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Adrug which has to be taken for many years or eve
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Bight vears’ experience with Rastinon »Hoechg
millions of diabetics throughout the world has showigiel

Rastinon ;
re-establishes the physiological reguldtory mechanisigt:
stabilizes blood sugar within the normal range. 1

Rastinon
is not cumulative even in high dosage and thef#
carries practically no risk of hypoglycaemia.

Rastinon 1
hasa well-founded reputation for safety. It has no hal
effects on the liver and kidneys.

Rastinon
has been proved by use in millions of diabetics to
drug of choice for stabilizing diabetes in the elderlf
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diabetic patient with Lycanol:

Simple and safe in
administration and dosage,
Readily controllable. because
of short biological half-life,

2. Reliable lowering of
blood sugar level:

By the substance and ils

first metabolite, through
activation of lhe physiological
secretion of insulin

(the fi-cells of the islels of
Langerhans undergo
degranulation, and increase
in size and number).

Even daily blood sugar profile,

Mo hepatotoxic or nephre-
toxic effect. Because of
rapid excretion (about 90%
within 24 hours), no risk

of cumulation and no
tendency to hypoglycaemia,
Gastro-intestinal upset

and allergic reactions are
very rare. No general

cross allergy with sulphonyl-
ureas. Promation of
glycogen storage in the liver

4. Pyrimidine compound:

A new chemical class of
oral anli-diabetic compound,
without anti-bacterial effect,
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Anew hasic ether of morphing, Pholeadine (smorpholinglethyl-
morphinel, las been shown to have & powerTul ietion in depressing
the cough reflex.

Pholeodine, which has o sedative action supesior to that of
codeine while being decidedly loss teaie, is employed s the active
ingrediont in g uew cough linelus (o which the name ETHNINE
has been given.

The advintages of ETHNINE Lie jn il clfectiveness. with low
toxicity, and its freedom from side effects such a5 constipation
or digestive upset, X

ETHNINE 15 well tolerted by children aml adults and
i suitable for adminisication whenever o cough sedative is
censidered advisable,

ETHNINE

CONTAINING PHOLCODINE

Tn bottles of 4 and 80 Muid ounces
Literuture nnil samphe on apphicaton
An Allen & Hachurys Praduct
Manufactured for the Ceylon Agents
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EDITORIAL MOTICE
Crriginal articles and papers of interest to the Medical Profession are invited.

Seripts submitied for publication in the journal should be sent to Dr. A, Gabriel
F.R.C.S., Hony. Editor, General Hosplia!, Jaffnr. apees should be prepared in typescript,
double-spaced with 14" margins, and submitted in final form so a3 to. reduce the necessity
'!'or later corrections, The author (s) shouid retain a carbon copy for reference.

Authors should give their names, professional gualifications and their present
post or placa in which the work was carried out optionally.

The title should be precise snd, il possible, brief. “If the title glven is unguitably
long to head subsequent pages, a short title should be indicated for (his' purpose,

Tables nml Flustentions should 1 within the page size of the journal 9% 74" and
be kept separate. from the text,  Glossy photographs should be supplied uamounted and
drawings should be finished suitably for reproduction. Descriptive legends should be
typewritten and annexed to the appropriate ligures which should be serfally lybelled.

References in (he text should hear the author's surneme and the year of publicalion,
both within parentheses, e g. (Smith |960),

When the author's name is part of a text sentence, the form to be used is ex-
mplified thus: ..., “as Fernando (1945) observed, ... " ;

M thie reférence is to joing nulhorsliiip, all their nanes should be indicated on frst
appearance in the text thus:

LSk 'Pelm;in;in. Percra and Picris, (1962) . .
In subsequent references in the text, the form showld be  Singham er af, (1960,

References should all be listed at the cnd of the text in alphabetical order and not
numbered, The Hansard system should be followed here too, with medification as follows :

Galley Proofs will be submilted to the frst-named author unless otherwisc
requested for final revision and return within 14 days,
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l" uurmf eleven years stnce the veheme of
Ji v presreglsiragion internship was intros

The :c)mm- requires that every doctor
,hJ'y-'ﬂg for registration with the Ceylon
\ ad‘fcn.' Council, should fiave done six manths
hrgzry and six months DfMuﬂr.me while

¢ disciplines and at the end of which the
n'|'¢ will expect to have treating them
r| cr_woman of a reasonoble degree of
fence and a high sense of responstbility.

“Intern, moving ino Residence in n
aﬁa.‘qﬁgr the relative comforts (thowgh
E@m}g’s}_of hame life, meets the general
op the first time In a new relation-
e diferent from the wimtion af
eting patient fn o ward elass or

e I3 the first to sce an cmergency case
ughi i and the Ward Staff loak to hint fo
Jirst responsible decision as to what
i shold be given and what further
actlon should be followed. The emer-
case could be quite unnerving as fap-
0 one of the editors when, hardly had
posited his luggage and Ivoked around
e hospital when a staff nurse rushed up
and said "' Doctor, a patient has had a
tion 1o blood transfusion, what shall [
* The doctor in question wax vnly able
are af e agitated mirne In soupeficifon;
reupon the murse sald " Doctor, we

wsweally yive Adrvenaline™,  Ar this, the docior
said ** Ahy, yes, of course, Adrenaline, 1o
give Adrenaline " and retired ta the nearest
eonvenience fo wipe his  fevered brow and
regain fify com posure.

The Intern iy respongible for the smooth
runping of the ward, In the first place, he
owtines the first line of treatment which iz
based on his clinieal examination, without the
help of any investigations,  He orders these
later accarding to what dipgnasis he wishes to
confirm or what conditions he wants {0
exchide.  fle will fater be helped by iz
Physicion or Surgeon or Obstetrician but
the firet moves are hivalone and this baing 5o
hie showld set about this In a most careful
way. This iv something which those who are
supervising e work
emphaiize,

The futetn i the adwinisteator of the weaed,
He dv expected to se! that H’re resufrv af
izt ¥ oand i
are quickiy u{immedam!ffe\d' thay rl.fI fregf-
et ordered s meticalonsly carvied outy that
e thnintaing a close and harmonious fiaison
between  clinical and  para-cilnical  staff,
Failure to oo this may result in confusion,
dissatisfed patlents and even to wnpleasant
sitwations.

It is in this first year that the young doctor
learng ov showld learn that Wiy pavient is a
sick human being and not a “case”, and that
anxtous relatives must be consoled, and somes
times restrained firmly but with much gentle-
ness and kindness and that even frank rindeness
wiesd be met with patlence and courtesy,
grrespeciive af his own personal feelings.

aof  Interns should

BENIAMIN

Drx. V. A




We are the first ta adwic that all these
things may not e eaxy to eurrp ont, but
there is nothing lke teying and i the Tatern
even partially suceeeds Tn this, what a fine
spechnen of a doctor, the man i the sireet
will find receiving fim in hospital when he or
his toved ones foll sick, or wha fe wil! meet
in the Private Dispensary, shouwld our Incern
choase e Privale secior to sara hig fiving

The perfod of Infernship dis the perfri.‘ o,
irafing oot ondy in Medicine, Surgery and
Obsterrics but what is, we  think, for more
fmportant. (ralning in the  relationship of
doctor to patient and doctor fo doctor. We
wendd wish that i ek attention (if net
more) is paid (o thisaspectof Intern tralning
as iz glen to the imparting of profound
Medival and Surgical dogma.

e




Atk A1l
ERE has been a fairly high incidence
W of apinal cord compression in Jaffna as
rved duting the past two years. About
ndred patients have presented with
jgns and symptoms due to
mypression. The majority of these
filg Wers reatable.  In some instances,
e nls wers wheeled into the clinic
1%} foom  before treatment, have
dlit of the ward after (reatment. 1F
nosed early and treated, spinal cord
one of the most rewarding
Despite

rule, in, many eases. Hence it was
bt proper to deal with this subject in
paper, with special refecence (o Inla-

Pralapsed infervertebral dise and
sreervical spondylosis.

{a) Primary ar secondary neop-
lasms.

nles of the otbers.

"SPINAL CORD COMPRESSION

1594\ &y
| (MRS.) T. THURAIRAJASINGILAM, MB,B.S, (Cey.), D.M.R,D. {Fug),
{ Radiologist, General Hospital, Jaffua),

The lesion causing the compression may
be (1) Extradural; (2) Intradural
medullary; (3) Intramedollary.

SITE OF COMPRESSION: Ti;is viries
with the actiology and will be discussed
with the diferent types of lesivns,

AGE INCIDENCE: The most suseep-
tible age is between twenly and siaty years,
though occasionally patients outside tliis
age group are seen. In our serizs we had
only two paiients under twently years and
nane over sixly years.

SEX INCIDENCE: The large majority
of disc protrusions are geen in males. Both
sexes are equally lisble to spinal cord
lumours,

SYMPTOMATOLOGY:
affected in many ways,

The cord is

(1) Direct u:lmpre‘sinn which interleres
with conduction in the cord and ipmal
Toots.

() Pressure on veins leading to oedema
of the ¢ord below (he compression.

(3} Pressure on arteries leading to is-
chaemia of the cord.

{4) Obstruction to the (ow of cerebross
pinal fluid,

(7 and (3) lead to degeneration. of
ganglion cells and white matter which
causes sofiening of 1he cord (Compres-
sion myelitis)

The following struciures may be involved :—
1. Pasterior nerve roots.

2. Anterior nerve raots and anferior
horn cells.

3. Llong sensory (racts.
and 4, The Pyramidd] tracts,

Extra-,




In considering signs nnd symplons, one
must take into consideration, (a) rool pain
(b) sensory loss (c) motor symploms ()
reflexea (e) sphincter disturbances,

Root pain if present, gives a reliable
indication of the Tevel of the lesion; sensory
luss seldom corresponds to the level, excepl
in the lalest stages, owing to the overfup of
adjacent sensory areas: also sensory loss is
difficull to elicil.

Any lower motor neurone paralysis is not
recognizable early as most muscles receive
a double nerve supply. [eflexes are of
value in localisation especially if cne or
more reflexes are diminished and othzrs are
exnggerated.

In the early stages, the sphinciers are not
affeeted except in  lesions of the cauda
equina, conus medullaris and sometimes in
intramedullary tumours.

EXTRADURAL LESTONS: arc (1) Disc
protrusion (commonest) 30% occur in the
Iumbar region; 19% in the cervical region;
and 1% in the dersal region. (1) Tumours—
meningioma &nd neurofibroms; extradural
cysts, lipomas, Iymphogranulomas and
angiomatous malformations  have bren
described. About 20% of intraspinal lumours
are extradural,

INTRADURAL EXTRAMEDULLARY
LESIONS: These form about 60% of
intraspinal tumours, These are again
neurofibroma and meningioma, Oceasion-
ally, arachnoid cysts, dermroid cysts, tera-
tomas and lipomas and even plinmas may
be seen in these situations, The neurofi-
broma may take the form of a “dumbell®
tumour, which is partly extradural and
partly intradural or it may be & part of Von
lingh "s meurolib i

Reck

Meningioma may be single or multiple
or may form a plaque aver several sepments
of the cerd,

Both these types of umour aze small in
size, occur in relation (o posterior nerye

4:

tools on the postero-lateral aspect of the
cord (only abaut a gquarter of them are seen
on the anterior nspect), easily occessible nnd
can be completely removed except for o few
difTuse meningiomas,

About 15 to 209 occur in Lhe cervieal
region, 0% in the dorsal repion and 20% in
the lumbar region,

They cause (1) early roed pains.

