the maximum histamine test meal.

Fra. 7.

. Severo entortitis and primary
jejunal ulceration may bo asso-
ciated with ulcerogenic tumours
of the pancreas. Tho hormono
stimulus for gigantic gastric hy-
persecretion may ariso from :
{A) Carcinoma, (B) Diffuse ado-
pomatosis, (C) Aberrant tumours
in the wall of the duodenum,
(D) Matastatic Carcinoma all of
the non-bota cell typo. (I8) Small
bowel changes may be a dircet
hormone response, (F) Primary
ulceration of upper jejunum which
appoars to bo pathognomonie of
this discase. (Aftor zollingor).

©

Fra. 8.
. Othor possible uleerogenic
stimulation may comoe from

tumours of (D) Adrenal cortex,
(F) Antr. pituitary, (&) Para-
thyroides. Because of the mani-
fold origin of stimulation, total
gastroctomy is wiser than total
pancreatectomy. Even a atrip of
gastric mucous membrane loft
behind may astart the wholo
procoss of ulceration again.

(A, B & C—B8ame as for Fig. 7)

Seléctive Gastric Surgery

Jejunal uloer - following  previous
operations: - Although:. . vagotemy
alone for anastomotic ulcer following
previous operations has given extre-
mely good results, one has to be
aware in certain cases to use addi-
tional procedure with vagotomy.

Jejunal ulcer following gastro-entero-
stomy : The operative procedure
here will depend on the position of
the stoma. whether it is a low one or
a highly placed one, and also the acid
response to maximum histamine
stimulation (TIig. 3).

“MAXIMAL” HISTAMINE STIMULATION

]

IN CASES OF JEJUNAL ULCERATION fost
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Jejunal ulcer following gastro-
enterostomy.
Fia. 3.

The cross hatched areas represent
one hour hasal secretion.

Jejunal ulcer following gastrectomy :
If the symptoms are early and mild,
medical treatment alone would suffice.
If chronic, the choice of the surgical
procedure will depend upon the acid
secretion using maximum histamine
test meal with the help of stomal
blockage technique (Fig. 4, 5 and 6).

Presistant cases: Pancreatic tum-
ours should be thought of. In some
cases a course of deep x-ray therapy
may be instituted if the patient
refuses operation or surgery 1s contra-
indicated.

— C. R. Subramaniam

NG TR
Gastro - jejuno - colic fistula : i ~_,/

occurs in about 8% of patients with
jejunal ulcer who come to the hos-
pital. This is more after posterior
gastro-enterostomy or antecolic gas-
trectomy. Staged operative pro-
cedures arc advisable, either 3 stage
or 2 stage.

Lastly. T would like to say that the
time has come to classify peptic
ulcers. The results of surgery may
differ when the indications for surgery
are the same. In a preliminary

rear wtputs n male ducdenal uteer

Mean outpula n mate gasbric ulcer

0amR,

Jejunal ulcer after partial gastrectomy
14 cases.

FiG. 4.
The cross hatched areas represent one
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Non.Ulcer post gastrectomy Dyspepsias
8 cases.
Fic. 6.

‘“Maximal >’ histamine test
meal can be used to differentiate
non-ulcer post-gastrectomy dys-
pepsias and gastric and suture
line ulcers from jejunal ulcera-
tion.

study, we compared the results in
patients on whom the same opera-
tion was performed in the same
institution for the following indica-
tions:

Indications Good results

Pyloric obstruction 95%

Acute massive haemor-
rhage or repeated bleeding 969%

History of two or more

perforations 100%
Intractable ulcers 59%

The discrepancy between the results
in pyloric stenosis and in intractable
ulcers suggests the need for both
discrimination in reporting and a
review of indications for surgery in
the later group.

Surgeons should be more specific
regarding the indications for surgery
and the reasons for their selection of
a certain type of operation.

We realise the difficulties inherent in
acceptably classifying any disease

which is poorly understood as peptic
ulcers, but suggest this be attempted
because : -

(1) I!; \.avould stimulate experimental
and clinical study to test the validity
of such a classification,

(2) It would permit more accurate
study of the end - results of medical
therapy, as compared to surgical
therapy, )

3) It yvould permit a more accurate
comparison of the various surgical
procedures, and

(4) It may help to delineate indica-
tions for surgery more accurately.

I also stress the need for opening a
gastro-enterology research unit atta-
ched to the University where, with
the enormous material available, we
can certainly throw some light on
the many problems of gastro—intest-
inal disorders in our country.

In conclusion, if this presentation
stimulates discriminatson, imagina-
tion or discussion, it will have
achieved its purpose.
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MEDICAL RECORD - KEEPING IN TRIVANDRUM HOSPITAL

VARKEY CHERIAN

Trivandrum — What looks like a
filing room in the vast Medical College
Hospital in Trivandrum is proving to
be a vital aid to teaching and
research and also to the treatment
of patients.

Wooden racks running the length and
breadth of the room support stacks
of large manila envelopes whjch
contain the case histories of all the
patients admitted to the hospital. An
efficient system of indexing enables
any particular case to be taken out
readily for reference after any length
of time. The case can be easily
located through the name of the
patient or his disease.

Though this system of keeping
medical records for easy access was
only introduced a few months ago, it
has already proved to be popular with
the staff and students of the hospital.

According to the organiser of the
scheme, Mrs. Margaret M. Acker, the
purpose of the medical records library
is to have a central filing place for
every patient and to make that
records available for any purpose.

Mrs. Acker, who is a trained American
medical records librarian, arrived in
Trivandrum ten months ago to
organise such a library. Her services
have been furnished to the Trivan-
drum hospital by the United States
Government through the U. S.
Technical Co-operation Mission to
India. The Trivandrum Medical
Records Library is the first of its
kind to be instituted in a government
hospital in this country.

Explaining the different uses of a such
a central filing system, Mrs. Acker said

that it is a good teaching medium.
Medical students can walk into the
library and get all cases of the
incidence of a particular disease in
one place. Advanced research on
diseases is also facilitated by keeping
all records of a particular affliction
together.

In the operation of the hospital itself,
the library is of use because it helps
to check on the patients’ care and thus
to improve hospital services. And
the records even help to allocate beds
to patients.

The records can also be used by the
patient himself, if he should want to
refer to his back history even after
the lapse of several years. For legal
purposes too, the records will prove
to be useful.

Two members of the hospital staff,
K. Gopinathan Nair and K. Nalina-
kshan, are now being trained by
Mrs. Acker to replace her when her
two-year term expires.

Meanwhile Mrs. Acker is also putting
to good purpose her fifteen years’
experience with U. S. Veterans
Administration hospitals in Texas by
helping to cope with some of the
problems of a busy hospital. For
instance, she has helped to devise a
system of painted signs in different
colours to direct patients to parti-
cular departments in the Outpatient
Section.

A graduate of the University of
Houston, Texas, Mrs. Acker took-a
one-year course in mniedical records
librarianship at the College of
St. Scholastica, Duluth, Minnesota.

— U.S. L. 8.
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TECHNIQUE OF MEDICAL Rnconb.xm-:'imc INTRODUCED
IN TRIVANDRUM HOSPITAL

Mrs. Margaret M. Acker, U. 8. TCM specialist, holds a case hist
the Medical Records Library, Trivandrum Medical College Hospital, “:;i(l);yh:xr-“:asl:g)ceia:;

Mr. K. Gopinathan Nair refers to the index file. Mrs. Acker organised the library in

Trivandrum. The racks at back contain the medical records.

Mrs. Margaret M. Acker, U. 8. TCM specialist, holds an index card at the Medical
Records Library at the Trivandrum Medical College Hospital, while two of her associates,
Mr. K. V. Narayanan Nair (left) and Mr. K. Nalinakshan locate case histories.
Mrs. Acker organised the library in Trivandrum.