() Hardly any sensory loss

(1) Ascending dislant sensory
loss, the lengest sensory fibees being affected
first and the shorter ones later so that
whatever the level of the lumour, the sen-
sory loss storls in the legs and spreads vp
the body,

(4) Late upper motor newrons
paralysis.

(%) Mo lower motor neurone
paralysis (except when C8 and T 1 are
affected.)

and {6} sphineter
(very fale.)

disturbances

Spinal compression is usually bilateral
and symmetrical if the lesicn is extradural
while intradural lesions compress hall the
cord mainly and produce usilatersl root
pains.

INTRAMEDULLARY TUMOURS: Are
gliomas and ependymomas.  Tumours of
vascular origin-angioma, hoemangioma nnd
lipoma and dermoids wre less common,
They comprise 20% of irtrespinal lumeurs,

Gliomas are solid or eystic end may
extend through several segments of the cord.
509% of these occur in the cervica! region.
They cawse (i) Late root poin, (i) Wide
local sensory loss by involvement of the
posterior horn eells, (i) Dissociated distant
sensoty loss by the involvement cf the
spinothalamic tract, (iv) Wide lower motor
neurcne paralysis (anferior  horn  celis).
(v} Upper motor neurore paralysis and
bladder symptoms earlier than ¢ xtramedul-
lury tumours. Motor symploms are usnally
hiluteral.

R R




wTUMOURS OF THE CONUS
0 MEDULLARIS: - These oceupy the region
i dftheatith and 12th dorsal and st lumbar
ebrite.:): They . press upon the lombar
weral necve roots and tip of the cord
prodice {1)° Root pain (2) Sensory loss
(3) Lower'motor neurone paralysis in
hé!distribution of the lumbar roots which
L supply the front of the thigh and the legs,
& pain in the thighs, wasting of the Quadri-
veps, footdrop and reduction of kneejerks
while'the ankle jerks are jncreased and due
pressure-on- the cords, the plantar res-
nbe exlengor and there i8 spastic paralys
he lags.. - The abdominal reflexes
ved while the cremastiie reflexes ure

minished,

i
TUMOURS OF THE CAUDA EQUINA:
heselare of variable size. Any of these
! ‘mentioted above in additi 1o
cysts of the flum terminale may occur.
S0nly one o ‘two nsrve rools may be in-
ved by'a small tumour for a long time or
0k lg;ntmr (ependymoma) may involve
! 1 The Jower roots are compressed
£ the upper ones, by a tumour al
vet/level ‘while a tumour at a higher
compredses all the rools.

10 the back extending to peri-
nd back of the thighs is the
symptom, It is cxacerbited
ky movements.

shaped anaesthesia and anal-
wer the buttocks and back of
 (he lower the tumeur is situ-
amaller the area of anacs-
1f the L5 and wpper sacral
‘caught, there is tensory losy
{he foot end posterior and outer
of the leg, when the fower
gegments Are involved, the
become anaesthetic and the
ay be unaware of tha pas.
lbffn catheter bul the bladder
taing some sensitivity,

‘motor ncurone paralysis in the
ion, of the sucral rocls—
and weakness of the ham-

wrings, glutei and calf muscles.  Tha
tibialis anterior may escape,

(iv) Loss of the ankle jerk and plantar
reflex but the knee-jerks are aormal
or even increased due (o weakness
of the opposing hamstrings.  Anal
and bulbo  cavernons rellexes are
preserved  Hl the thied and Tourth
sacral segmenls are involved.

Bludder and bowel fumelion distur-
bmices ocenr early ; precipitancy of
micturition, retention of fucces due to
unoppesed contraction of the inter-
nitl sphiscters although the external
sphinclers are paralysed, and finally
incontinence and complete loss of
contrel over the bladder and rectum
and impotence in males.

¥

(vi} Trophic symploms in the lower limbs
which mey be cold and cyanosed.
There wmay be dependent osdema
analgesia to injuries leading Lo sores
which beal slowly and leave perma-
nent scars,

INVESTIGATIONS
Examination of the Cerebro-spinal floid:

L. Pressure: The pressure of the CSF
is usually subnormal below the lavel of the
ohstruction and pulse and respiration have
no elfect oo it, although coughing end
sneezing still the pressure.  Chuicken-
stedt's test gives an idea of whether or not
theee is a block and il Lhers is, whether it is
partial or complele. The soag is that a
normal Quickenstedt’s Testdoes not exclude
a spinal block as 20% of cases of spinal
compression show a rise of pressure on
jugnlar compression,

II, Chemical Changes:  There i 4 rise
in Proteln eontent from the pormal of 20 o
40 mpms, up to 400 mgms., evea without
any block., Once obstruclion cecurs trensmd-
ation takes plags, between the localated CSF
below the block, and the Blaod wvessels;
proteing and pigments diffuse inte the CSF,
Llurning it vellow in colour and may clot

-




spontanesusly, the protein content dsing 1o
ng much o SO00 mg. o Syndrome).
The protein content of CSF may ke rarely
raised in o block ot the cauda equinga.
This was geen in one of our enses. Cervical
cord compression may nol produce  any
appreciabiz chiemical chunge,

‘ Extradural compression causes ohsiruction
to the circulation of CSF and the protein
content s wsunlly Between 41 and 150
mpms %, Iniradural tumours rarely produce
a block of the CSF but ies (extromedullary)
profein content is raised to very high lfevels.
Intramedullary tumours cavse o fate Block
and a rise in the protein conteat is slight.
CSF may not be obtrined if Cawdn equina
tumours fill the spinal canal,

RADIOLCGY ¢
(1} Plain Milms:  may be nonmal or may
show one of more of the [ollowing
changes \—
fa) Marrowing of the dise spuces,
(k) Flatlening or erosien of one or
move pedicles,

[t} Increase in 1he interprdicular dis-

.
np and down (e spinal canal, Films are
inken where & block or n Hlling defeet is
seen. Insuch instances, the Ol is repented
in o few hours or 24 hours laler to prevent
any fulse cheele.  Myodil causes mild jrri-
tation of the spinal cord on the first and
seecond day,  Patients develop pain at the
site af the lumbar pucelure, pain down the
leps and less commanly, neck rigidity and o
positive Kernig'a sign, Tn our experience,
only one boy had un appreciable reaction
with vomiting, neck rigidity and a strongly
positive Kerpigs sign.  His temperalure
was normal and all signs cleared up after
four days of treaiment,

Myodil is suid to cavse arachnoiditis.
Two patients who had had Myodil in their
spinal canals were sereeped but no evidence
of arachnoiditis was seen. In one, the Myodil
hud dispersed; in the other, it rempined o
a continuous shadow.

Myelographic appearances ©

The cord shows as a column of lghter
density surrounded by a dense shadow of
contrast medium in the subarachnoid space.
This space is narrowest at the cervical and
lumbar enlarg: and widest below the

tance (ang mlf )
subarachnoid eysts couse widering
of 1he spinal canal without erosion
of the pedicles,

(d) Destrveticn of the vertebral body
or lamina,

(e} Delformity of the nocks ol the
riby which may be splaved out.
This is difficnlt 1o demenstrale
but il seen, it is diagnostic of
spinal meningionma,

() In special cates like Von Rec-
klinghausen's  diseuse  (neuro-
fibroma) the limb bones may show
delormity,

(11} Myelography: givesan idea
of the site and position of the fesion.  This
consists of injecting & radio-opague sub-
staoce (Myodil) into the spinal canal by
either lumbar punciure of cisternal punciure
and abserving the passage of the substance

&

second lumbar vertebra where the cord ends.
Radioluscent nerve tissue may be seen [raver-
sing the opngue column. One or two bloed
vessels may leave their impress on it, Mild
constrictions of the column may be secn at
the intervertebral disc spaces. In the cer-
vical and lumbar regions, lilt'e trispgular
peaks or even tube like extensions are seen
as the contrast medium passes down the
sleeves of the arachnoid apd dura which
surround the nevve roots at each of the inter
vertebral foramina,

Extradural lesions: Prolapsed disc may
show as a llling defect or & complete *outl
off" of the myadil eolumn causing partial
ar complele block to the passage of Myodil.
The transverse margin of the block may
resemble a hundle of sticks.  Extradural
(umours strip the theen off the pedicles
and displace both (he cord and the theca,




extramedullary (umours:  Dis-
githeroord but the theca lies against the
¢ Myodil forms a cap arcund the

kil <.
inry - tumou The cord re-
cal 'but is gravid, thinning down
geffMyodil column on either side,
(biéva lies against the pedicles,

CASE HISTORIES

in:the last two years, one hundred
oty have.oalled at he Jaffna Hospital

for newralogical disorders of spinal origin,
These patients had o be investigated fully
including wmyelography,  The activlogy of
these vancs wis as follows @

Bise Protrusion — Cervigal "
— Dorsal 2

— Lumbar 50

o

Intrnspinal Tunwuss — 1:]
Ceryical Spomdylosis e 4
Spondylolisthesis =5 2
Arachneidilis - 2
Adbesionsibands due to — |

a knife injury,
Abscess of the spina!

cord. - 1
Normal myelographic  — 1

appesrapce
TOTAL o

Regarding the sex incidence, dise proiru-
n only in mole paticnts a3 was
s, cervical spondylasis, adhesions

il bands,

Spinal cord wmeurs occured cqually in
males ond femiles. The two cases of
Spondylolisthesis were hath females,

Amang the ten spinal cord tumours, three
were angiomata of the spinal cord though
they are said lo. eonstitwie only 4% of all
spinal cord umours,

CASE

[

Dise protrusion and Cervical Spondylosis

Mr, T, 31 years complained of numbness
of the lower limbs of three months duration.
This was followed by numbness of the right
hand of three weeks duration. He had back-
ache off and on and the pain radialed down
the left leg.

On examination, the positive physical
signs were 1. Weakness of the right hand
and left lower limb. He walked with a drag
of his left lower limb, 2. Blunting of pain
and touch in the right hand distal to the
wrist and below the left ankie. 3. The
reflexos were equal on both sides; the

K
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plantar rellex was fexor on the tight side bin
wol elivited on the lelt,

There was no wasting of muoseles; Mo
posterior column sensory loss no sphineler
disturbances.

C. 8. F. showed a proiein content of

100 mgm %; V. D R, L, was nepative,
Radiology—Plain films—1. Thorocie sco-
liosis, convex 1o the right. Anterior and
pesterior osteophytesis at C5 and Co.  Fig,
1 (a) & (b).  Myelography MNormal
cervieal and dorsal myelogram. Bleck at

LAJLS due to a prolapsed intervertebral disc.

ather Torms ol

i ubsenl ;

Unilike in
jon, musculir w

sensory loss is slight,

CASE
1]

5. Male, 13 years. Complainzd of pain in

cpion Teft side and a lump over
mid-dorsal region of three months
duration. He had no root pains, neurp-
logioal signs nor any evidence of neurofi-
bromatosis, CSF showed no abnormelity.