FILARIAL LYMPHADENITIS NECK —

N. RAMACHANDRAN, M. B, B. 8.

Chandra’s Clinic, Cuddalore N. T., South Arcot

A case of chronic filarial lymphade-
nitis of neck, infested with an adult
filarial worm :

Name: M... Age: 5 years Male.
Duration of the glandular enlarge-
ment : 2 years.

Previous History: Always healthy ; no
attack of cough, fever or lymphade-
nitis or swelling of the limbs.

Clinical condition at the time of examination :

Local : A fairly big supra-clavicular
glandular enlargement associated
with three other enlarged glands
along the posterior border of the
sterno-mastoid muscle in the left
posterior triangle. All glands not
hard; freely moveable; neither
shotty nor rubbery consistency; but
slightly tender.

General: No glandular enlargement
anywhere else in the body. Liver gnd
spleen not enlarged ; no local swelling

of the soft tissues.

Throat : Tonsils slightly enlarged
and adenoids normal.

Laboratory investigations : Total W.B.C.:
8600 H. B. 75%; Poly 65%; Lymph
25%; Eosinophilosis 10%; R. B. C.
normal in size and shape ; no abnor.mal
white cells seen ; V.D.R.L.: Negative;
E.S.R. 15m. m. in the first hour.
X-ray of the chest: mno active lesion
or bilar adenitis. Night blood was
examined only after the biopsy result
was obtained. No micro-filaria was
seen.

Treatment adopted: No definite clinical
diagnosis could be made and hence a
biopsy was advised to the parents of

CASE REPORT

the child; unfortunately refusing
operation, bunderbuss treatment
started with a course of procaine
penicillin injections, followed by a
course of streptomyecinand I. N. H,,
covering over a period of about two
months.

Parents, later, consented for a biopsy,
convinced of the ineffectiveness of the
above treatment. On the operation
table I found, that what appeared
clinically as discrete moveable glands,
were really masses of fibro-fatty
tissue in which the posterior cervical
glands were embedded and practically
entire masses were removed. Biopsy
report (done by the Madras Medical
Pathology Department) is one of
chronic filarial lymphadenitis with
an adult worm seen in section.

Discussion : This case is reported since
the above lesion in the cervical glands
is rare; and also since it illustrates
the value of biopsy in any neck glands
(except in cases of secondary carci-
nomas and obvious lymphosarcomas)
before starting any therapy, since
cervical glands can be affected in a
variety of conditions.

Though, theoretically, adult worm
filarial infection can occur in any part
of the lymphatic system, for unknown
reasons Wucheria Bancrofti choses as
its abode the inguinal and deep pelvic
lymph nodes and the thoracic duct
causing obstructive lesions in the
lower extremity; whereas Wucheria
Pacifica of the Pacific Islands finds
its abode in the epitrochlear glands
causing elephantiasis of the forearm
and hand.
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Three types of pathological changes
can occur in the filarial lymphatic

glands:

(1) Acute lymphadenitis involving
any gland in the body associated
with acute lymphangitis and eosino-
philic infiltration of the gland.

(2) TFormation of epithelioid cells
(monocytes swollen with lipoid mate-
rial as in tubercular infection) in the
glands due to the presence of micro-
filaria.

(3) Enlargement due to the adult
worm infection in the favourite sites
(vide supra) infiltrated with giant
cells, plasma cells and lymphocytes
and eosinophylls.

So ﬁ.laria_l lymphadenits also . should
be considered in the differential
dlagn.osus of cervical glandular
swellings. The common lesions are :

(1) Tubercular.

(2) .The lymphoblastoma group (lym-
phatic leukemia, Hodgkin’s disease
and lymphosarcoma) all of which
primarily start in the neck before
becoming systemic.
(3) .More rarely Kalazaar has a
special affinity for glands.
(4) Leprosy.