IMain X-Ray of the dorsal spines revealed :
1. Erosion of the lelt pedicle of the 6th
darsal veriebra,

Pressure deformities of the
and Vth ribs splaying U ribs,

V. Anenlarged intervertebeal foramen,

between the 6th and Tth  dorsal
vertebrn,
He had a normal myelogram.  This wis

fingnosed as a lural neurofibroma

He is awailing operation,

Avwioma of spinal cor,

Comment ;  The two unusual fealures are
the age oflie pelient and the early detection.

lelt &th |
|
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Mrso ¥, 22 years. Hod iofantife hemi-
plegin, left side with a fixed lexion deformity
of her delt wrist and & scoliosiy of spines.
The lelt upper limb was small and under-
gdevelopeds: She complained of weakness
 nd sliffness and weakness of the right lower
limb with Joss of postural sense and some
ing of seosation in the right side below

‘right oniwalking and distension of the

adder which had to be catheterised.

nation, spart from her pliysical
deformities, the had an upper motor neurone
paralysis of the lower limb (R/S) in additian
to @ lower motor neurone paralysis of her
ft upper limb.

% Blunting of all Forms of sensalion

On lumbar puncture, sufficient Aoid conld
not be obtained for examination,

B O,

' lain lms—shawed no bony
volvement.  Lumbar myclogram :
ig. Iv (a), (b) Complete Block at D9,
ieca showed a tendency to gel
ped off the right pedicle of D9,
the cord was displaced to the left,

A cisternal punelure myclogram showed
similar features at (he fevel of DB, An

Tural twmour was diag I A
operation a neurafibroma of the &ith
daraal nerve 1% % 39 situated posteriorly
wnd to the right was removed.  Since
aperation, this palient is ssymplomatic

ws far as her right leg is concerned,
She has regaincd Il contral over her
bladder.

Intramedutlary tumour

Mrs. M, 38 years was admitted with
history of backache, weakness of both lower
limbs and inability to walk without support
for 3 years.  She also had numbness of the
body below the lower chesl for one year.
This was followed by numbness of the left
foot and then the right foot in addition to
precipitancy of micturition which was pre-
senl for six months,

O/E, the following were the lindings:

I. Upper motor neurane paralysis of
both lower limbs,

11, Loss of abdominal reflexes.,

III. Loss of pogtural sense,

1¥. Diminution of sensation 1o tauch and
pinprick below D7,

The C5F was under normal tengion, 1t
showed no xanthochromis.  Prolein could
not be estimated due to insuflicient Mujd.
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RADIOLOGY:

Myelography : Complete block of myodil
at DB, where a  crescenlic outline was
obtained.  An intradural tumour was diag-
nosed  wy only the cord was deviated,

Pluin films were normal.

FIG. ¥.

Al operation, a large tumour 23" long
was found Iying anterior to the cord, [t
was removed in toto.

Biopsy revealed, meningioma.  Since the
operation power has returned (o the Jelt leg
and sensation was present below D7 though
still blunted, and there was now precipitancy
of miclurition,

CASE
¥

{Intramedullary) Angioma of the cord

Mrs. 8, 60 years, transferred  from
Chavakacheri hospital for prolapsed hasmor-
thoids,  She was lound to have & distended
bladder on admission and oedema of the
feet, in addition 1o the prolapsed hacmor-
rhoids, which were reduced. But he dis-
tension of the bladder persisted; this was
followed by incontinence of urine and
partial prolapse of the rectum, She had
numbness and weakness of the left Jower
limb ; she could not say fur how long,

Meurological examination showed (13 Up-
per motor neuroae lesion of (he left lower
limb (2) Abdominal rellexes present  (3)
Diminished pain and touch seasation in the
lelt lower limb. (4) Loss of joint sense in
hoth fower limbs,

CSF examination was normal.

RADIOLOGY Plain flms-NAD. except
Tor early osteoarthritis of the vertebrae.

Myelogram : showed an obvious angioma
of the cord, which was very extensive. As
the letion was too extensive for adeguale
treatment, he profapsed reclum  was re-
puired, and she was transferred back to
Chavakacheri.

o

Tumour of the canda equina

Mrs. ). 78 years, a history of severe pain
starting in the right knee and spreading up-
wards to Uie right sacroiliag joint of twenly
months duraion.  Pain wag worse at rest
but relieved by walking. The -pain spread
over to the lefi hip. This was Tollowed by
numbness of the lower limbs and diminution
ol sensation in the anal region—a fecling of a
lump in the anal region as described by her.
Precipitancy of miclurition led to inconti-
nence and complete boss of control over the
bladder and rectum, for six months during
which period she was bed ridden. She
conecived soon after her illness commenced,
Her baby was delivered by Caesarean Bec-

tion. Her symptoms contioved to progress.
O/E  There was generalised wasting and
weakness of all musele groups of
both lower limbs, worse on the lefy

than an the right,
(2) Absent knce aud ankle jorks oo both

sides.
(3) Loss of the anal rellex,




{4)  Lsa of sensation over the
and outer borders of the f

C8F, Straw coloured ; Proteins more than
200 mgmss 3 Sugar 46 mgm.

1

RADIOLOGY  DPlain Blms—NALD,

Myelography :  Arrest  of the myodil
column &t the lower border of the second
lumbar vertebra, wvery likely by a tumour
of the cauda equina. This palicnt relused
operation and left hospital,

ﬁll’eal of myodil celumn at L2 by a rumenrof the
ezuda equing.

Mr. N, 33 years C|O iucontinence of

e % urine on lying down, of two months duration.
ag e He also had loss of sensation in the legs and
e mall of the back. No root pains, The only
e positive findings on examination were dimi-
10w nution of sensation aver the right foot and
4. addle-back analgesia.

Xanthochromia ; Protein 100 mpm;
nd Sugar 16 mpm%; RBC 45 collgfcmm ;
“of Y. D, R. L. was negative.

Jats When lumbar puncture was dope for
lxinemg myodil, datk blood stained fluid
ath This was not svitable for

RADIOLOGY  Plain film showed 1. In-
distinet pedicles of L5, 2. Deep con-
cavity of the posterior aspeets of the
body of L5 and to a less extent of L3
and L4,

Myelography :  Peculiar appearance was
noted on sereening. The myodil remained
ns a shapeless blob, excentrically placed in
the spinal cunal.  Oun Ulting the table head
down, twe globules passed as Tar as L3, It
was belicved that the myodil had been
introduced into the cavity of the tumour.

Laminectomy frem LI to 81 showed a
disterded dura from L3 to 81, Within it
wis a bilocular cyst with a papilliferous
growlh in its walls. Chocolate coloured
fluid and myodil were expelled from the cyst,
[he nerves were adherent to the cyst.  The
cyal was therefore de-roofed, and cleared of
the contenla.

Binpsy revealed a Haemangioma,

Following operation the patient initially
regained control over bis bladder. Later be
developed retention with overflow Tallowed
by urinary infection which progressed to
urasmia and inspite of treatment, the patient
died ; after one and 2 half months, Urinary
infection 8 common on lesions of the cauda
equina and ir adds to the pravity of the
prognosis.

SUMMARY

The main causes of spinal cord com-
pression as seen in Jaffna are autlined,

The clinical and radiological features
are presented.

[N
Intraspinal luniours contributed (o 109
of all cases taken up for myclography.

The different eauses of spiral cord com-
pression have been illustrated by casc
histories.

11
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N the rurat areas of Ceylun we are not
i frequently confronted with cases of
nke-bite, | The victim is oflen frightened
ut of bis wits. His friends begin to panic,
here is & wide difference of opinion as
‘the best place to go for freatment. Al
Juncture identification of the reprile,
. would help to plan a delinite course of ac-
lion, and what 1o advise the patient. OF
ver 60identiied Jand snakes in Ceylon,
n,nly 5 are poisonous to man—Cobra, Rus-
sell'sviper, Indinn krait, Ceylon kiait and
Saw-scaled viper.
[ | ¥

COBRA—Naia tripudians — Naya (Sin-
nla}—Maba pambu (Tamil)—This species
tily recogoised by its hood and by the

eristic speciacle mark present on the
Bk'oF he hood, It has to be distinguished

e’ common rat snake fgnnmd)ﬂ 5,
)?’Thu average specimen is about

tel long and has & gitth of about
tis evenly distributed through-
excepl in the hill country above
The cobra bunts mainly by day.
"bites unless provoked. 1o this
sea its hood and strikes swiftly
A full grown
of this species is said to contain
]uon to kill |5 men, IHowever,
% of bumans bitten by cobms
iy  symptoms at all and only 5%
This is because the cobra bites

la lS)—chnm viriyan (T)—
hin! black stake rarely reaching

“which therefore, has a pearly
ur, In older snakes the white

POISONOUS SNAKES OF CEYLON

By
N, T. SAMPANTHAN, F.R.CS5, (Edin) FR.F.P, &8, (Glasgow),
Co-operative Hosplial, Moolal,

lines tend 1o disappeur and the soake be.
comes aily black,

It is o very rare snake found in the scrub-
by jungles of the plains of Ceylon and very
often clase to or even inside dwelling places.
Though a very poisonous seake, it is one
of the mast inoffensive. It bites only when
really mugh provoked eg. when it is crushed
in bed by an unsuspecting sleeper. Its
paison is said Lo be about 5 times as potent
as cobra poison,

CEYLON KRAIT—Bungarus ceylonicus
—Polon karawain (S)—Yari pidayan ()—
This is also o thin black spake reaching to
ahout 5 feet in length, It has single, broad
white bands running across the dorsum of
its body and stretching across ils belly, The
belly of this Ceylon krait has alternate
broad grey and white bands.

Itis found Jess rarely than the Indian
variely and inhabits the plains and hilly
areas at elevations up to about Z000 feel.
Tn all ather respects its habits are like those
of the Indinn krait,

The twa kroils are similar in appearance
to the Ceylon welfl snake becawse this too
is hunded, 11, too is o very common visit-
of in opd around homes, However, en-
larged vertebrol seales and undivided sub-
caudal scales are characteristic of kiaits and
this, along with the different banding in the
two kraits belps to identify them.

RUSSELL'S VIPER — Vipera russelli—
Tic polonga (5)— Kannadi viriyan (T)—1t
ig u big made snake often about 5 feet in
length. The head is trisngular and the neck
constricted. 1t has a brownish body on
which a black regulor necklace patlern runs
down along the spine. Two other similan
necklnces run on either side of the spine,

13




The Ruosscll’s viper has 1o be distinguished
from the python which however,
round bead, a broad seck and the marki
on ity body are itregular,

Though not common, it is found all aver
the country. 1t usually hunts by night and
rarely attocks man. It usually carries in its
poison ghind one and & ha!f times as mach
poison a8 is required 1o kill an adult, Tis
poison, however, is only one thitd as toxic
a3 cobra venom,

SAW-§CALED YIPER—Echis curinaius
— Vali polonga (5)—Swuddai pumbu (T)—
Itis a light brown, relatively stout snake
reaching to about a feot and a hall in
lengih,  The head is oval and the neck is
very constricted.  On the head is the typical
“dagger’ or *bird's foot’ marki The houly
is spotted with black or dark brown mark-
ings. When confronted, this reptile is seen
double coiled and in perpelual motion mak-
ing o rustling noise thereby, with its saw
edged scales. Iti ig indecd the only really
ngpressive snake {n Ceylon snd will dart
and pitack a passge:by without provocation,

It is met with in the sandy areas towards
the north of Ceylon and in the Jaffun penin-
sula, It roams about by day. Al one bite
itinjects twice-the lethnl dose for an adult
and its poison 18 5 times ag powerful as the
cobra’s.

-Spake Venom is a complex which con-
tains a series of loxio principles, of which
some have local effects and others, afler be-
ing-absorbed, aflect different vilal centres.
Symptoms seen in victims are the resuls not
of any single toxic components in lhe
venom. These tosic principles, although
to same degree are similar in almost afl
snakes, vary greatly in the relutive propor-
tion" in which Ihc)‘ exist in the different
snukes:

-’]'he. neum-tn:ic principle predominaies
in the cobra and kraits and the haemo-toxic
principle predominates in the two vipers.
Somg.pf the other factors found in snake
venom are the cardio-loxic [factor, the
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haemolylic Taslor, the anli-com
or, in tors of respinitony o
neste and eylo-foxing.

lating fict-
nes, ohiolis

SYMPTOMATOLOGY —Fear and panic
pre often the mest prominent symptoms to
begin with, Mat infrequertly, allergic symp-
toms are also. met with, The actual signs
and symptoms resulling from the venom
itsell will depend by and lirge, on the size
of the poisonons snake nnd the peneral
siate of health of the victim.

Colbira Bite—Local = Olien the fang marks
are well pbove the ankle. Pain beging
almost immediately, The peri beging to swell
in about half an hour and swelling steadily
ineienses insize and extent 1ill sometimes
# whole limb is involved, There isa slight
ovozng of & sero-sanguinous fluid from the
warks. The swollen lin b may  oppear
bluish and tense.  Death of superficial tis-
sues cecurs lajer,

General symptoms of drowsiness can
appear a8 early as in sbout half wo hour
This is followed at variable intervals' by
drooping of 1he eye lids, diflicully in speak-
ing and opening {he mouth and wenkness
of the lawer limbs with later, an ascending
paralysis,  The head falls  backwardg—
“broken neck syndrome”—dua 10 paralysis
of neck muse'es | the lower lips fall away
from the teeth, causing dribbling of saliva.
Owing to the paralysis of the external res-
piratory muscles and diaphragm, breathing
becomes laboured and finally stops; but the
heart often continues (o beat, The blood
pressure is usually below pormal. Oczasions
ally haemorrhages ore seen, Suggesting
haemaolysis.

Krait Bite peculiarly, is nol associated
with local oedema or discoloration.  Some-
times local symptoms do not even arouse
suspicion of snake bite, because the im-
mediatz smarting sensation is often followed
by numbness and partial anaesthesia, Other-
wise, the local as well as the general symp-
toms are very much like in cobra poisoning,
hut Krail venom is much more potent,
However, a very characteristic difference




between cobra and krait envenomation, is
Ihe sovere abdominal pain after Krait bite,
This-is said to be due to submueous
heemorrhoges in the gastrointestinal tract.

Russell's viper Bite — Local — Within
minules severe burning pain occurs ak the
site of the bite and in about haif an hour,
welling begina. “Within four houra it can
ecome quite massive. In 3—I0 hours the
swelling can involve the whole limb, Bleed-
ing from the lang marks continues in a
steady coze and there is considerable sub-
utaneous haemorrbape, IF however, clol-
“ling takes pha&e at the faog nmrks, it is
}mml posmvs evidence that no nm-.onmg
i8¢ liken! placs. The swelling, in a few
nys, leads on to a certain amount of local
U_ a3 sloughing, but the sloughing
generally of a lesser degree to that in
pojsoning.

eneral—Depending upon the degree of
lsoning, n general depression sels in, in
6 Dihours ;. but if severe peisoning has
place this can occur even in hall an
of sooner, The pulse becomes weak
§ Mental activity is depressed in
‘to' 4 howrs time, MNausea amd
ng Beging; the vomilus i3 sometimes
tlained even al this stage, in fact
very much carlice.  Blood  stained
ion can be demonstrated on ash-
tient . to cough hard, Cold and
bleeding from gums, bleeding
, blood in the wrine, frank

C.Iu[lujs dslect is the nul-
turs in systemic poisoning.
ng time begins to get delayed
Fan hour. [ lable bload

viper bite though many times worse and
much quicker in onset. Even the neuro-
toxic effecls are more pronounced than in
Russell’s viper poisoning.

TREATMENT—The patient is made to
lie down and rest. The fimb is immobi-
lised preferably with a splint. A tourniquet
may be allowed to stay if it has alceady
been applied. The patient is best trans-
ported to hospitul on a stretcher, thereby
allowing ns little movement as possible and
thus delaying absorption of the poison:  1f
fce is available the portion of limb around
the fang marks may be profitably packed
in ice. In hospital the limb is examined
for fang marks, On seeing the fang marks
with the telltale ooze, then it can be esta-
blished that one is dealing with o case of
aciual snnke bile. The procedure now
adopied depends upon the degree of enves
nomation.

If general symploms have developed then
palyvalent Anti Venom serum  (Haflkine
Tnstitute) is given without delay.

IF only local swelling is secn development
of general symptoms is watched for and
Anli venom treatment is with-held.

I there is no local swelling, it may mean
thal no poison has becn injected or that the
patient is being scen very shortly afler the
bite, in which case time must be allowed for
symploms to develop,

10 & tourniquet hag been applied it should
be released slowly and general symptoms
should be watched.

The initial dose of the serum is between
GO—100 .o, intravenously of the polyval-
ent Anti venom serum. About hall this

ven after 10—Il°duys in un-
The total urine out-put falls,
s present and R.B.C. arc founi

viper Bite—The general symp-
bite are identical to Russell’s

is repeated in 2—4 hours or sooner
b) the same route and about half that dos-
age is given in about 6 hours; intramus-
cularly in a case of severc envenomalion.
The quantity, speed and frequency of in-
jeetions of the Anti venom serum is decided
on by the cendition of the patient and by
the response to the initie] massive dose, 11




vity testn are earried
jections.

time will permis, se
out before giving th

a routine,

An antibistamine is given s
i I by mouth

1y and then
il the patient is fit,

A 5% Glucose drip is instiluted as soon
a8 envenomaltion is suspected, and this may
be replaced with a blood transfusion, it
massive haemorrhages ocour.

Aloog with the serum 100 mgm  of
prednisolone are given, to help to combat
any allergic reactions due o the Venom
and due 1o the serum, (Use of steriods,
in polsoning, however, isa very controver-
sial subject).

It cannot be over emphasised (hat Anii
venom serum fs [ife-saving, il given along
with other supportiog therapy. As long as
there is even a trace of life left, heroie doses
of the serum given prompily and last are
effective.

For the local condition, at the beginning,
rest alone  would suffice.  Later, when
sloughing oeeurs, surgical debridement and
carly prafting would be nccessury,
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AND
T‘HF ANTHROPOLOGICAL SIGNIFICANCE OF
BLOOD GROUPS
by
DR, A, E. A, JOSEPIL, M.B.BS, (CEY.),
Medical (fhiocr, Bicos! ank,

ABD & RH BLOOD GROUPS AMONG THE TAMILS

I G5 H, Juffua
: H iribulion of the A-B.0O blood been included, A statistical analysis of these
ML ligures oa the basis of accepled theorizs of

i gll'u of 9000 Tamil patients { Table 111

Il{L?M-—I%"} is recorded here, Resulis  groups in  anthropological  studies
|lag studies by othier workers havealso  siressed,

I-hl ibution of the Rh blood groups  1nberilance has also been done, (Table 1)
ity il patients (Table |V) admitled The inheritines of the A-B-O and Rh
ihe ‘Isﬁnu hospital over a period of 3 system is discussed. The value of blood

is

HENE
Freguencies

) n q r-_l:)_ _EE (3

L Nay
Har Race” exa- e
1 mined | A% By AB%

712 26,16 2472 1.97

sty
s s

PE
A5 146 680 JNT 00D 566

eneviratne (1941) 8. 3606 2282 26,51 415 4642 146 (169 678 007 0015 4.66

Wtfrnlunga 8 2402235 253K 2.6 4941 13 I51 700 015 0M4 3,
(1953)

Wickreasingle

ilkin Moprant & S 1068 1686 2931 5.52 4830 (117 194 603 004 003 L

oliman (1961)
T 136 1397 303 441 5074 099 194 712 0 006
:n:(lymr 561 1836 2941 624 4592 (134 200 67 012 004
T 147 21,77 2789 6.2 44.22 (151 184 G663 002 008
o{.I‘JSSJ T 307 20.50 2834 586 4430 .46 188 663 003 005
1]

T 660 21,36 3167 7.27 39.70 057 .21 .632 .008 .0MM

Vo254 709 4488 275 4528 031 279 671 001 004

i Fernando (1938) S 925 23,35 2389 562 4704 .57 .06} 686 006G 003 2

75
lH}
B

U]
3

25

W25

i Table I,

hn distribution percent of A-B-O phenotypes and gene [requencies
ng the Sinhalese, Tamils and the Veddhas,  Also giving a statistical
finalysis of these figures,  S--Sinhalese  T—Tamils  V—Veddbas, For
‘b notations p, g, r, 12, PIiand DUPE see section on statistical analysis.
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T o e e T .
Author  Waee [ I noih Ireapuencicn |
o Commet| A% BE OABY 0% [ p g r | D PEDPE
Juseph T Y000 F0.56 3131 536 4277 140 206 656 002 001 2
Tuble B Present Tovestigation

The distribution pereent of ABO phenotypes and gene [requencies in

9000 coses studied by the puthor.

Koch (1952) studied the distribution of
the h blood groups (a) In a group of Uni-
versity students (b) In patienis of the Ce
Soysa Maternily Home, Oalv the investi-
gations done on the University students are
repraduced  in Table 11 since ns Koch
himsell “contends the high figure for the Rh

(Motations same as in Table 1),

negativity that he obtained in the second
group was duc tothe sample being bissed
in favour of a higher incidence due to the
stlected admission of cases with previous
abstetric historics of abortions, still-births
and neo-patal  deaths due to Rhoincom-
patibility,

Rh Kh kb
Community Tatnl positive negalive negative
Sinhalese 16% 162 i 36
Ceylon Tamils 46 43 4 6.5
Ceylon Moors ] 5 1 17.0
Burghers 3 El [ —
Tahle 111,
IKh distribulion among university stuleits (Koch 1952)
Ri Ith W B
Community Tadal positive negative negalive
Tamils GelE 6307 l 4.69
Table 1V,

Rl disteibution ameng 6618 Tam

INHERITANCE. Bleod group of an indi-
vidual is genetically determined, The Chro-
mosomes of 2 cell carry on them numerous
loci which are occupied by genes and which
determine the genetic constitution of an
individual and are responsiblz for the pas-
BIEE or herf.dlrar'_v traits from generation to

In its application to blood
groups, the genes confer the property for
the manufacture of the respective antigens.
Mood group genes difler in theie antigene-
city. A and B being dominant to O which
iz recessive. The inheritance of blood
groups ig by a pair of allelic gones and sinco

18

ils in the present investigation,

these genes are not found in the sex chromo-
somes blood  group facmrs are nol sex
linked,

Mechanism of inheritance of the ABO
system. Berpstein in 1924 postulated thas
the inheritance of the sgplutinogens A and
B depended on 3 ullelic genes &, B, 0,
There is only ape locos for the genes deter-
mining the blood group in a single chromo-
some, at which locus any one of the genes
A,B or O may be situated, Sioce each germ
cell conlains anly one of the 3 genes, 6 dif-
lerent genntypes would resull Trom the



‘combination of 3 possible kinds of speema
-and:} possible kinds of sperms and 3 pos-
sible kirds of ova,  Of these 6 three would
e homozygous and  three wowld e
- heterozygous as shown in lable V.