Referonces: Boyd's Pathology

Prico-Medicino

Manson Bhar-Tropical
Medicine.

ABSTRACTS AND EXCERPTS

CIGARETTES OR HEALTH?

.When will the tobacco manufacturers realize that by their efforts
to stimulate the smoking of cigarettes they are doing the nation a
disservice and threatening so to interfere with the health of the nation
that Parliament may be required to take action in the matter ? One does
not nee.d to be an alarmist, a faddist, or a kill-joy to be disturbed at the
way things are developing. Whatever may be the final verdict on the role
that cigarette smoking plays in the genesis of carcinoma of the lung,
_there Is unanimous agreement in the medical profession that heavy smoking
1s bad for health. It affects the cardiovascular, respiratory and digestive
systems. The recent emphasis on the association with malignant disease
has,. unfortunately, distracted attention from the other deleterious effects
of cigaretto smoking. How many chronic bronchitics, for instance, realize
that, as Dr. James Laurie pointed out in our December 1960 issuc
( The Practitioner, 1960, 185, 722 ), “severe bronchitis is seldom found in
one who has never smoked’.

In spite of this overwhelming evidence of the dangers of smoking,
the tobacco industry almost doubled its advertising expenditure last yoar,
a‘nd in the first nine months of the year spent £ 2'2 million on advertising.
Their future plans are even more ominous. According to the financial
pages of a recent issue of the The Times (January, 16, 1961): ¢The year
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1962 and 1963 seem to be particularly full of promise, other things
being equal. In these two years the large crop of post-war babies will be
reaching the age of persuasion. Teenagers already form a sizeable portion
of the industry’s sales, and it is noticeable that the manufacturers’
advertising campaigns are tending to be directly towards this section of
the population’. If this is the case, then what is the use .of doctors,
school teachers and social workers doing their utmost to prevent children
acquiring this habit ? What the tobacco companies and their shareholders
have got to realize is that far too many people are smoking far too many
cigarettes. Their frantic attempts to encourage this process are becoming
anti-social ; if they are not voluntarily curtailed, then Parliament will need
to intervene. We have now reached the position where the shareholders
of the tobacco industry cannot be allowed to wax fat at the expense of the
health of the rising generation. Compulsion is odious but, if people
persist in being anti-social, there is no alternative. Unless the tobacco
industry rapidly shows a greater sense of responsibility to the community,
Parliament will have no alternative but to act —, say, by doubling
the duty.

— “The Practitioner”, March 1961, Editorial.
» * * *

FILARIASIS IN MALAYA:

At a meeting of Royal Society of Tropical Medicine and Hygiene held
in London on January 1961, Dr. Thomas Wilson, formerly of the Institute
for Medical Research, Kuala Lumpur, discussed Filariasis in Malaya.

At one time the story seemed simple: the filaria was Wuchareria
bancrofti, spread from man to man by Culex fatigans, as elsewhere in the
tropics. Then a new filarial worm was described by Brug in Sumatra and this
was found in Malaya also; it is now known as Brugia malayi and it is
spread by mosquitoes of the genus Mansonia, which are notably different
in form and habit from C. fatigans. But then a micro-filaria indistinguish-
able from B. malayi was found in monkeys, and this suggested the possibility
of an animal reservoir of human disease. Investigation revealed a spectrum

of filarial infections.

1. W. bancrofti is a parasite of man transmitted by C. fatigans and
some anophelines; it exists in certain restricted foci of Malaya.

2. B. malay: exists in a periodic form whose microfilariae are thick
in the blood at night but not by day, and this is transmitted by Anopheles
barbirostris and species of Mansonia; it can be transmitted experimentally
to animals. It is common in coastal rice fields.

3. B.malayi also exists in a semiperiodic form present in the blood
by day and night but with definite nocturnal increase. 1t is transmitted by
Mansonia * dives ”” and other swamp forest species, and this form can he
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readily transmitted to animals, notably cats, and many natural infections
have been found in dusky leaf-monkeys and other species. This is a true
zoonosis. It is found in riverine areas.

4. B. pahkangi has ‘peen found in cats and other animals, and is
probably spread by Mansonia annulata and perhaps Armigeres obturbans;
it has been transmitted experimentally to man.

It seems, therefore, that a reservoir of infection exists in animals of
the semiperiodic B. Malayi, and this fact influences the epidemiology and
control of the disease.

Filariasis in Malaya is largely a rural disease, but there are differences
in sex distribution which have not been explained. The infection appears
0 fluctuate with the passage of time, and it seems likely that some degree
of immunity develops; the incidence of elephantiasis is relatively low.

Control has been attempted by mass treatment with diethyl-
carbamazine, with encouraging results in some parts but poor results in
others (where the animal reservoir may be important). Residual insecti-

cides have had little effect.
—— The Lancet : February 4, 1961, Puage 261.

* * » »

SERUM PROTEINS AND HEPATIC FUNCTION IN PREGNANCY WITH
ANAEMIA IN NIGERIAN WOMEN.

Edozien and co-workers from Ibadan report: ¢ Our data do not
support ‘the view that anaemia of pregnancy in Nigerian women is due to
deficiency of protein or to liver disease.

« No significant differences in total protein concentration and in the
serum protein fractions have been found between pregnant Nigerian women
without anaemia and the majority of the anaemic pregnant women. Only
669, of our anaemic patients had biochemica.} evidence of severe protein
deficiency, but even in these cases thg anaemia was due to deficiency of
iron andjor folic acid, and not to deficiency of protein.

« With the exception of the seroflocculation tests, no significant
differences exist between the rt?sults of f:he liver-function tests in normal
pregnancy and in pregnancy with anaemia. O_f the _anaemic patients 107
had abnormal seroflocculation reactions, but this finding is considered to be
secondary to the anaemia. .It is clear from the analysis of our results that
the majority of anaemic patients must be free from severe liver disease.

« On the other hand our data show dietary deficiencies of haemopoi-
etic factors - and in particular deficiency of folic avid - to be important in
producing the anaemias of pregnancy in Nigerian women. ’

— B. M. J. February 4, 1961, Page 333.

NEWS AND NOTES

COLLEGE OF GENERAL PRACTITIONERS

At a meeting of the College Council held on 20th April 1961 the

following decisions have been arrived at :—

1.

Integrated refresher courses be started in Hyderabad to start
with.

The first of the refresher courses be held on Sunday 14th May 1961
from 10-30 a. m. to 1-30 p. m. at the Osmania General Hospital.

These refresher courses be held on the second Sunday of every
month.

These refresher courses to take the form of integrated talks by
éxperts in concerned disciplines of Medicine, and be supported by
case demonstrations, case records, illustrations, etc., followed
by a general discussion.

These talks be practical and suited to the needs of general
practitioners rather than be academic.

These courses be open to members of the College only.

Membership of the College be thrown open to all registered Medical
Practitioners of Modern Medicine in the following categories and
on the following terms :

(a) Life membership: on payment of Rs. 200-00 in a lump sum.

(b) Ordinary membership : on payment of (i) Rs. 12/- p. a. in the
case of those who are not members of the I.M. A. and
(ii) Rs. 8/- p. a. in the case of those who are members of

I.M A

(c) Associate membership : on payment of Rs. 5/- p. a. open only
to fresh entrants in the profession and those not having more

than three years’ practice.

For the first course and till such time that adequate number of
life, ordinary and associate members are enrolled, the courses
be open to foundation members only. Foundation members
may bring up to two registered medical practitioners as guests
after prior information and on payment of Re. 1/- per guest per

gession.

As soon a8 adquate number of members are enrolled, regional
faculties be formed to conduct similar courses on regional basis.
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Forms of application for membershig.cagrbehud from the undersigned
or the Hon. Secretary I. M. A., Andhra Pradesh’ Braich, Office ofg e
Indian Medical Association, Sultan Bazar, Hyderabad.

o ... K. N. WAGHRAY
President.