GENOTYPE

PHENOTYPE
' homezygons

helerozygons

AB - Al
A AA AD
B BB BO
o oo —

Table V

From the statistical standpoint it s
ible to calculate the gene [Tequencics
£ from (he lrequencies of the phenotypes in
y population. Data obtained from (hese
avour of the Bernsteia's
fypothesis.

Mechanism of heredity of the Rh facior,
fiisher, postulated the gene linkage theory
where each chromosome would carry 3 of
genes C, D, E, ¢, d, e. Hepee it would
er.C orc,Dord E ore.

,;Welner 1948 has challenged the penc
linkage  theory of Fisher and has stated,
at the Rh groups arc inherited net by n
s of linked Toei bul by a series of 8 all
orphic genes all capable of occupying
¢ same locus.  On the basis of the theory
ultipls genes (B), not counting the more
tly cstablished alleles 36 different

JALCULATION OF THE GENE FRE-
NCIES IN THE ABO SYSTEM AND
N 'Il'lN’S FORMULA AND STATIS-

=In¢r(|9-10} worked cut a formula for
cnls.ling the pene frequencies. Let p, g,
presént the gene frequencies of genes
and O respretively.

where AD, and O are the percentnges of
these groups in any  given population.
pLg-tr should theoretically be equal to
unity. However there is a difference ond
the difference D is given by 1—{p+q4-1)
and should not be greater than what would
be expected a5 a result of chance alone,

Rernstein has also worked cut a Tormula
for the standard crror of a series

L]
2A1-p)il = q)

where oD is the standard error, und M is
the number in the series,

EIvE \lh—| {1

American authors prefer to use Probable
Error {PE) instead of standard ercor and
PE=.6T45x oD}

Hence substiluting for =D in equation (1}
we have

6745 I
PE=
] ?(l F)['—ql

MNow Lo verify whether deviation I) i due
to chance alone the lactor DyPH is calou-
lated. [IF this factor is less than 3 then the
deviation is not sigoificant. Hence this
analysis would serve ag a means of verifi-
cation of the sceuracy of the investigations,

WM

Gene studies bave not been undertaken
in this scries of cases analysed in relation Lo
the Rh factor and hence working out of
gene (requencies of the Bh system are not
indicated here.

ANTHROPOLOGICAL SIGNIFICANCE
0OF BLOOD GROUPS,

Various metheds have been used jn the
anthropological classification of the human
race.

Such characlers as skin, hair and eye
colour; skeletal traits such as stature and
shape of cranium have been used for pur-
poses of classification. But “such charac-
tera are not inberited by any simple rule and
wenetivists have shown that in the case of
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somo charncters their quantitalive cxpression
is controlled by a pumber of indepepdent
genes”.  (Mourant 1954) Furthermore such
churacters nre subject o environmental
and nutritional factors,

Differences in culture are 5o much in-

d by the envi 1 factors ond
there is such a degree of overlap that cullural
characteristics are not of much sipnificance,

Few other characters such as (1) haemato-

logical lities eg. 11 3 and
the sickle cell trait, (V) biochemical charge.
ters eg. abilily or inability to taste

phenylthiocarbamide and the ability or in-
ability to smell hydrocyanic acid, (3] Colour
blindness, have also been used in anthropo-
lagicsl work but have obviously limited
application.

The use of blood groups in anthropo-
logical work has the following advantages.

Firstly the blood of every individual cun
be readily and accurately classified (grouped)
without any overlap. Errors in fechnique
in sampling etc. may be eliminaled using
the Bernstein equation.

Secondly (he blood group of an indi-
vidual is determined at the time of for-
mation of the zygote and undergoes no
change during the life of an individual due
to environmenlal or nutritional factors,

Thirdly as “Bernstein has himself pointed
out i it is known thet a certain population
has resulted from crosses between two Taces
itis possible to predict the blood group
frequencics in this population if the blood
group frequencies of the original populaticn
are known" (Wicner 1945). Hernce it is
possible 1o test thecties concerning the
raclal derivatives of populaticns.

0

Fourthly due to random sele
Wl Bhowd growp dislibulion Worage -
mains constunt (rom generalion to gene-
ration in the absenes of admiainre with
alher races.

It might also be seid that Barge volumes
of necurate clussilied datn are availuble in
this field than in ooy other onthropological

Fig. | shows the serological composition
of the Tamils (using aulhors figures) in
relation to some of the other populations of
the world represented by means of trian-
gular co-ordinates {alter Wiener). ]

No comment i3 however being made on
the anthropological significance of  the
position of the Tomils or (heir racial deris
vation as it would be oculside the scope of B
an artiele in a medieal ‘ournal,

COMCLUSION: An  analysis of the f
ARD blood groups of 9000 Tamils has heen §
done. Statistical tests have been carried
out lo check the accuracy of the investi-
gation. The results of this survey corres-
ponds with the figures of Wickremasinghe,
1kin, Mourant and Lehman (1961) w
analysed 660 cages,

Distribution of the R laclor studied on i)
G018 individuals yields a value of 4.65% Rh §
negatives nmong the Tumils which is lower B8
than Koch's fgures (1932) of 6.5% where
only 46 individuals were studied. Koch's
subscquent analysis of a larger series was
not available for inclusion in this article,

Anthropelogical significance of blood B
groups has been discussed and the pesition
of the Tumils in relation lo come of - (hefs
populations of the world in terms of their B
ADBO  serological composition has  been g
indicated in Fig. I




Ladimas
ity

rmemsmns

ather rices.

iener third edition
Vol 1Y Part 1) position of Tamils obtained from Author’s Tigures,

Y A
e

Bostonn

BO Serclogical Composition of Ce
Diagram adapted from Blood Grou
{ Pernando

ST L

fnedvms (Menice)

o

dmericas

B Hegracs*

el i
£l

CEVEONESE [

Sileries

Formosont

| G

et

+ o
| e
« dawaar
P e
- Fo
v Eyhirans
4«5
+ oyl
Fic, |

1958 Ceylen il

il ,.6 i

A

. c.&me Le

and tr

< 4?: camr

Lmp.

-
ey oder)

Afe)

o Aime

Ggpsien. (Hongury

« Toefars

(Chmrem i)

(Thmes

abarpiner

o

nese and Tamals in relation to some

slusions hy
Medical Science

Tl




ACKNOWLEDGEMENTS

I wish to theak Prof. A, C. E. Koch and
Prof. H. V. J. Fernando for the guidnnce
they gave me in wriling this article, | am
also grateful to Dr. Miss L. Candinh for
having kindly consented Lo the inclusion of
figures rom blood groupings done in 1903
when she was in charge of the Bloed Bank.
Miss P, Sinnedurai and  Miss T, Ananther
helped in mainliniog accutale records of
Lhe investigations mentioned in ihe article,
My thenks are also due to them and to
Mr. B D L Bayappu whe helped me wilh
the coleulations involved in the statistieal
mnalysis of the figures,

2

REFERENCES
Koch A. C, E. (1952)—Ceylon  Jourpal of
Science, seclion G, Anthropology Yol §
Part 1.
Koch A. C. B, {1962) — Ceylon
Journal Vol, 7 Mo, 2,
Fernondo H. ¥, 1. (1958)—Ceylon Journal
of Medical Science Vol. IX Part 11,
Wiener A, 5, (1946) — Blood  groups and
irapsfusion 3rd  Edition  3ed  Printing
‘Thomas Springfield, Tlinois.
Mouwrant A, B, (1954)—The distribution of
Human Bload growps, Oxlord, Blackwell,
Majumdar 1. N, (1958) — Races and Cul-
turcs of India. Asin Publishing House,
Seneviratne R, D, (1945) — British Medical
Jourual (Ceylon Branch) Yol 40,

Medical




CATARACT

[N this paper it is proposed Lo analyso the
resulls of 220 consecutive calaract oper-
ations done by me in the Jaffna General
Hospital during the period from  1-1-05 to
A1-3-66. Special reference will be made to
{he complications arising at the time of the
operation, the complications met with
durlng convalescence, the way in which
thess cumpllwtmus were managed, the

of other d including ocular
d'lseases and the visual results, When the
0 npi!cauons are discussed reference will
be made to relevant cases of another series
. OF 216 cataract extractions done by me at
the Batticaloa General Hospital during the
eriod from 1:1-62 to 31-12-64, No refer-
ince to the work of any other Eye Surgeon
is made and, no claim to any newness in
the technique of operation or the mansge-
tment of eumphcmon.s is made. The tech-
ue of operation, to be described laler, is
a standard one well tried oul by numerous
Eye Surgeons.

Before I describe the technique of opera-
tion let'us conzider a few simple facts about
Ahie types and causes of cataract. Cataract
ned a8 the opacification of the lens or
poule,  Alter-cataract is the opacity
(if'any) that is left after the extracapsular
extraction of a lens that is cataractous.

Types of Catarnct:— Cataract may be
gongenital or ucquired, In this paper we
Il oaly discuss the lalter (ype as the
d of extraction to be described is not
ged in the treatment of congenital cataract.

'Acqmred Cataraet : .ﬁcqulrcn] cataract

EXTRACTION

An anaiysis of ZX0 consccutive aperations

Ay

. SIVARAJAH, M. B, B.5, (Cey,) . O,
Eye Surgeom,
Clemerad Hos pital, Jafina,

{2) Traumatic,
(3 Sccondary (complicated),
{4} Metabaolic,
(5)  Endocrine,

This list is net exhaustive. [t however
includes the commoner types, In Ophithal-
mig le|ﬂII\A. the secondary iype is known
a8 ] cataract. § dary cataract
:s #lso used Lo reler to Lhe After-Catarac,

Complicated cataracts are those that urise
secandary to or complicating disease ol soume
other part of the eye. The commonest type
of cataract is the senile Iype, The sznile
type also carries the best prognosis, The
progoosis in the 2nd, 3rd, and b 1ype:
depends on the extent to which the vitreous,
choroid, retina and optic nerveare damaged
by the underlying disease or antecedent
trauma.

‘The Techaigue Employed

The conjunctival simear is sent routinely
for culture and antibiotic sensitivity. The
lacrymal passages are not syringed routioely,
Ifan obstruction is thought to he present
int the lacrymal passages syringing is done,
Obvious cases ol obstruclion are treated
suitably, Antibiotic drops are used for g
fewdays prior to the operation, after the
conjunetival smear bas been taken,  IF the
ARS report shows Lhat the antibiotic being
vsed has to be changed we dozo and send
the smear for another culture till the smear
is clean, If the pupil cannot be adequately
difated with atropine, the paticot 13 given a
sub-conjunctival injection of mydricaine
about 15 minutes befare the operalion,

An injeetion of Tenicillin | million wiiis
is given intrumuseularly (aller u sengjlivity
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test) 14 hours before Hie operation, AL the
sume (ime the patients are given 4 fulblets of
Sulphadi
Sulphadinzine are continued for five duys
after the operation. Phenobarbitone gr. 2
is given wvocle. The eye is then covered
with an eyeshade. On the morning of the
operation day the patient is given gr, 2
pheaobarbitone and 2 tableis (1 Gm) of
Sulphadiazine at 7 AM.

Premedication of the patient is effected as
follows:—Pethidine 75 to 100 mg IM
depending on the age and build of the patien!.
Largactil (chlorpromazine hydrochloride) 25

AGE AND SEX STRIBUTION

OF Lhe 220 cases 604 was in midos amd
Talde 1
ey | N lllnlu.l c|| caden
Male [ 13.!
Femul;‘: . |_ 8!1 N
Totl o | 220

40% was in females,  (seedable 1), Tnthis
series 83,22 of the patients were over 50
years of age uhcn thcy sought réatment.
The of cataract-was in

mg [M or 50 mg orally is also given depend
inng again on the build and age of the patient.
As 1 have had o few of my patients collaps-
ing after this premedication in sclected
patients the Lurgactil had been Jeft out,

Araesthesin and Facinl Akiesia :— The
eye is anaesthetised by the use of cither
Cocaine 4% drops or Lignocaine 2% (when
there is a shortage of cocaine). A retro-
oeular injection of I3 co of 2% Lignocaine
is used to block the ciliary ganglion
This causes anaesthesia of the itisand a
lowering of the ocular tension. [t also
enhances the surface hesin,  Facial

the 40 1o 60 years age group, (54.5%).
{see table 1),

Table 2

Age Group Number of cuzes

|
Below 20 yrs. | 1

Wo 40 ¥i5, | h F O
A to 60 yrs, T !26

| ;E)To--s.ﬂ_yrs T 85

_T_ulal W _

Akinesia is effected by blocking the fucial
nerve as it crosses the neck of the mandible
(O'Brien’s method), This was used in
oyory case, There was no need to resort to
any other method. The lid marging are in-
fltrated with Lignocaine 2% in order to
facilitate the application of lid suiures which
are used to keep the lids apart during the
operation. The upper lid suture is retained
in order 1o close the lid after the operation,
The globe is always kept steady by the com-
bined use of a superior rectus suture and
medial reclus fixation with forceps.  The
section {5 mads with a Graefe knife. This
{s Tollowed by simple or combined ex-
traction depending oo the nature of the case,
Slight mu_rJJI'luntiom are made i eompli-
cations Bre plesent of anticiputed.

3

OTHER FEATURES

In 50.5% of cases the paticnt was blind in &
both eycs owing to cataract. In 41% of g
cages there was vision of over 360 in ongfs
eye and blindoess io the fellow eye.  Tn thef
remaining 8.5% one eye had already bcel

operaled oo, (sce Lable 1)
Table 3
Bisd | Nuwmber of cases ]
[n bnlh r.')'es | ill
Tn ane eye T | E'L'l
In one eye .wL-ilI-: [
aphakia in other 9




Type of opeention: —1n 75 patients inlias
capular extraction was done. This means that

Table 4

Type ol Operation Murnhee
Extracapsular 143
1 Intracapsular 5

the lens was ' taken out while siill enclosed
inits thin capsule. In 145 patients extra-
capnular extraclion was done. ‘This means
that the:capsule was incised and only the
lens cortex and nucleus were remaved, The
lens had¥to be removed witha vectis in 5
I patientsi: OF these 4 patients had good
faioni One had no sight after operation.

COMPLICATIONS

Jipbinema;:—Bleeding into the anlerior
atnber of the eye may take place al the
n(;_onf Ibe operation eilher from the wound
rthe ildectomy, if one is done. Tt is best
Iol,a\'ﬂidian irideclomy in patients who are
lnbetjes, hypertensives or who are very old
nd” arieriosclerotic, Bleeding that lakes
‘plage atthis time usually stops ns soon as
the mnterior, chamber is irrigated. These
‘patients should be well sedated at night and
| ttic head end of the bed should be raised.
Vitamin Cand K may be given I, In
some cases the bleeding into the anterior
\chamber takes place during the period of
convalescence, This bleeding usually tukes
ace on the 4th or 5th day afler the oper-
ion, , The palicot usually states that he
felt pain in his eye and was awakened from
his sleep. . In these cases the blood is pro-
ably frpm torn capillaries in the healing
“wound, , Some patients may admit that they
had hit . the, eye accidentally while sieeping.
In my cases [ observed (hat the presence of
& canjunclival Qop increased the lkelihood
of a hyphaema, I on the 3rd post-operative
day o heavily vasculorised conjunctival flap
seen the patient was given Petlidine 75
'‘mg IM for the night and his eye was nat
idrassed for two to three dayvs. There were
patients with hyphaema out of the 220 in

this series.  (11%).  Maost hyphaemas elear
up in 3 to 4 days. At times hyphaema per-
sists for 14 days, or even lopger. Out o_f
216 cataract extractions done ot the Batis
caloa Hospital 12 patients had hyphaema
(5.5%). Though the incidence was lower
than in the prescnt series, 2 of these 12
patients lost their sight entirely owing 1o
glaucoma tccondary lo the hyphaema,
They also developed o condilion known as
corneal stuining, Mo treatment was of avail,
Let us consider these cases [or a moment.
The first patient had cataract secondary to
uveilis, He also had a conjunctival Aap,
He bled from both the iris and the flap.
The blood was present [rom (he second
post-operative day onwards. The second
case was in @ Female Atrendant who bad
reached the retiring age and was almost
blind in both eyes, These and domeslic
worries had made her emotionally very un-
stable and mentally depressed.  After the
opergtion she, unknown to me, was in the
habit of discussing her troubles with the
ward stall and weeping, [ have no doubt
this made matters warse for her, because
the congestion caused by weeping would jn-
crease the vozing into the eye. The story
dors not end there. This palient  was
admited to the Jaffoa Hospital and the other
eye was operated on.  She was pul on drisgs
to prevent depression of the mind and the
ward stall wis warned to avoid talking to
her ahoul ler troubles. An iridectomy
was not done, Her recovery wis uneventiul,
She had a vision of /0 on discharge. She
had not wepl over her troubles this time,
‘There was no hyphacma,

2, Vitreous luss : — In the Jaffna series there
were B ocases of loss of witreous., Inno
case was much vitreous lost.  No eyes were
lost as a result of vitreous loss. All patients
with vitreous loss are nursed with the head
raised. Mo dressing is done on the first day;
it is put off for & diy or two. At the time
of dressing the patient is asked nol to look
downwards,

d. Prolapse of Iris:— Prolapse of Iris
through the wound was seen in 8 patients.
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(L6%) 1o the Batlicaloa sedes there were
6 (L8%). The iris prolapse is best abscised
or caulerised afiet the eye ban seltled down.
Earlier intervention has nat been of value.
This often needed a further operation. |
have ofien.done a broad iridectomy wlen a
prolapse has been anticipated. A [ax Iris
that keeps on floating into the wound
during irrigation of the anterior chamber, is
one that might become at the least adherent
to the wound, [In these cases I convert the
iridectomy ioto & broad iridectomy prefera-
bly before the lens is extracted,

4, Delayed reformation of the Anterior
Chamber :—This was met witliin % patients,
1 have counted only those cases in which
tha AC remained flat for over 6 days. Dia-
mox orally and the dilation of the pupil ir
need be with a sub-conjunctival injection of
Mydriciioe has been sullicient to reform the
AC. Avoidance of siraining is desirable.
In one patiest | had to resort to the injection
of sterile air into the AC.

5. Irid

¥ — This plication was
seen’in 4 'pauems One of these wes pro-
bably endagenous i origin,  This patient
had broachicotagis. OF the 4 patients two
had no vision, afier operation,

6, Infection:—In the Jaffna series 3 patients
had post-opzrative iofection.  The first two
belonged to the same batch. In one case
the infection was very scule and treatment
was nal effective, He had 0.5 Gm of strepto-
mycin - subconjunctivally at first. Later he
was given oral chloramphenicol, e wus
very restless and even slepton the lloor at
night, The other patient got over the in-
fection, He had sub-conjunctival Penicil-
lin and sm:plomj'cm This was [ollowed by
oral chloramp preduisolane. The
patient hed a m:mhranu occhiding the pupil.
On the [%th post-operative day the mem-
brane was needled. The patient had ope
more sub-conjupctival injection of § Gm
streplomycin, e was also given precni-
solone orally. Recovery from (his was
smooth. . He had a vision of 6/% when he
was discharged, [ would like to stress the

6

™
fuct that preduisolone was given only when

it wan very clear that the infection was under
cantrel, and the patient had adequate anti-
biotic cover, during the administration of
predoisolone,  Both infcctions were exogen-
ois in origin, It is of interest to note that
the patient just deseribed is now in the
ward and has survived the 6th post-oper-
ative day with no sign of infection, after
calaract extrgction in the olher cye, The
rd patient belonged toa later bach and
the infection w.s very mild. He responded
well to oral ehloramphenicol.  He lelt with.
a vision of 6/18 after a stay of 35 days.

In the Batticaloa series there were 6 cases
al infection. OF the 6 two were endogenous
in origin and, 4 were exogenous. Three of
the four cases of exogenous infection res-
ponded to antibiotic therapy, Two of them
had good vision when discharged. The two
endogenous infections failed to respond 1o
any lreatment. Il is worlh describing one
ul the two endogenous infections. The
patient was an Indian Muslim male 65 years
of sge, He was first seen by the General
Surgeen for a renal complaint, A nephirect-
omy was don=. The patient was' then sent
to my ward for citaract extraction. A coms
bined extracapsular extigclion was done.
The patient had a fair amoun! of sight when
discha-ged. Oae month alter the operation
on the eye he was back at the eye clinie
with pain in the eye that was operated on.
There was a hyphacma and the vitreous was
opaguz, He never regained sight in that
eye,  Heinsisted that T should operate on
the other eye. 1 sent him back to the
surgeon who removed a large renal caleulus
from the only kiduey he had. e was sent
back ta my ward cerlified free from renal
infeclion. The operation oo the second eye
was suecessful, He bad 6/30 vision and
continuid to have good sight for months
after.  The second  operation was  also
extracapsulur,

In Batticaloa conjunclival simears were
not examined for lack of facilities, In
Jaffna though the smears were cultured
there were 3 infeclions. lnfcctions have




pocured in spite of Antibiotic and chemo-
therapeutic cover.

7. After-cataract :—This in its commonest
form is the remnams of the capsule of the
lens. Ithas to be expected to a varying
extent in ull cases of extracapsular extrac-
tions In I8 coses the capsule was consi-
dered to be thick enough to impair sight.
n one case it completely covered the pupil
and caused the sight 10 be very poor. (see
(uble 3).