N. B.: Tentatively the following subjects are proposed to be covered under the programme:~

i) Acute abdomen
ii) Fevers
jii) Chronic congestive cardiac failure
iv) Common respiratory diseases
v) Common skin diseases.
vi) Leprosy
vii) Early detection of malignant diseasges
viii) Anmmias
ix) Management of diarrhoeas
x) Managément of convulsive disorders.
This is subject, however, to modification as may be deemed necessary.

THE INDIAN CANCER SOCIETY — FIRST .ALL INDIA CONFERENCE

The Indian Cancer Society proposes to hold the First All India
Cancer Conference on 8th, 9th and 10th December, 1961 at Bombay.
Scientific papers on tumours and related problems are invited from doctors
throughout India. The last date for sending in the abstracts is 30th
September, 1961. The Society is approaching the Railway Board to obtain
concession for delegates attending this Conference. It will bear all lodging
and boarding expenses of the delegates whose papers are accepted. Further
details are available from:

Dr. JUSSAWALLA, M.8, F.R. 0. 8., F.1. C. 8.,
Honorary Secretary,

Indian Cancer Society,

Hospital Avenue, Parel,

BOMBAY - 12.

NEW ANTIBIOTIC — POLYMIXIN M.

The Kiev factory of medical preparations has begun the mays
production of a new Soviet-made antibiotic, polymyxin M. Its properties
were studied by research workers of the Moscow University and the
Institute of New Antibiotics of the U.S. 8. R. Academy of Medical Sciences.

Polymyxin is especially effective in treating infections caused by
Pseudomonas cyanogenes, a bacteria extremely resistant to most other
antibiotics.” Polymyxin is also active against the pathogenes of diptheria,
colienteritis and other intestinal infections. It is effective in treating
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nds, otitis and various. skin diseases. It can beg

burns, suppurative wou an 3. skin It « .
bination with other antibiotics, sulfanilamide or

used individually in com
nitrofuranic preparations.

Polymyxin M has a certain toxic effect on the human organism,
especially the kidneys and is used mostly locally.

The preparation dissolves readily in water and is used either in
solutions or ointments.

ENZYME FOUND EFFECTIVE AGAINST DANGEROUS BLOOD CLOTS

Dr. Eugene E. Clifton of the Cornell University Medical College in
the United States has succeeded after a seven-year study in isolating an
ch may be the long-needed substance that dissolves human

whi
ey hat have formed and threaten death.

blood clots ¢

The enzyme, which is found in human blood, is called fibrinolysin.
While Dr. Clifton and his associates have given injections of fibrinolysin to
only 45 men and women suffering  from critical heart ailments,
39 survived. The remaining six were In a state of shock or of a hopeless

heart condition before appearing for treatment.

Dr. Clifton said recently that injections of fibrinolysin would usually
an emergency and that, although the enzyme might save

i ly in
be given only 1d not always be successful.

wany lives, it wou
d that fibrinolysin will also be helpful in other ailments,
that involve blood clots. Among these are phlebitis,
to which young mothers are sometimes subject.

It is hoped th
bhesides heart cond1t10n33
an inflammation of a vein,

SUBSTITUTE FOR CURARINE

Uzbek scientists have found a substitute for curarine, a muscle-

relaxing preparation used to facilitate complex and protracted surgical

operations.

Curarine is made from the wild plant curare, which is found only
in American prairies. Both the composition of the preparation and the
method of its manufacture are held a close secret.

Uzbek scientists have found an alkaloid which not only substitutes
curarine, but surpasses it in medicinal properties. The new preparation,
called  Demsemien ’, was isolated from larkspur, a herbaceous plant widely

growing in Central Asia.

It has been tested with success, and has been found to be superior
to the American preparation in that it has no harmful cffects on the

organism when administered in the same doses.