Table 5
mglication Mkt
Ilyp la_:ma ?4__
Iris prolnpsc s
“shallow AC 9 4
\f_itrwus loss . =8 ;
A wridogyerias | 4
_lnl‘ection— T 5

#, Chorodial detachment :—seen in 6 cases,
9. Delayed wound healing :—seen in 2 cases.
'10, Mental changes are seen in 4 patients,

SYSTEMIC DISEASES

. These were present when the patients were

admitted 1o my ward., The VDRL was posi-
itive in 5 cases. They were all given PAM
| by the VD Specialist of this Hospital. All
'5 had good sight when discharged. One
patient bad to be in Hospital for 46 days
lon account of persistent chemosis and hid
swelling, the cavse of which may have been
'an infection of the nasal sinuses, He left
; ith a vision of /6. The second patient
'had to remain in ward for 39 days, but he
had a vislon of ' /9, post-operative. “The
i3rd patients had ‘slight bleeding into the
‘anterior chamber. None had uvcn] reac:
tions following exiraction.

. Diabetes. . mellitus,—Six  patients  were
[ﬂu.nﬂ to be diabetic and had o be treated

prior to o ot extruction.  All 6 paticnds
had good vision after the operation,  Four
of them biad vision of the order of &Y to
66, Two of thew had s vision of 6718
cach. One of them had (o stay in ward for
37 days, owing o delayed wound healing.
Two patienls had o slight hyphaema though
in both patients no iridectomy was done,
The dinbatics who had had an iridectomy
did not bleed jnto the anterior chamber,

Pulmonary Tnberculosis. —Two  patienls
in this series gave a history of having been
weated For pulmonary tuberculosis. In ope
patient the operation was done well but he
had no sight, There was a lorge mass in
the fundus.  The other patieat had a pro-
lenged hyphaema. The membrane that was
feft aficr the blood bad been absorbed wasy
needled. The bleeding recurred.  The pati-
ent had no sight.  These two patiznls were
not diabetic,

CO-EXISTENT OCULAR DISEASES, —
Secondary glaucoma was met with in 8 cases
and had to be treated prior to extraction of
the cataract, Four of the § cases had no
sight after extraction. Two had optic
atrophy owing to CRV thrombosis. Sub-
fuxation and anterior dislocation  of the
lens was present in 6 of the Iaffna cases.
All & of these patients had fair to good
vision afier operation, In two cases the
lens was removed by a vectis,

VISUAL RESULTS.—A visual acuily of
3/60 or less is taken as blindness. Vision
of 660 and above is to be regarded as be-
ing fair to good. [n this series B8% had a
vision of 6/60 or more. A wvision of 3/60
or less was recorded in 103 of patients,

A refraction was not done in most of the
cuses, The testing of vision in illiterate
patients is not an easy lask. They do not
co-operate or make an effort to read, In

)
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all coses the vislon bad been gested long
before the eye had settled down 1o porma-

lity.  This takes 6 weeks, (see table 6),
Table &
Vision | MNumber of canes
Less than 260
and 3/60 ‘ 23
460 to 6160 ‘ 7
et GIE | &S
m&_;s__“_ T as
Towl = ?.2_0

STRENGTH OF CORRECTING
GLASSES.—A correction of -+ 10 dioptres
npherical was required by 78 (3857 of those
rmwmg glasae!]. A eurrectiun of + 12

1 was reg iby 45 pati-
cnls. {ZIS‘,\\} A correction of 4 11 diop-
tres 5 was taken by 41 patients (200%). A
correction of 4+ 10 DS/ 4+ 2DC at 180
degrees was faken by 15 paticnls (7.3%).
A correction of - 13 diopires S was taken
by & patients (3.9%). Other non-Standard
correclions was taken by 18 patients (8.8%).
A tota] of 205 glasses were preseribed. The
15 remaining patients had no need for
glasses at the time of dischorge.

CAUSES FOR NON-RESTORATION
OF SIGHT.—These may be divided into
thase that were present and suspected {o he
present before the petient was taken up for
cataract extraction and, those that develop-
ed subsequent to the operation. Tahle 7

8

Table 7

Couses of non-restoration of sight

Chaure Mumber
Amblyopia T 2
Optic stroply 2 i

“Mu.cular &egrulef-. i o
ation 1
CRY (hrombosis I _2- o
_U;!.m!._. A T | ..
Clmroidal mass ? i -
TH I
Tutal T 9

gives the causes fulling into the first group.
Table # gives the couses [alling into ihe

Tuble &
Causes of non-restoration of sight

{Developed after the operation)

MNumber
S
itreous Nloaters T 3
-mpu_pil_ - 2
-Hyp.lmcmn o 1
Vitreous h?ll'.l‘E_'IE; I 1
Iul'e.cjl-ion e _] i
énTmT]: e z
llh)l ku_ch[\fisiun E (o
recm’dcdll_ 4_- )
-

second group.  Motice that a vision of 360
or lessis token as blindness,  There were




Fin the st group and 14 jn the second
Broup,
not been tested. At least 3 of the 14 in
this group would improve with a secomd

T 4 of the second group vision hed

vperation. Three more may be expeeled
to improve with the passage of ime.  Four

in this group had no chance st all of res-
toration of sight even aller further surpery.
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CASE

REPORTS »

REPORT OF TWO CASES OF MORPBIDLY ADHERENT PLACENTAE

By

DR. &, RAMALINGAM, M.ILB.S, (Cey.),
Resident Obsieteician G, G, H., Jaffna,

l ORBIDLY adherent placinia is sup-

posed Lo be an extremely rare eondi-
tion, its frequency being variously estimated
al between | in 6,000 and 1 in 40,000 deh-
veries. Two soch cases which oceured
within the space ol two months in the
maternily wards ol the General Hospital,
Jaffna are recorded,

CASE 1

Mrs, K, P. 35 years old, gravida 4 para
3, was admitled on 19-5-66 at 12 midnight,
in the 381h week of pregnancy with a com-
plaint of generalised abdoninal pain of
6 hours duration.

Obstetric history:  Thoe first pregnancy
ended in u forceps delivery, under general
nnaesthesia-birth weight 0 bs,  The second
pregnancy alsa ended in a forceps delivery
but was 1 still-birth.  She had severe post-
partum haemorrhage dug to the placenla
being retained, It was removed manvally
under general unaesthesia and she was trans-
Fused with three pints of blood.  The third
pregnancy ended in o lower segment Cues-
arian Section for second degree posterior
placenta pracvia.—birth weight 7 Ibs,

History of complaint:  The onset of the
pain was insidious. The pain was not
colicky in nature and she was sute that she
was not having labour pains, She com-
plained of dysuria.

On examination: There was no oedema
of feet and no albumin in the urine, Her
pulse was 72minule, and the blood pressure
120/80mm, of Hg, The heart and lunps
were clinically normal, The abdomen was
soft and no definite tenderness could be
elicited. The height of the fundos of the
uterns corresponded to that of a 38 week

0

pregnancy. There were no palpable contra
tions and the foetsl heart rate was 144 mioy
and regular,  There wins no tenderness oy
the fower segment of the wterns.  She w
kept under obseryation.

Muanagement:  The pain gradually
creased in severily until 12 hours later it w
much worss,  Thero was marked pallor
the tongue. The pulse rate gradually
creased to 120/min and the blood pm!&i

dropped 10 90/i0mm of Hg, She ap
deseribed the pain as being dilferent fr
Inbour paing,  There was no evidenge
commenzenent of labour. The abdo
was tender all over and there was generali
guarding. The foetal heart rote was

144/min. regular and heard very clearly.

Vaginal Lxamination: The cervix #
net teken up and the os was cloged,
head was al the pelvic brim, The pelvis
clinically adequarte.

An immediate laparolomy wag deei
upon, in view of the signs of intraperito
haemurrhuge, The cavse of the Imcmoﬂlﬂ
wis not known, and o provisional diagn
of silent rupture of the former Cuesart
Section scar was made,

Laparotomy was carried out under genJ

| i jind 1 with I bal, m:
taincd with gas oxvgen and suxamethoniy
at 12-30 p, n. on 20-5-66. |

A right paramedisn incision was ma
The peritoncal cavity was found to be |
of about 2—13 pints of dark eoloured blo
The scar on the lower segment was founc
be intact. The uterus appeared to be norn
A lower sepment Cacsarean was done ant
live child was extracteds  Allempls



deliver the plicenta Failed as it was morbidly
adherent.  Subtotal hystereclomy was per-
formed,

There was a haemorchagic arca of about
1% in diameter on the peritoneal surfi i
the anterior aspect of the fundus, (brough
which part of the placenty had croded. A
careful ingpection of the rest of 1he viscora
showed no other source of haemorrhage
The patient had post operative abdominal
distension which responded to gastric suction
and intravenous fluids, She was discharged
three weeks later,

Histology : Section shows choriomic villi
lying directly in contact with muscle tissue
with no decidual cells. The chorionic villi
are seen to go between muscle fibr T
appearance is compatible with 1
pldcenta inoreta.

Shows outer aspect of uteris wich
pointer indicating the site of vrosien o
the placeatsl villis

Figa Mo 1,

Hhows inner aspect of
morbidly adberent Flace

CASE 1l

aged 24 years was transfered
voun @ roral hospital at 10-45
with a history of having re-
tained the placenta,

Thia was her sccond pregnancy which had
ended in a stillbirth 5 hours earlier at the
JEth week of gestation. The foelus was
mucerited.  Controlled cord traction had
been attempted but the cord had spapped.
There was 0o post partum haemarrhage.

Obstetric history:  The first pregnancy
resulted in o premature delivery at the Tih
munth.  The placenta was retained and had
te be manually removed under general
annesthesia.  The baby weighed 3 1bs. and
dicd an the Tih day,

The palient was cons-
cious and rational, The coojunctivae and
tonpue were extremely pale, The temper-
alure wes 99.4 deg. F,  The pulse rule was
128/min. and the RB.P. B0 mm. of Hg.
There was no evidence of pre-cclamptic
toxazmie, The heart and lungs were clini-
cally pormal.  Uhe ubdomen was soft and
the fundus of the uterus was at the level of
the umbilicus. There was no bleeding per
¥ L.

On examination ;

Mansgement: 11 was decidzd to remove
the placente manually ns soon as resusci-
tation of the patient was carried oul, A pint
of 4% dextrose was given as an  inleavenous
drop and followed up with a pin: of group
ADB Rh positive blood,  100.mg, of hydro-
corlisone was given intravenously oo admis-
sion.

Munual removal of the plagena was at-
tmpted under genernl anaesthesia. (MNitrous
Oxide, Oxypen and Cyclopropane) at 11-30
a. m. There was no plane of cleavage and
the placenta was found to be morbidly ad-
herent,  Altempts  at  manual removal
1esulied only in piecameal removal of ragged
portions, protracted ellorts at manual remo-
visl were desisted and hystercclomy was con-
sifercd. The patient refused to give her
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comsent and pleaded  that her wterus be
vonserved.

1t was therefore decided 10 observe her
carefully in the ward and curry out a hyster-
ectomy in the event of any deterioration in
her condition taking place.  Her pulse rate
was 104/min, and the blood pressure 100,60
of Hg, She had a rigor which lasted for
two minutes.  She was given | bulb of
antistine LV. She was given *' Reverine "
275 mp. intravenously for three days fol-
lowed by Tetracycline 250 mg. orally six
hourly for five days.

Her convalescence was afebrile.  There
was very slight bleeding per vaginam on the
10th to 14 days, which did not cause alarm
as it was very small in quantity, She was
keptin the ward for 3 weeks and her anaemia
treated with duily injections of Linferon [or
10 days,

The wuterus involuted slowly, being 27
below the umbilicus at the erd ef the [s1
week, 4" below at end of the second week,
anid 1" above the symphysis pubis at the ead
of the 3rd week, She attended the follow
up clini¢ at weekly intervals for s month, at
the end of which the uterus had inveluted
compleely. The lochia was more profuse
than normal and remained tinged with red
for 3 weeks. 1t was not offensive.

Comments :  Morbidly adherent placents
is a condition regulting from an entire or
almost entire absence of the decidua basalis,
in consequence of which the uterine muscle
is exposed to the invasion of the trophoblast
and to penetration by the chorionic villi,
The union between the placents and Lhe
wtering wall is very intimate and il thus
differs radically from simple adhesions of
the placenta.

1ts aetiology is unknown, Itis a condi-
tion that recurs in the same patienl often
enough to presuppose the existence of same
inborn or sequired factor, It is penerally

Three vavieties are recopnised of (his rare
aondition,  ully formed chorionic villi can
be found in direct contact with the  muscle
bnndles of the uterine walle (placenta Ae-
creta), of are present between the muscle
bundles (placenta incretal, or may even
penetrate the wterine musele  completely
(placentn percrets). Case | was one of
placentn perereta, and presenled with signs
uf intraperitoneal huemorrhage,

Case 2 presented in the usual way but the
munagement was unusual.  The salesl treat-
ment in these cases is to do a hysterectomy
withoul any greater delay than may be re-
quired for resuscitation of the patient.  To
leave the placenta in-situ as was dooe in
this case carries & great risk. There is every
pessibility of infection of the placenta,
While such infection will usually be sapro-
phytic, the possibility of invasion of the
necrolio tigswe by  Clostridium  Welehii
always remaing uneasily in mind, and the
humoral produets of long retained placental
tiseue are suspect in regard to the production
of hypofibrinogenaemia. MNevertheless this
step may bo justified in & patient for whom
it is necessary to preserve the child bearing
funclion. Mumerous cases have been recor-
ded where a placenta accrela Las been left
in-silu with subscquent survival of the
patient snd complete autolysis of the pla-
cenla.  In some such cases successful preg-
naucy has occured (Gemmell 1947: Muir
1948 ; Me Keogh and D’Errico 1951}
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RETROPERITONEAL LIPOMA CAUSING TRANSVERSE DISI'LACEMENT

OF ONE KIDNEY

By
K. THURAISINGHAM, F.R.CS, (g ), ¥.R.C.S, |Edin.),
Visiting Surgeon,
Cut=patients” Department mid Resldent Surpeon,
General Hospital, Jafna,

RETEOPERITONEAL]ipama is not un-

common. Inthe case reported bere
one sich tumour had displaced the right
kidney across the midline, 5o that it lay in
front of the left kidney.

CASE HISTORY

ALC,on 46 years old house wile sitended
the gynaccological clinic on 27th May,
1966, complaining of # lump in the righ
side of the abdomen, of five months dura-
tion, She had discomfort in the right side
of the abd and burning fion on
micturition,

On epamination she looked slightly an-
aemie, and appeared to have lost weight
recently. The lirge lump distending the
right side of the abdomen was plainly
vigible, It extended from the costal margin
(o the right ilise fossa, and medially, ex-
tended across the midline. The lump ap-
peared eystic and was ballottable.

A P.A, X-Ray of the abdomen showed o
large soft tissue shadow pushing the right
half of the colon downwards and to the
left. Anintravenous pyelogram (Figs 1 & 11)
showed the right kidney displaced across
the vertebral column to the left, overlapping
the lower balf of the left kidney. There
wag 4 moderate degree of hydronephrosis
and hydroureter on the right, probably duc
to pressure on the ureter fromn behind, by
the vertebral column,  There was no dis-
tortion of the pelvicalyceal pattern.

.Lmlﬁ-.\ =

Fig. 1L,

The patient was referred to us, and o
diagnosis of retroperitoneal cyst pushing
the right kidney over to the left was made.
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Laparotomy was performed on 20t June
1966, by o trapsverso incision starting al
the anterior end of the right [2th rib and
extending across the midline (o the Iaternl
horder of the left rectns abdominis muosele.
The lump occcupied the right side of
abdomen with all the howel pushed to the
Ieft, Superiorly the Jump was in confact
with the inferior surface of the liver with
the fundus of the gall bladder just visible
between the two, Oo the left the lump
overlapped theright kidney which in turn
rested on the lower hall of the anterior sur-
face of the lelt kidoey, The peritoncum
was incised an the tight of the ascending

tumours.  {Aied 1957),  Aind also soys (hify
the majority start in the perirenal fay or
may sometimes start in the kidney itsell.
In the present case the tumour probably
started developing in close proximity to the
lnteral aspect of the kidney, and Lherefore
pushed the kidoey over to left od it grew
bigger.

Crossed dystopia 15 a congenilal abnor-
mality in which the misplaced kidoey lies
below the normal kidney and is fixed, In
the present; case (he crossed kidney slid
hack to ils own side on removing the of-
fending tumour,  One was led 1o make s
di i

colon, . The lump was sep i from the
right kidney by blunt dissection, after which
the lump shelled out without difficulty and
was removed, The right kidoey (el back
intothe right paraverlebral gotier, but re-
mained, low with its supericr pole just below
the inférior surfoce of the liver. The inci-
sion on the poslerior parietal peritoneum
waug closed and the relroperitonesl space
wag drained,  Post-operative  recovery
was uneventfil and the patient remaing
asymptomatic,

PATHOLOGY

The tumour was oval in slape and
measured 157 vertically, 9 from side 1o
side, and 6" from before backwards, The
cut surface was greenish yellow in colour
and showed loculation. Histologicsl sec-
tion showed that the tumonr was a lipoma
with a mixture of myzomatous lissue,

DISCUSSION

Lipoma is the commonest relroperitoncal
tumonr, and in some long series account
for somea 60 per cent of all retroperitoneal
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2 of & S:shaped kidney on the
pyelographic ap; but the p
of the tupour made this unlikely.

SUMMARY

A case of rettoperitoneal lipoma displac-
ing theright kidnzy across the midline is
presented, Though vongenital misplace-
menl of both kidneys on the same side is
commonly reported, displacement by tum.
our to give the same pyelographic appear-
ance is rare.
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MALIGNANT PLELIRAL
Hy

EFPLISHONS

DR. A, F. VINCENT, M.B,ILS,
Theracte Registrar.

LEURAL eftusion or collection of fluid
in the pleural cavity is a very com-
mon clinical entity.

Most cases are post pneumonic or tuber-
culous.

Post ic effusions are the 1

Patient 1 A, K. Male 27 years,

Presented with a history of cough, dys-
pnoca on exertion and hoarseness of voice
of & months duration, Sinoked about 30
“heedies™ o day,  On examination, he had
a right pleural elfusion; thick blood stuined
fluid was aspi Histology showed red

of pneugonia and are usually thick, greenish
or' yellowish and bacterialogical investi-
gation readily reveals the causative orga-
nisms, . Tuberculous effusions can occur
withoul concomitant  Jung  discase and
have the characteristics of heing clear, siraw
coloured form spider-web clots and do not
readily reveal the Tubergle bacillus. Bath
collure and guinea-pig innoculation are

d and time i It is alzo
cusltomary to look upon most pleural eflu-
sions a3 Tuberculous, so thal one hardly
pays much allention to malignant pleural
effusions.

Contrary to popular heliel, malignant
pleural eflusions are by no means upcom-
man., The commonest cause of such an
effusion s Bromchial Carcinoma. The
growth can cause an cffusion in one of two
wayd viz. (1) By direct infiltration of the
plenra (1) The growth can oeclude a
bronchus feading to collapse of an pulmo-
nary segment; this becomes the seat of
infection which spreads to the everlying
pleura  and causes o  pleural effusion.
Although a rere entily has been described
called a pleura] Endothelioma, recent sludies
have shown that this is an undifferentiated
Carcinoma of the Lung. Malignant efiu-
sions are usunll; blood stained and readily

after aspirati

The clinical behaviour of malignant
pleural effusions can be illustraled by the
following ease-reports of patients who eame
under our care during the year 1965,

bland cells and endothelial cefls but no
li cells,  As suhsequent chest Xiays
showed reaccumulation of fuid, in spite of
repeated aspirations, an exploratory thor-
seotomy was performed whence o large,
cystic and very vascular tumour was seen,
and biopsy of which revealed spindle shaped
cchls with large byperchrommtic nuclei and
with large numbers of mitotic fgures—
“Undifferentiated Carcinoma of the lung"™
Patient was sent Lo the local hospital,

Patient 11 Nith. Male 36 years.

Presented with pain in the right chest of
twa weeks duration. Cough and dyspnoea
on exertion of two months duration. He
Wwis a non-smoker,

i examination, he bad a right plewral
ellusion and a hard, palpable Scalene node
on the right side of the neck. Aspiration
revealed thick bloodstained fuid which on
histology showed red blood cells and malig-
nant cefls.  Sealene node biopsy was per-
formed and this showed sceondary depusits
from a bronchial carcinoma. A few days
after admission, the patient  developed

cechymoses and inteose flushing of the skin

and died goon afterwards,  Unflortupately,
the relatives refused a post-moriem exam-
ination.

Patient 11, Aru, Male 39 years,

Presented will sudden central chest pain
and dysproea. Queried by the admitting
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officer as 4 ease o myocardinl inf

to presume that bronchisl car-

He was n pop-smoker, On examinntion,
heart was clinically normal except for left
sided displacement ; he had right sided,
pleural effusion which on fon revenled

cinomu i the commonest cause of il
ant pleural effusions and that the causative
condition namely, lung cencer i wol so
in Ceylon as praviously sup-

thick bloodstained fluid which on histology
showed red blood cells only. As this re-
port was not helpful, a plewral biopsy was
performed and this showed large polyhedral
cells with hyperchromatic nuclei.—"“malign-
ant endotheliomn of the pleara™. As the
patient was becoming more and more dys-
pnoeic, an emergency thoracolomy was per-
formed whenee the pleura was found to be
grossly thickened with plet lapse of
the right lung. There was & hard feshy
growih in the Right lower lobe bronchus
inﬁljlll"nling the pleurn and part of the peri-
i y

¢t A pleuro tomy and
pericardiectomy was done, Biopsy of the
specimen revealed  large  hyperchromalic

nuclei with distinet nucleoli and a large
number of mitotic figures, **undifleren-
tiated carcinoma of the lung”. This patient
is-recovering ot the limz of writing 1his
article.

DISCUSSION
From the foregoing illustrations, it seems

posed.  Our patients presented for the first
time with plenral effusions so that this
could be looked upon as o common moda
of presentation in lung cancer, Our Patient
11, who developed Nushing of the skin prior
to denth, exhibited the “Carcinoid Synd-
rome" which is said to be due to Lhe pro-
duction of S-hydroxy tryptophan by the
tumour, (PRACTITIONER, Dee, 1965 )

In the light of these lindings, it is manda-
tory to iovestipate and ascertain bsyond
doubt, the setiology of every pleural effu.
sion, a3 lung cancer szems to be on the
increase even in our country, inspite of the
absence of those predisposing factors pre-
valent in the Western countries.

ACKNOWLEDGEMENT, 1 wish to
thank Dr. 8, I, Stephen, MS FRCS for
permission to puhlish details of his patients’
case histories.
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