ASSOCIATION NOTES

BRANCH NOTES
Madras City Branch:

1. A meeting was held on 17—12-—1960 at the Madras Medical
College Common Hall with Dr. G. Sriramulu in the chair.

Doctors S. Balasundaram and A. J. Mehta who went to Europe
as members of the I. M. A. study tour team gave their impressions of the
tour. The speakers answered a few questions from members. Later
messrs Glaxo Laboratories screened the following films :

1. The Grieseofulvin Story. 2. A vitamin emerges.

2. A clinical meeting was held on 3—3—1961 at 7. p. m. at the
Madras Medical College Common Hall. Dr. G. Sriramulu presided.
Dr. Undritz, M. D., delivered a lecture on “ Recent trends in the treatment
of anaemias . The lecture was supported by slides.

Madurai Branch: .

The general body meeting of the Madura Medical Association was
held on Saturday the 15th April, 1961.

Dr. G. Subramanian, M. B., B. 8., M. R. 0. P, (Edin.) Reader in Medicine,
Madurai Medical College, Physician, Government Erskine Hospital, Madurai,
gave an interesting lecture on ‘ Early diagnosis of heart disease ”.

Pudukkottai Branch:

An inter - District Medical Conference of the members of the Indian
Medical Association branches of Trichy, Tanjore, Madurai, Chettinad and
Pudukkottai was held on 8th April, 1961, in connection with the Centenary
Celebrations of the Town General Hospital and Diamond Jubilee Celebrations
of the Ranee’s Hospital, Pudukkottai, in a specially erected pandal at the
Town General Hospital.

Dr. L. Sylvester, District Medical Officer, Trichy presided. After
tea, Dr. R. Subramaniam, M. 0., M. R. C. P., Professor of Medicine, Madras
Medical College, Madras delivered an interesting lecture on ‘ Recent
Advances in the Drug Treatment of Hypertention ”. He discussed about the
latest drugs and after this a lively discussion took place in which several
members took part. Dr. C. 8. Sadasivam, M. 8., Professor of Tlgoracm
Surgery, Madras Medical College, Madras gave a lecture on “.Mal.lgnant
Conditions of Oesophagus” and illustrated with epidiascopic projections of
x-ray films and slides. Then Dr. K. A. Krishnamoorthy, M. p., M. R. C. P,
Pediatrician, Erskine Hospital, Madurai gave an interesting legtur.e on
““ Nephrotic Syndrome in Children”, and the use of corticostroids in the
treatment of this condition.

After a sumptuous dinner, the members were entertaEed :go?%?
music by 8. Vijayalakshmi and party and then there was at dmt 1158
messrs Glaxo Laboratory (India) Ltd., and the meeting terminated & .
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Standard Pharmaceutical Works Limited
® £7, Or. Suresh Sarksr Road, Calcutts-14 @
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C. A. F.

(CHLORAMPHENICOL USP) 250 Mg. SEALED CAPSULES

For treatment of VARIOUS BACTERIAL INFECTIONS
Product of : CHEMUNION « LUGANO - (SWITZERLAND) Y

PRICE
12's Pack . Rs. 320 500’s Pack «. Rs, 8125
100’s  Pack » 1750 1000's Pack we Rs. 160700 )
3 Packs at a time ... . 1675 SPECIAL RATE FOR BULK ORDERS

C. A. F. Order for Rs. 20/- and above free BY POST,

ZAMA OIL : Best for Colds, Coughs, Pains etc. t
ZAMA RUB : (Strong Pain Balm) For Headaches, Coughs, Rheumatic
Pains ete.

ZAMA INHALER: For Cold Stuffed Nosc ete.
AMARCOSE : (Pure Glucose Powder) For Energy & Fitness eto.

Manufacturers & Distributors:
AMARCHAND SOBACHAND

P. B. 513, 95, NYNIAPPA NAICK ST., MADRAS-3
Grams: '‘ZAMA" Estd. 1900 Phone: 5282

In all stages of Intestinal
Amaebiasis

PRESCRIBE

ENTROKIN

B.C. P. W. lodochloroxyquinoline

LOW TOXICITY
HIGH THERAPEUTIC VALUE

* .
Algo useful in

OTHER INTESTINAL INFECTIONS
OF VARIOUS AETIOLOGY

*

BENGAL CHEMICAL

cALCUTTA - BOMBAY - KANPUR

am————
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EPHOMAG

# DEPENDABLE ORAL ANTI-ASTHMATIC
P ‘ S

FORTE
V' TABLETS ¢

ELIXIR
Contains :
Ephedrine Hcl, Aminophylline, Sod. lodide,
Sod. Benzoas, Caffeine Citras, Belladonna,
Lobelia, Adatoda, Glycyrrhiza, Senega, etc.

Wﬂ € Mar arels /qarma o[)aéd ‘
Telegrams: MAGMARS

o w0, SAN THOME HIGH ROAD, MADRAS.28. Telephone: 71886 o4

- *)
CID OM A Antacid, Gastric Sedative ‘

& Digestive corrective.
(TABLETS)

FERIMAG

Elixir i
GENERAL TONIC & RESTORATIVE

Indicoted in
Anoemia, Mainutrition,
Convalescence &

Weakmess after childbirth.

Contains:

Liver Extract, Vitamin B Complex, Niacina-
mide, Exsiccated Ferrous Sulphate, Sodium
Glycerophosphate, Manganese Glycero-
phosphate, Copper Sulphate & Strychnine
Hydrochloride.

PROSUNT

W//? c 7%0/' arels /%arma o[)aéd

®, SAN THOME HIGH ROAD, MADRAS-28. —
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t A new Erd in Iron Therapy
" FERROCHELATE 'ALBERT DaviD
IRON CHOLINE CITRATE IN CHELATED FORM:
* NEW, BETTER, SAFE, ORAL TRON,
No side reaction, well-tolerated even in Peptic Ulcer casos.

* Chelated-Iron Salt is highl soluble, with efficient i
Tancot, 31st My, 1638 11633., 1 efficient absorption (Ref.)

* Added advantage in administration with eve di
Antacids, Milk and high protein diets. * mediim such as

AVAILABLE IN THREE FORMS ;

1. COATED TABLETS: Each tablet contains:
Choline Citrate.

2. SYRUP: with Tron Choline Citrate, Vitamin B,;, Folic Adci
L-Lysine Monohydrochloride & D-Sorbitol. * P Folie Acid,

3. PEDIATRIC DROPS: Iron Choline Citrate,
Acid, L-Lysine Monohydrochloride & D-Sorbitol.

ALBERT DAVID LIMITED

I5, CHITTARANJAN AVENUE, CALCUTTA-13

Branches :
ALLAHABAD, BOMBAY, DELHI, GAUHATI, MADRAS, NAGPVUR, SRINAGAR, VIJAYAW

300 mg. Iron

Vitamin B,., Folie

ADA

s < C e e TR e u b e e i e e -

>

>

-t

Todine therapy without iodism

o rosok
T0OBLEE

Collosol Iodine can be used without risk in all
conditions in which ordinary forms of iodine, such
ds potassium iodide, would be indicated or used.

Packings: Oral 0.2%—112 ml. 560 ml. and 1,120 m!. bottles
* Injections: 0.2%,—~Boxes 6x5 ml. & 6x10 ml. amps.
0.4%—Boxes 6x 10 ml. amps. & 30 ml. vials
0.8%~~Boxes 6x 10 ml. amps. & 30 ml. vials
- 1.0%—Boxes 6x1 ml. amps. & 10 ml, vials

(Incorporaled in England. The Liability of Members is Limited)

9 THE CROOKES LABORATORIES LIMITED
> COURT HOUSE, CARNAC ROAD, BOMBAY-2
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